






26a - Quality Management Plan

1. Requirements
2600.
26.a. The home shall establish and implement a quality management plan.
Description of Violation
The home's policy/plan for Quality Management is to hold meetings yearly during the first week of January. The
home’s most recent Quality Management meeting was held on  

Plan of Correction Accept  - 08/19/2026)
Plan of correction:
On July 18th, the Administrator reviewed the minutes and data from the Quality Management meeting held on
January 10, 2025. The review confirmed that all required regulatory components under § 2600.26(b) were fully
evaluated. The Quality Management Plan was immediately held to discuss this year's meeting. 

Moving forward: 
The Quality Management Meeting will resume on the original date in January 2027.
On 07/15/2026, a formal administrative memorandum was placed in the Quality Management binder. This memo
explicitly notes the 2025 schedule variance and confirms that the meeting met all state evaluation standards despite
the delayed date. The next meeting will resume in January 2027. A memo and/or appointment was set on the
Administrator's electronic Google Calendar.

Licensee's Proposed Overall Completion Date: 08/13/2026

Implemented  - 08/31/2026)

82c - Locking Poisonous Materials

2. Requirements
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
At approximately 9:12 a.m., Lysol Advanced Power Clinging Gel with a manufacture’s label indicating, "If swallowed,
call a Poinson Control Center or Doctor immediately for treatment advice”, was unlocked, unattended, and accessible
in the first floor side room partitioned by a curtain. Not all the residents of the home, including Resident , have been
assessed capable of recognizing and using poisons safely.

At approximately 11:56 a.m., Crest toothpaste with a manufacture’s label indicating "If more than used for brushing is
accidentally swallowed, get medical help or Contact a Poison Control Center", was unlocked, unattended, and
accessible in the second floor shared bathroom near the main stairwell. Not all the residents of the home, including
Resident , have been assessed capable of recognizing and using poisons safely.

Plan of Correction Accept  - 08/14/2026)
Plan of Correction:
Immediately on July 14th, 2026, in the First Floor Side Room, the Administrator removed the Lysol Advanced Power
Clinging Gel from the room on the day of inspection. Since the first floor side room does not have a locking door, the
Administrator placed all products in a designated, locked housekeeping storage cabinet in the basement.
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Second Floor Shared Bathroom: The Crest toothpaste was immediately secured. Because Resident #1 and other
communal residents lack the cognitive assessment to safely manage products with poison labels, all personal care
items with warning labels were removed and placed in a secure, locked medication cart in the med room.  Further,
those residents who are cognizant have been advised that upon finishing in the bathroom, are instructed to take
their belongings, shampoos, conditioners, tooth pastes, hair care products, and any other such products back to their
room. 

Moving forward: 
07/15/2025:All staff were trained in regulation 2600.82.c regarding poisonous materials. Further, the administrator
will continue to do daily walk through to ensure there are no cleaning products and/or poisonous materials left out
and accessible to residents.

Licensee's Proposed Overall Completion Date: 08/13/2026

Implemented - 08/31/2026)

88a - Surfaces

3. Requirements
2600.
88.a. Floors, walls, ceilings, windows, doors and other surfaces must be clean, in good repair and free of hazards.
Description of Violation
At approximately 9:23 a.m., a floor tile near the center of the Dining Room was observed having black tape on the
upper right sides to secure the tile to the floor creating a tripping hazard.

Plan of Correction Accept  08/27/2026)
Plan of Correction:
Immediately, the Administrator notified the owner and General Manager of the deficiencies. The General Manager
then called the contractor, 5 Stone Construction, to schedule work to begin.  at 5 Stone came out and replaced
the piece of floor in question. and is working on completing other areas of concern at this time.

Moving forward:
The administrator will conduct building rounds every 5 days to investigate any areas of concern. The administrator
will continue to report any areas of concern to the owner,  and the General Manager, 
The administrator has asked all staff to bring any areas of concern for repair to the administrator's attention. The
administrator drafted a work order for staff to fill out when an area of concern is found; maintenance is to come fix,
investigate, and correct.

Licensee's Proposed Overall Completion Date: 08/26/2026

Implemented  08/31/2026)

93a - Handrails

4. Requirements
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Licensee's Proposed Overall Completion Date: 08/13/2026

Implemented  - 08/31/2026)

102k - No Common Towel

7. Requirements
2600.
102.k. Use of a common towel is prohibited.
Description of Violation
At approximately 11:56 a.m., there were used, unlabeled bath towels and washcloths hanging in the second-floor
shared bathroom near the main stairwell.

Repeated Violation: 

Plan of Correction Accept  08/19/2026)
Plan of Correction:
All personal towels were removed, and the best way to address this was discussed. The residents were asked
immediately to please remove their personal property such as towels wash cloths, to please take them back to their
room or to place in the dirty linen hamper that is located within the bathroom. The residents that use that rest room
are in good cognizant health and fully understand. Housekeeping and the overnight staff have been instructed to
please remove and dispose of dirty linens from the restroom immediately if found. 
 
Moving forward:
07/15/2026, the administrator will continue the daily walk-through of all areas of Gap View, including the public
restroom and shower/bath areas. Staff were trained in Regulation 2600.102.k Use of a common towel is prohibited.

Proposed Overall Completion Date: 08/13/2026

Licensee's Proposed Overall Completion Date: 08/13/2026

Implemented - 08/31/2026)

121a - Unobstructed Egress

8. Requirements
2600.
121.a. Stairways, hallways, doorways, passageways and egress routes from rooms and from the building must be

unlocked and unobstructed.
Description of Violation
At approximately 9:17 a.m., a detached outside gutter waterspout was observed protruding through the middle of the
upper fourth and fifth step of the fire escape blocking the egress.

At approximately 9:17 a.m., a leaf blower was observed laying on the patio at the bottom of the fire escape blocking the
egress.

Plan of Correction Accept - 08/19/2026)
Plan of Correction:
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On 07/14/2026, the day of the complaint inspection, a downed downspout lay between the steps of the exterior fire
escape. The administrator immediately went outside and removed the downspout from the area of the steps. The leaf
blower was already removed by the cook that day. It was  personal blower, and  left it there till  could take
it out to  vehicle. It was already removed by the time the administrator checked. 

Moving forward:
On 07/15/2026, the administrator retrained the staff on Regulation 2600.121. A "Stairway, hallways, doorways,
passageways and egress routes from rooms and from the building must be unlocked and unobstructed. This is a
concern for the administrator, as the building is small. The administrator will continue to conduct audits of daily
areas of concern. That also goes with egress routes.

Licensee's Proposed Overall Completion Date: 08/13/2026

Implemented - 08/31/2026)

127a - Portable Space Heaters

9. Requirements
2600.
127.a. Portable space heaters are prohibited.
Description of Violation
At approximately 10:53 a.m., Resident  had a small portable space heater that was in use in their bedroom.  

Plan of Correction Accept  - 08/27/2026)
Plan of Correction:
On 07/14/2026, the administrator met with resident  and explained that space heaters are not allowed per
regulation 2600.127.a.  became belligerent and stated, "We cannot take away  heater;  has rights." I gave

 a copy of the "house rules" and  "resident rights." At this time,  is not very happy and has stated  will
continue to complain to the authorities. I have offered  extra blankets and throws.

Moving forward:
07/15/2026, the administrator retrained the staff on regulation 2600.127.a: "Portable space heaters are prohibited."
The administrator will continue to re-educate the staff and residents on the dangers of portable heaters in a facility.
The administrator has added portable space heaters to the list of concerns when doing audits.
As of 07/14/2026, the portable space heater has been removed from the resident's room and locked in the basement
closet. On 07/15/2026, a letter was sent, followed by a phone call to the resident's son on 07/20/2026, requesting
that  please stop by to pick up the portable space heater as soon as possible. To date, there has been no reply. 
As of 08/01/2026, the portable space heater in question has been removed from the building and locked in an
outside storage shed. 
08/24/2026, the space heater in question was removed and given to family.

Licensee's Proposed Overall Completion Date: 08/19/2026

Implemented  - 08/31/2026)

141b1 - Annual Medical Evaluation

10. Requirements
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2600.
141.b.1. A resident shall have a medical evaluation: At least annually.
Description of Violation
Resident s most recent annual medical evaluation was completed on .
Resident ’s most recent medical evaluation was completed on  
 
Repeated Violation: 
 
 

Plan of Correction Accept - 08/19/2026)
Plan of Correction:
On 07/15/2026, for Resident : An urgent medical evaluation has been scheduled with the resident's primary care
physician for 07/20/2026 - The facility will ensure the DME medical evaluation form is fully completed, signed, and
placed in the resident's chart immediately following the appointment. Resident : A medical evaluation has been
scheduled with the resident's primary care physician for 07/21/2026. The completed and signed medical evaluation
form will be obtained and filed in the resident's chart immediately following the appointment.

Moving forward:
On 07/15/2026, the Designated Administrator/Resident Care Coordinator (RCC) will conduct a 100% audit of all
current resident files by 07/21/2026. This audit will verify that every resident has a valid, completed medical
evaluation dated within the past 12 months. Any additional residents found to be out of compliance will have
appointments scheduled immediately.  The Administrator conducted a documented training session for all
administrative and nursing staff on 07/26/2026 regarding the requirements of Regulation 2600.141(b)(1) and the
use of the new tracking log.

Licensee's Proposed Overall Completion Date: 08/13/2026

Implemented  - 08/31/2026)

162c  Menus Posted

11. Requirements
2600.
162.c. Menus, stating the specific food being served at each meal, shall be prepared for 1 week in advance and

shall be followed. Weekly menus shall be posted 1 week in advance in a conspicuous and public place in the
home.

Description of Violation
At approximately 9:15 a.m., the menu for the month of May was posted. However, the current menu for the week of

 through  and the following week of  through  were not posted. 

Repeated Violation: 

Plan of Correction Accept - 08/19/2026)
Plan of Correction:
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catch any other missed or expiring assessment deadlines. 

Moving forward:
The fix that the administrator has developed is the implementation of a color coded Master Assessment Tracking Log
that flags resident timelines 45 days before they are due, alongside staff retraining by July 30, 2026. Furthermore, the
Administrator will continue a monthly audit of the tracking log for a minimum of six consecutive months to ensure
sustained compliance.

Licensee's Proposed Overall Completion Date: 08/13/2026

Implemented  - 08/31/2026)

GAP VIEW PERSONAL CARE 23125

225c  Additional Assessment (continued)

07/14/2026 13 of 13




