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25b - Contract Signatures

1. Requirements
2600.
25.b. The contract shall be signed by the administrator or a designee, the resident and the payer, if different from

the resident, and cosigned by the resident’s designated person if any, if the resident agrees.
Description of Violation
The resident-home contract, dated , for Resident  was not signed by the resident.  

Plan of Correction Accept ( - 05/26/2026)
Resident-home contract was documented "Resident unable to sign due to Diagnosis of Dementia" via Administrator
on 4/25/2026. Resident- Home contract was properly signed by Power of Attorney and Home Designee. Resident
resides on Secured Dementia Unit at this time. Administrator to provide training to Sales Director regarding proper
documentation on Resident- home contracts. This training will include specific instructions on when and if a resident
refuses or cannot physically sign for any reason. This training will take place on 5/29/26. Administrator will complete
an audit of all Memory Care Resident- Home Contracts to ensure proper documentation. This audit will be
completed by 5/22/26 to ensure current compliance. Administrator will complete audit of all new admission
contracts with 48 hours on admission, this will begin 6/1/26. Regulation will be reviewed with all staff members by
Administrator at next scheduled staff meetings on 6/2/26 and 6/3/26. 

Licensee's Proposed Overall Completion Date: 06/03/2026

Not Implemented - 07/08/2026)

42b - Abuse

2. Requirements
2600.
42.b. A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporal

punishment or disciplined in any way.
Description of Violation
On , at approximately 8:30 PM, Staff Member A saw Resident  in the Secure Dementia Care Unit kitchen,
where residents are not permitted. Staff Member A asked Resident  to leave the kitchen, and the resident attempted
to hit Staff Member A. Then Staff Member A turned around and left the kitchen. Resident  followed Staff Member A
out of the kitchen and into the dining room. Staff Member B was sitting in the dining room. Staff Member A then
observed Staff Member B and Resident  "going back and forth". Staff Member A stated Staff Member B was
"antagonizing" Resident  In response, Resident  stated  was going to hit Staff Member B with 
walker. Resident  began walking toward Staff Member B. Staff Member B "jumped" up and kicked Resident s
walker away from the resident.
 
Then Staff Member B pushed Resident  to the ground. Staff Member B grabbed the resident's wrist and began
dragging the resident to  room. Staff Member B closed the door with the resident in the room and firmly held the
doorknob, preventing the resident from leaving the room. Resident  was yelling and pounding on the door to be let
out. Staff Member B refused to let the resident out of the room. Staff Member A heard Staff Member B curse at the
resident and call  a " Additional staff members, including Staff Members C and D, intervened in an
effort to have Staff Member B release Resident  from the room. As the situation escalated, law enforcement and EMS
were contacted. Upon arrival, law enforcement arrested Staff Member B. Resident  was transported to the hospital. As
a result of the incident, Resident  was diagnosed with  and a . Staff
Member B was terminated and the home sent Staff Member B a "No Trespass" notice on . Staff Member B 
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was charged with abuse of a care dependent person, false imprisonment and harassment.  

Plan of Correction Directed  - 06/02/2026)
Staff members responded appropriately to incident that took place. Human Resource Director completed background
check on staff member B prior to hiring. Staff member B was terminated immediately, no trespass notice sent and
charged with above noted charges. All employees involved cooperating with law enforcement and ongoing case.
Administrator to research and schedule an appropriate interactive training with all staff members regarding Abuse
and Neglect of Dementia residents. This training will be scheduled by 5/31/26. Administrator to research and
schedule additional trainings on the following subjects for all staff members, Mental Health Assistance, De escalation
techniques and dealing with residents with difficult or physical behaviors by 5/31/26. Administrator will review all
Abuse and Neglect reporting guidelines to staff and next scheduled staff meetings on 6/2/26 and 6/3/26.
Administrator will complete 10 resident interviews on a monthly basis to ensure residents feel safe and respected.
This will start 6/1/26 and end 12/31/26.

[Directed]
In addition to the steps above, per e mail received from the Administrator on 6/1/26, all staff will complete a
training with Open Door Training and Development on 7/2/26. This training will be offered multiple times
throughout the day to ensure all staff can attend. Topics will include Overall Dementia related topics, Dealing
with Difficult behaviors, De escalation techniques, resident abuse and resident restraint.  Documentation of
this training will be kept and available for review by the Department. 

Directed Completion Date: 07/02/2026

Not Implemented  - 07/08/2026)

202 - Prohibitions

3. Requirements
2600.
202. The following procedures are prohibited: 

1. Seclusion, defined as involuntary confinement of a resident in a room from which the resident is physically
prevented from leaving, is prohibited. This does not include the admission of a resident in a secured
dementia care unit in accordance with §  2600.231 (relating to admission).

Description of Violation
On , at approximately 8:30 PM, Staff Member B grabbed Resident s wrist and began dragging the resident to

 room. Staff Member B closed the door with the resident in the room and firmly held the doorknob, preventing
the resident from leaving the room. Resident  was yelling and pounding on the door to be let out. Staff Member B
refused to let the resident out of the room. Additional staff members, including Staff Members C and D, intervened in
an effort to have Staff Member B release Resident  from the room. 

Plan of Correction Directed  - 06/02/2026)
Staff members responded appropriately to incident that took place. Human Resource Director completed background
check on staff member B prior to hiring. Staff member B was terminated immediately, no trespass notice sent and
charged with above noted charges. All employees involved cooperating with law enforcement and ongoing case.
Administrator to research and schedule an appropriate interactive training with all staff members regarding Abuse
and Neglect of Dementia residents. This training will be scheduled by 5/31/26. Administrator to research and
schedule additional trainings on the following subjects for all staff members, Mental Health Assistance, De escalation
techniques and dealing with residents with difficult or physical behaviors by 5/31/26. Administrator will review all 
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Abuse and Neglect reporting guidelines and seclusion to staff and next scheduled staff meetings on 6/2/26 and
6/3/26. Administrator will observe 10 resident interactions with staff members monthly to ensure positive
interventions are being used. This will begin 6/1/26 and end 12/31/26.

[Directed]
In addition to the steps above, per e mail received from the Administrator on 6/1/26, all staff will complete a
training with Open Door Training and Development on 7/2/26. This training will be offered multiple times
throughout the day to ensure all staff can attend. Topics will include Overall Dementia related topics, Dealing
with Difficult behaviors, De escalation techniques, resident abuse and resident restraint.  Documentation of
this training will be kept and available for review by the Department. 

Directed Completion Date: 07/02/2026

Not Implemented  07/08/2026)
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