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 A 000 Initial Comments  A 000

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

Number of tenants without cognitive impairment:0
Number of tenants with cognitive impairment: 14
Total census: 14

The following regulatory insufficiency was cited 
during the investigation of Complaint #124565-C.

 

 A 315 481-69.25(1)n Tenant Documents

69.25(1) Documentation for each tenant shall be 
maintained by the program and shall include:

n.  A copy of guardianship, durable power of 
attorney for health care, power of attorney, or 
conservatorship or other documentation of a legal 
representative

This REQUIREMENT  is not met as evidenced 
by:

 A 315

Based on interview and record review the 
Program failed to ensure tenant records included 
copies of documentation of durable power of 
attorney information. This pertained to 1 of 1 
former tenants reviewed (Tenant C1). Findings 
follow:

Review of Tenant C1's record on 4/23/25 
revealed Tenant C1 had a Global Deterioration 
Scale (GDS) score of 4 and was noted to have a 
power of attorney (POA). A copy of the POA 
document could not be located in the tenant's 
record.
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Regional Wellness Director in-serviced
Wellness Director on the importance
of obtaining appropriate documents
on admission.  All residents will have
copy of guardianship, durable power
of attorney, or conservatorship or other 
documentation of a legal representative
as needed.                                         5/31/25
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 A 315Continued From page 1 A 315

During the exit on 4/23/25 at 1:00 p.m. the 
Director and delegating nurse confirmed the 
Program failed to ensure the tenant's record 
included a copy of the required document.
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