












laughed and told the staff member to do it again.  Staff Member A tapped Resident #1 on the buttocks again.  A written
statement was documented by Staff member A of the above incident on  and filed in the staff member's
employee record. The written statement indicated "I was informed that I was sexually inappropriate with a resident on

".

Plan of Correction Accept (  - 08/17/2026)
Staff educated on dignity, respect and professional boundaries 8/5/26.  Administrator will observe all staff to at least
3 residents interactions weekly beginning 8/11/26.  

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)

42s - Privacy

8. Requirements
2600.
42.s. A resident has the right to privacy of self and possessions. Privacy shall be provided to the resident during

bathing, dressing, changing and medical procedures.
Description of Violation
On 6/23/2026 at 9:19 AM, the toilet stalls in the common bathroom B in the home’s Secured Dementia Care Unit were
not equipped with latches or locks to ensure privacy.

Plan of Correction Accept (  - 08/17/2026)
Latches were installed 7/31/26 on all common area bathrooms.  Weekly checks will be conducted to ensure
compliance beginning 7/31/26.  Staff were trained on violation 8/5/26.  

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)

81b - Resident Personal Equipment

9. Requirements
2600.
81.b. Wheelchairs, walkers, prosthetic devices and other apparatus used by residents must be clean, in good repair

and free of hazards.
Description of Violation
On 6/23/2026, Resident #5’s bed had a bedside enabler device. The enabler device was not covered and had an
opening measuring 17” x 6”, creating a potential entrapment hazard.

Plan of Correction Accept (  - 08/17/2026)
The bedside enabler bar was removed immediately 6/24/26.  Resident did not need assist bar and was not
incorporated in SP.   Administrator will conduct weekly checks to ensure residents do not have uncovered devices
beginning 6/24/26.  Staff were trained on violation 8/5/26.  

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)

82c - Locking Poisonous Materials

10. Requirements
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2600.
82.c. Poisonous materials shall be kept locked and inaccessible to residents unless all of the residents living in the

home are able to safely use or avoid poisonous materials.
Description of Violation
On 6/23/2026 at 9:20 AM, a can of Plaster Patching materials with a manufacturer's label indicating for emergencies
relating to inhalation, skin contact, eye contact, or ingestion to “call your poison control", was unlocked, unattended,
and accessible underneath the bathroom sink in the Secured Dementia Care Unit common bathroom. Not all residents
in the SDCU, including Resident #4, are assessed to be capable of recognizing and using poisons safely.

Plan of Correction Accept (  - 08/17/2026)
Plaster was immediately disposed of during inspection 6/23/26.  Administrator will conduct weekly checks to ensure
compliance beginning 6/23/26.  Staff were trained on violation 8/5/26.  

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)

85a - Sanitary Conditions

11. Requirements
2600.
85.a. Sanitary conditions shall be maintained.
Description of Violation
On 6/23/2026 at 10:10 AM, a bedside commode containing urine and feces was present in the bathroom on the main
floor by rooms Main 1, 102 to the left of the kitchen. 
 
On 6/23/2026 at 1:00 PM, a stained handheld urinal with urine in the bottom was present in Resident #  room.
 
On 6/23/2026 at 10:10AM there were no paper towels, mechanical hand dryer or other sanitary means of hand-drying
in the main floor bathroom as the paper towel dispenser was empty and the automatic hand dryer was not functioning.

Plan of Correction Directed (  - 08/17/2026)
The bedside commode and handheld urinal was discarded immediately 6/24/26.  A new urinal was ordered for
Resident  received 6/25/26.  Administrator or designee will monitor compliance through daily checks to ensure
sanitary conditions are maintained beginning 6/24/26.  Staff were trained on violation 8/5/26. 
Notices were posted by every hand dryer in the home stating the lights must be on to operate hand dryer 6/24/26.
 Administrator will conduct weekly checks to ensure compliance beginning 6/24/26.
 
 
(Directed)
In addition to the above plan of correction:

Education will be provided to all staff on sanitation and the use of resident handheld urinals; handheld urinals
should be emptied and sanitized after each use to maintain sanitary conditions. Education to be completed by
8/30/26.

Directed Completion Date: 08/30/2026

Implemented (  - 09/04/2026)
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92 - Windows

13. Requirements
2600.
92. Windows and Screens - Windows, including windows in doors, must be in good repair and securely screened

when doors or windows are open.
Description of Violation
On 6/24/2026 at 9:17 AM, the window in resident room #109 was open and without a secured screen. 

Plan of Correction Accept (  - 08/17/2026)
A screen was put in immediately 6/24/26.  Staff were trained on violation 8/5/26.  Administrator  will conduct
weekly checks to ensure compliance beginning 6/24/26.

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)

101j3 - Bed/Linens/Pillows/Blankets

14. Requirements
2600.
101.j.  Each resident shall have the following in the bedroom:

3. Pillows, bed linens and blankets that are clean and in good repair.
Description of Violation
On 6/23/2026, the bed for Resident #6 had no fitted sheet over the mattress and the resident’s pillow was heavily
stained.

Plan of Correction Directed (  - 08/17/2026)
Bed sheets and pillowcases were changed after resident care was completed during inspection on 6/23/26. New
pillow protector covers were put on resident's pillows 8/12/26.  Staff were trained on violation 8/5/26.  Weekly
checks will be done by Administrator to ensure bed linens, pillows, coverings are clean 6/23/26.  

(Directed)
In addition to the above plan of correction:

Resident #6's pillow will be discarded and a new pillow will be purchased and provided by 8/30/36.
The administrator or designee will complete an audit on all other resident pillows (not just pillowcases/covers)
by 8/30/26 to ensure pillows are clean and in good repair. Pillows found to be heavily stained and soiled will
be removed and a clean pillow will be provided by 8/30/26.
Documentation of completed audits and education will be kept by the home and available for review by the
Department. 

Directed Completion Date: 08/30/2026

Implemented (  - 09/04/2026)

102d - Grab/Hand/Assist Bar/Slip-Resistant Surface

15. Requirements
2600.
102.d. Toilet and bath areas must have grab bars, hand rails or assist bars. Bathtubs and showers must have slip-

resistant surfaces.
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Description of Violation
There was no grab bar, handrail or assist bar in the “public bathroom” located between resident rooms 110 and 109.  

Plan of Correction Accept (  - 08/17/2026)
A grab bar was installed on 7/31/26.  Staff were trained on this violation 8/5/26.  Weekly checks will be done by
Administrator to ensure compliance beginning 7/31/26.  

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)

103e - Left Overs

17. Requirements
2600.
103.e. Food served and returned from an individual’s plate may not be served again or used in the preparation of

other dishes. Leftover food shall be labeled and dated.
Description of Violation
On 6/23/26 at 10:00 AM, there were three unlabeled, undated stainless steel storage containers in the home’s upright
cooler containing leftover beans, ham and bean soup and potato soup. 

Plan of Correction Accept (  - 08/17/2026)
The leftovers were removed from the kitchen refrigerator 6/24/26 by the Administrator and the Administrator posted
instructions on the kitchen refrigerator immediately 6/24/26 stating 'all food must be sealed, labeled and dated'.
 Staff were trained on violation 8/5/26.  Administrator will conduct daily checks to ensure compliance beginning
6/24/26.  

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)

132b - Safety Inspection/Fire Drill

18. Requirements
2600.
132.b. A fire safety inspection and fire drill conducted by a fire safety expert shall be completed annually.

Documentation of this fire drill and fire safety inspection shall be kept.
Description of Violation
The most recent fire safety inspection and fire drill observed by a fire safety expert was conducted on 7/10/2025. The
previous fire safety inspection and supervised fire drill was conducted 6/20/2024.

Plan of Correction Directed (  - 08/17/2026)
Fire safety training, fire safety inspection and a fire drill were scheduled 6/4/25 but RFD had an emergency call and
rescheduled to 7/10/25.  Annual fire safety training, fire safety inspection and a fire drill were held this year on
7/7/26.  Administrator will review the annual training plan monthly beginning 8/5/26 and monthly checks to ensure
compliance beginning 8/5/26.  Staff were trained on violation 8/5/26.  

(Directed)
By 8/30/26, the administrator or designee will ensure the annual fire safety inspection and drill, completed by a fire
safety exit, is scheduled to be held no later than 7/9/27. Documentation of the confirmed scheduled inspection and
drill will be kept by the home.
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Directed Completion Date: 08/30/2026

Implemented (  - 09/04/2026)

142a - Secure Medical Care

19. Requirements
2600.
142.a. The home shall assist the resident to secure medical care if a resident’s health status declines. The home shall

document the resident’s need for the medical care, including updating the resident’s assessment and
support plan.

Description of Violation
As per Hospital Patient Visit Information dated  Resident #9 was discharged with instructions to
call 911 if experiencing  as the result of a

 diagnosis and return to ER if . As indicated in
Resident #9's record, on  Resident #9 was . On Resident #9 was 

 Upon Staff Member A's arrival to the home on early afternoon, Resident #9 was shaking
uncontrollably and having difficulty speaking. Staff attempted to feed the resident mashed potatoes and Ensure at
which time the food and drink rolled from  mouth. The resident was not sent back to the hospital until 

Plan of Correction Directed (  - 08/17/2026)
Resident   Initially, the resident improved.  Staff notified Dr.

on and then sent to the hospital   Staff were trained on 'securing medical care' 8/5/26.
 Administrator will conduct daily checks to ensure compliance beginning 8/5/26.  
 
(Directed)

The home will develop a process to check resident medical summaries from hospitalization or appointments to
ensure all staff receive education on discharge instructions and when to seek emergency care. This process will
be implemented by 8/30/26.
Beginning no later than 8/30/26, the administrator or designee will review hospital discharge summaries
within 24 hours of the resident returning home and provide education to all staff on discharge and follow-up
instructions to ensure resident's receive medical care as directed by the physician. 
Documentation of completed education and audits will be kept by the home and available for review by the
Department.

Directed Completion Date: 08/30/2026

Implemented (  - 09/04/2026)

181c - Self-administration Assessment

20. Requirements
2600.
181.c. The resident’s assessment shall identify if the resident is able to self-administer medications as specified in

§  2600.227(e) (relating to development of the support plan). A resident who desires to self-administer
medications shall be assessed by a physician, physician’s assistant or certified registered nurse practitioner
regarding the ability to self-administer and the need for medication reminders.
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184.a. The original container for prescription medications shall be labeled with a pharmacy label that includes the
following:
1. The resident’s name.
2. The name of the medication.
4. The prescribed dosage and instructions for administration.
5. The name and title of the prescriber.

Description of Violation
Resident #2 had prescriber orders for Albuterol Sulfate 1.25mg/3mL inhale 1 vial via nebulizer every 4 hours as needed.
The medication was in a Ziploc bag that indicated “See EMAR” and did not include a pharmacy label.
 
 
Resident #6 had prescriber orders for Terazosin 2MG caps, take 1 capsule by mouth at bedtime . The
pharmacy label of the medication indicated Terazosin 2MG caps, take one capsule by mouth at bedtime .
 
Resident #6 had prescriber orders for Ketotif Fu drops, instill 1 drop into both eyes as needed. The pharmacy label of
the medication indicated Ketotif Fu drops, instill one drop in both eyes every day.

Plan of Correction Accept (  - 08/17/2026)
Administrator reordered pharmacy label 6/24/26.  FH Pharmacy changed diagnosis on EMAR to reflect diagnosis on
medication and drops direction to coincide with label.  Staff were trained on violation 8/5/26.  FH Pharmacy and
Administrator will conduct a med cart audit 9/1/26 and will continue med cart audits quarterly thereafter, next audit
will be due 12/1/26.

Licensee's Proposed Overall Completion Date: 09/01/2026

Implemented (  - 09/04/2026)

185a - Implement Storage Procedures

23. Requirements
2600.
185.a. The home shall develop and implement procedures for the safe storage, access, security, distribution and use

of medications and medical equipment by trained staff persons.
Description of Violation
The home’s Medications and Controlled Substances Accountability of Medication Policy and Procedures indicated that
all medications are stored in secured areas and carts, accessible only by medication technicians and approved
personnel. On 6/23/2026 at approximately 12:10 PM, Staff Member A entered the dining area where the medication
cart was located and retrieved the keys to the medication cart from an unlocked file cabinet next to the medication
cart; accessible to non approved personnel. 
 
Resident #7 was prescribed Insulin Lispro Kwikpen inject twice a day per sliding scale: if >60  call MD; 200 250  5
units; 251 300  8 units; >300  10 units and call MD with a schedule of daily at 7:00, daily at 17:00.

On 6/23/2026 at 5:00 PM, a reading of 189 was documented Resident #7’s June 2026 Medication Administration
Record (MAR). On 6/23/2026 at 2:24 PM, Resident #7’s glucometer indicated a blood sugar reading of 289
On 6/22/2026 at 5:00 PM, a reading of 180 was documented on Resident #7's June 2026 MAR. On 6/22/2026 at
4:28 PM, Resident #7's glucometer indicated a blood sugar reading of 380.
On 6/17/2026 at 5:00PM, a reading of 202 was documented on Resident #7's June 2026 MAR. On 6/17/2026 at
2:11 PM, Resident #7's glucometer indicated a blood sugar reading of 219.
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25. Requirements
2600.
187.d. The home shall follow the directions of the prescriber.
Description of Violation
Resident #7 was prescribed Insulin Lispro Kwikpen inject twice a day per sliding scale: if >60 = call MD; 200-250 = 5
units; 251-300 = 8 units; >300 = 10 units and call MD. with a schedule of daily at 7:00, daily at 17:00.
On 6/23/2026 at 5:00PM, a reading of 189 was documented on Resident #7's June 2026 Medication Administration
Record (MAR) and indicated that insulin was withheld per DR/RN orders. On 6/23/2026 at 2:24 PM the glucometer
indicated a blood sugar reading of 289 for which the resident should have received 5 units of insulin.
 
On 6/22/2026 at 5:00 PM, a reading of 180 was documented on Resident #7's June 2026 MAR and indicated that
insulin was withheld per DR/RN orders. On 6/22/2026 at 4:28 PM the glucometer indicated a blood sugar reading of
380 for which the resident should have received 10 units of insulin and the medical doctor should have been called.
 
 

Plan of Correction Directed (  - 08/17/2026)
Staff were trained on violation 8/5/26.  Administrator, med techs will audit MAR's weekly to ensure staff are
following the direction of the prescribed beg. 8/13/26.
 
(Directed)

In addition to the above plan of correction, education will be provided to all staff who administer medications
on how to properly administer insulin based on a resident's order for sliding scale by 8/30/26.
Documentation of completed education and audits will be kept by the home and available for review by the
Department.

Directed Completion Date: 08/30/2026

Implemented (  - 09/04/2026)

190a - Completion Medication Course

26. Requirements
2600.
190.a. A staff person who has successfully completed a Department-approved medications administration course

that includes the passing of the Department’s performance-based competency test within the past 2 years
may administer oral; topical; eye, nose and ear drop prescription medications and epinephrine injections for
insect bites or other allergies.

Description of Violation
Staff Member A, who has not successfully completed the Department-approved medications administration course as
evidenced by a Staff Member A not completing annual practicum summaries since 4/4/2025. The staff member
administered medications to the following residents: 
Resident #7 Carvedilol 6.25MG - 6/9/2026 5:30 PM, 6/12/2026 5:30 PM, 6/18/2026-6/23/2026 5:30 PM
Resident #8 Donepezil 10MG - 6/4/2026-6/9/2026 5:00 PM, 6/4/2026-6/9/2026 5:00 PM

Plan of Correction Directed (  - 08/17/2026)
Staff member did receive the Department-approved Medication Administration course on and annual
practicum observations were completed thru 4/1/26 and provided during inspection in front of two staff while
inspector was reviewing  documentation.   Staff member acknowledged  did not complete the on-line course
which was not required.  Staff member did resign 6/25/26.  Administrator ensures certified and observed 
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medication technicians are scheduled to pass medications.  During shift change, Administrator and med techs will
ensure certified med techs are passing meds.  Administrator will review training due dates monthly to ensure
compliance beg. 8/12/26.
 
(Directed)

The administrator or designee will complete an audit on all other staff member medication administration
certification and annual training documentation by 8/30/26.  Audits will ensure annual obserations and MAR
reviews are documented properly on the annual practicum summary form.
Education will need to be provided to the staff member responsible for medication administration training on
annual practicum requirements and proper documentation by 8/30/26.
Beginning no later than 8/30/26, the administrator will audit all staff member medication administration
training record and documentation monthly to ensure requirements are completed and properly documented. 
Documentation of completed audits and education will be kept by the home and available for review by the
Department.

Directed Completion Date: 08/30/2026

Implemented (  - 09/04/2026)

190b - Insulin Injections

27. Requirements
2600.
190.b. A staff person is permitted to administer insulin injections following successful completion of a Department-

approved medications administration course that includes the passing of a written performance-based
competency test within the past 2 years, as well as successful completion of a Department-approved
diabetes patient education program within the past 12 months.

Description of Violation
On 6/1/2026, 6/6/2027, 6/7/2026, 6/9/2026, 6/15/2026, and 6/21/2026 at 5:00PM, Staff Member A, who had
not completed a Department approved diabetes patient education program since 4/1/2025 administered insulin to
Resident #7.
 
On 6/6/2026 and 6/20/2026 at 7:00AM, Staff Member C, who had not completed a Department approved diabetes
patient education program since 4/1/2025 administered insulin to Resident #7.

Plan of Correction Directed (  - 08/17/2026)
Diabetes training was completed on 6/24/26 and both staff attended the training.  A calendar reminder will be in
place and monthly reminders of training will be reviewed beginning 8/5/26.  Staff were trained on violation 8/5/26.  

(Directed)
In addition to the above plan of correction:

An initial audit of all other staff members records will be completed by 8/30/25 to ensure staff assisting with
blood sugar checks and insulin administration are current in diabetic education.
Beginning 9/1/26, the administrator or designee will review all staff diabetic education at least once quarterly
to ensure current training.
Documentation of training and completed audits will be kept by the home and available for review by the
Department. 
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Description of Violation
Resident #5's assessment, dated , indicated that the resident was independent in transferring in/out of
bed/chair and had a need for and used a bed assist for turning and positioning in bed/chair. The resident’s bed assist is
located toward the foot of the resident’s bed and the resident reported using it for transferring into  wheelchair.
The resident’s support plan, dated , did not document the need for the device for transfers, any risks
associated with the use, identification of the specific device to be used and whether a cover is required to meet FDA
guidelines.
 
Resident #11's assessment, dated  indicated that the resident had a need for prompting and cueing for
managing  finances with supervision and that the home met this need with a PNA account made at the facility
and documentation was kept. The resident’s support plan, dated  did not document that the home met this
need as the resident’s representative payee.  
 
Resident #6’s assessment, dated , indicated Resident #6 requires total physical assistance for toileting, is
incontinent of bowel and bladder and wears pull-ups; requires some assistance. However, Resident #6 utilizes a

 which is not indicated in the resident's support plan, dated 
 
Resident #6’s assessment, dated  indicated that the resident cannot go from sit to stand without being
assisted, supervision and assist will be available for all transfers for optimal safety, requires minimal assistance and will
request help if needed for turning and positioning in bed, and assistance will be provided for turning and repositioning
upon request. The assessment also indicated that the resident used a hand assist rail on  hospital bed.  However,
Resident #6 utilizes an alternating pressure mattress on bed which is not indicated in the resident's support
plan, dated 
 
Resident #6's assessment, dated  indicated that the resident had a need for and used a hand assist rail on

hospital bed. The resident’s most current support plan, dated  did not document any risks
associated with the use, identification of the specific device to be used and whether a cover is required to meet FDA
guidelines.

Plan of Correction Directed (  - 08/17/2026)
Resident 5 bedside assist bar was removed immediately 6/24/26 and documented on SP.  Resident 11 SP noted
'representative payee' and Resident 6 SP to show resident utilizes an alternating pressure mattress and resident is
aware of the risks in using the hand assist bar, both SP updated 6/24/26 by Administrator.  Staff were trained on
Violation 8/5/26.  Administrator will audit SP every 3 months, beg. 6/24/26 to ensure updates are made reflecting
resident needs, the next due 9/30/26.
 
(Directed)
In addition to the above plan of correction:

Resident #11's support plan should indicate what supports the home provides while being the representative
payee; please update.
Resident #6's support plan will be updated to specifically document any risks associated with the use of the
assist rail, identification of the specific device to be used and whether a cover is required to meet FDA
guidelines as well as the use of a handheld urinal. 
Documentation of completed education and audits will be kept by the home and available for review by the
Department.
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Directed Completion Date: 08/30/2026

Implemented (  - 09/04/2026)

233c - Key-Locking Devices

30. Requirements
2600.
233.c. If key-locking devices, electronic cards systems or other devices that prevent immediate egress are used to

lock and unlock exits, directions for their operation shall be conspicuously posted near the device.
Description of Violation
On 6/23/2026 at approximately 9:30 AM and 6/24/2026 at approximately 4:35 PM, the directions for operating the
home's locking mechanism posted near the back door of the Secure Dementia Care Unit (SDCU) displayed a code of

 The posted code did not include the “#” sign required at the end of the code in order to release the door lock.
 
On 6/23/2026, the directions for operating the home's locking mechanism at the main front stair tower were not
posted. 

Plan of Correction Accept (  - 08/17/2026)
A new code was put above exit door in the SDU where # was worn and all exit doors checked to ensure codes were
posted by Administrator 6/24/26.  The second exit in the SDU already had the code posted which was shown to the
other inspector earlier.  Staff were trained on violation 8/5/26.  Administrator will check during shift changes to
ensure codes are posted beginning 6/24/26.  An audit of all four doors ensuring codes posted will be done monthly,
beg. 8/12/26.

Licensee's Proposed Overall Completion Date: 08/14/2026

Implemented (  - 09/04/2026)
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