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 A 000 Initial Comments  A 000

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:  15

Number of tenants with cognitive disorder:  8

TOTAL census of Assisted Living Program:  23

No regulatory insufficiencies were cited during the 

investigation into Complaint #111312-C, 

Complaint #109928-C and Incident #108433-I.  

The following regulatory insufficiency was cited 

during the investigation into Complaint 

#110091-C.

 A 125 481-69.21(4) Occupancy Agreement

69.21(4) A copy of the occupancy agreement 

shall be provided to the tenant or the tenant's 

legal representative, if any, and a copy shall be 

kept by the program.

This REQUIREMENT  is not met as evidenced 

by:

 A 125

Based on interview and record review, the 

program failed to retain a copy of the occupancy 

agreement for 1 of 3 discharged tenants reviewed 

(Tenant C2).  Findings follow:

Record review on 4/11/23 revealed Tenant C2 

moved to the program on 11/30/22.  The program 

was unable to produce a copy of Tenant C2's 

occupancy agreement.

The Regional Nurse Specialist confirmed this 

finding on 4/11/23 at 2:35 PM.
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