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AQ00 Initial Comments A Q00
Assisted Living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
| on-site.
Number of tenants without cognitive disorder; 28
Number of tenants with cognitive disorder: 0
Total Population of Program at time of on-site: 28
| The following regulatory insufficiency was cited
- during the recertification visit conducted to
determine compliance with certification rules for
an Assisted Living Program.
A 124] 481-67.19(4) Record Checks A124 ) “ ‘ ;

The preparation of the following plan of
481-67.19(135C,231B,231C,231D) Criminal, correction for this deficiency does not
ggggr(lgem adult abuse, and child abuse record constitute and should not be interpreted as

67.19(4) Validity of background check an génnsswn nor an agreement by the
results. The results of a background check facility of the truth of the facts alleged or
conducted pursuant to this rule shall be valid for conclusions set forth in the statement of

| a period of 30 calendar days from the date the deficiencies. The plan of correction
{g:“"; 0:;219 background check are.received by prepared for this deficiency was executed
A solely because provisions of state and
federal law require it. Without waiving the
foregoing statement, the facility states with
respect to:
This REQUIREM i i d . ” .
by" = ST s ot met ¢ evkience I Staff A had their background study re-
- Based on record review and interview the done 09/04/18.
Program failed to complete a background check
within 30 days of hire for 10f 4 staff reviewed 2. Education provided to staff regarding
| (Stafl A). Findings foflow: background studies on 09/05/18.
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A 124 Continued From page 1 A124 3. Executive Director will audit new
Review of Staff A's file revealed a hire date of employee files at hire to ensure that
9-19-17. A Single Contact License and background studies are completed.
Background Check was completed on 6-15-17
with no issues noted. The background check was 4 Tt \ : ; G
| o : . The date for ¢ / 1241
ot complatacwith I 36:dmyeSF hiss, date for completion will be 09/24/18.
Interview with the Housing Manager on 8-21-18
at 1:42 p.m. confirmed this finding.
STiSTON OF FEALTH FACILITES ~STATE GF VA
STATE FORM s D14 # sontinuation sheet 2012

e e



