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Assisted Living Programs for People with
Dementia are defined by the population served.
The census numbers were prowded by the
Program at the time of the on-sjte: -

CGeneral Populatlon
Number of tenanls wrthout cognmve dlsorder:
32 s

Number of tenants'thh cogmtlve dlsorder

Memory C"are Unit
Number of tenants without cognitive disorder;
Number of tenants with cognitive disorder:

11 ' o

Total Census of Assmted L|V|ng Program for
People with Dementia; 51

o

The following regulatory insufficiencies were
cited dunng the mvestlgallon of COmplalnt
79696 C , .

A 013 481-67.3(2) Tenant Rights o A013

481-67.3 Tenant rights. All tenants havs the
following rights:

67.3(2) To receive care, treatment and
services which are adequate and appropriate.

This REQUIREMENT is not met as evidenced
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Basged on observation, interview and record m“mﬁ“w‘.
review the Program failed to provide services as Each oses. of cetnang L\
directed by service plans for 1 of 2 reviewed Or Werded on .
(Tenant #1). Finding follows: W %
HouSexasper ya'y \ oS
Record review on 1/8/19 revealed a document 02—? wWhen  09avkomans S
referred to as housekeeping log. According to Q"-M,Nt&k\\b Pex our
the logs provided by the Program for the months 0“-\.\90-“0—\ A '
of September, October and November the X o)
Program last completed cleaning of Tenant #1's the Remdn ¥y Sermet
room on 9/21/18. Ploan, ana houm\rg
Sarsade
When interviewed on 1/8/19 at 11:15 a.m. the ®
Program's administrator said the housekeeper ’ \\omu»p\ \oa will be
could not find all housekeeping logs. Further rent d h ‘a 41 l 9
record review revealed Tenant #1's service/care NiONe. \5 XL
plan signed 4/18/18 indicated housekeeping weeks
would be provided weekly on Thursday Q. HouSL\(.u.p\ \ va\)
mornings. In addition Tenant #1's Occupancy b et
Agreement (OA) signed on B/23/17 noted weekly ren elened eV ‘3
housekeseping services would be provided. Q weeks Xt weex s A/L‘/ ]
When interviewed on 1/8/19 at 3:15 p.m. the D - o
administrator acknowledged the Program could . wbkaspy \‘;‘) L b
not provide documentation of weekly cleaning as Virwed :3 Hrere 5/ LI
stated in the service plan and OA. after ]
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