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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: 
19
Number of tenants with cognitive impairment: 6 
Total census: 25 

No regulatory insufficiencies were cited during 
the investigation of Incident #129130-I, 
Complaint #130311-C or Complaint #130353-C.
The following regulatory insufficiencies were 
cited during the recertification visit conducted to 
determine compliance with certification rules for 
an Assisted Living Program for People with 
Dementia.

 A 145 481-69.22(3) Evaluation of Tenant

69.22(3) Evaluation annually and with significant 
change. A program shall evaluate each tenant's 
functional, cognitive and health status as needed 
with significant change, but not less than 
annually, to determine the tenant's continued 
eligibility for the program and to determine any 
changes to services needed. The evaluation 
shall be conducted by a health care professional, 
a human service professional, or a licensed 
practical nurse via nurse delegation when the 
tenant has not exhibited a significant change. A 
licensed practical nurse shall not complete the 
evaluation when the tenant has exhibited a 
significant change.

 A 145
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 A 145Continued From page 1 A 145

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, the 
program failed to complete evaluations as a 
result of significant change in tenant condition for 
1 of 6 tenants reviewed (Tenant #6). Findings 
follow:

Record review on 9/29/25 indicated Tenant #6 
was admitted to the program on 1/6/22. An 
entrance form provided by the program identified 
Tenant #6 received hospice services. Review of 
an unsigned evaluation dated 8/12/25 failed to 
reflect Tenant #6 received hospice services. 

When questioned on 9/30/25, the LPN (Licensed 
Practical Nurse) Health Care Coordinator 
confirmed Tenant #6 received hospice services. 
The LPN Health Care Coordinator provided a 
copy at 2:09pm of the physician orders signed 
and dated 9/16/25 by Hospice Services to 
evaluate and admit Tenant 6 to hospice services. 
The LPN Health Care Coordinator provided a 
copy of the most recent evaluation on file, dated 
8/13/25. No evaluation based on the significant 
change 9/16/25 could be located which reflected 
Tenant #6 began hospice services, listed a 
hospice provider, or what service assistance 
hospice personnel provided to Tenant #6.

On 9/30/25 at 3:05pm the Community Director, 
LPN Healthcare Coordinator, (and Regional 
Director of Operations and Regional Nurse 
Specialist by phone) confirmed the above 
findings.

 A 350 481-69.26(1) Service Plans  A 350
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 A 350Continued From page 2 A 350

69.26(1) A service plan shall be developed for 
each tenant based on the evaluations conducted 
in accordance with subrules 69.22(1) and 
69.22(2) and shall be designed to meet the 
specific service needs of the individual tenant. 
The service plan shall subsequently be updated 
at least annually and whenever changes are 
needed.

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, the 
program failed to update the service plan 
following a significant change for 1 of 6 tenants 
reviewed (Tenant #6). Findings follow:

Record review on 9/29/25 indicated Tenant #6 
was admitted to the program on 1/6/22. An 
entrance form provided by the program identified 
Tenant #6 received hospice services.  Review of 
an undated/unsigned service plan failed to reflect 
Tenant 6 received hospice services. 

When questioned on 9/30/25, the LPN (Licensed 
Practical Nurse) Health Care Coordinator 
confirmed Tenant #6 received hospice services. 
The LPN Health Care Coordinator provided a 
copy at 2:09pm of the physician orders signed 
and dated 9/16/25 by Hospice to evaluate and 
admit Tenant #6 to hospice services. The LPN 
Health Care Coordinator provided a copy of the 
most recent service plan on file, signed and 
dated 8/13/25. No service plan based on the 
significant change 9/16/25 could be located 
which reflected Tenant #6 began hospice 
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 A 350Continued From page 3 A 350

services, listed a hospice provider, or what 
service assistance hospice personnel provided to 
Tenant #6.

On 9/30/25 at 3:05pm the Community Director, 
LPN Healthcare Coordinator, (and Regional 
Director of Operations and Regional Nurse 
Specialist by phone) confirmed the above 
findings.

 A 395 481-69.26(4)a Service Plans

69.26(4) The service plan shall be individualized 
and shall indicate, at a minimum:

a. The tenant's identified needs and preferences
for assistance

This REQUIREMENT  is not met as evidenced 
by:

 A 395

Based on interview and record review the 
program failed to ensure service plans were 
individualized and identified tenants' needs for 1 
of 6 tenants reviewed (Tenant #1). Findings 
follow:

1) During Medication Administration Observation
on 9/29/25 at 11:55am, Staff A dispensed Tenant
#1's medications into a medication cup and left
the medications with Tenant #1. Staff A stated
Tenant #1 was allowed to self-administer her
medications and was service planned to do so.
Record review 9/29/25 revealed Tenant #1
admitted to the program on 8/25/24. A service
plan dated 6/9/25 noted Tenant #1 was
independent with medication administration and
the medications were stored per resident
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 A 395Continued From page 4 A 395

convenience, but failed to reflect program staff 
were responsible for dispensing the medications 
and failed to reflect medications could be left with 
Tenant #1. When questioned during an interview 
on 9/30/25 at 12:30pm with the Community 
Director and LPN (Licensed Practical Nurse) 
Healthcare Coordinator, the LPN Healthcare 
Coordinator stated Tenant 1 won't take her 
medications while staff is in the room so Tenant 
#1's physician had given permission for Tenant 1 
to self-administer and had written an order for 
Tenant 1's pills to be left bedside/chairside. The 
program provided a physician's order dated 
10/1/25 following the exit on 9/30/25 which noted 
Tenant #1's medications could be left bedside 
with the tenant. The LPN Healthcare Coordinator 
confirmed neither the program nor the physician's 
office could locate a previously dated order.

2) The service plan dated 6/9/25 identified
Tenant #1 received mental health services but
failed to identify who Tenant #1 utilized as a
provider for mental health services, a contact
person, contact information, and a description of
services provided, despite the service plan
prompting for this information. When questioned
during an interview on 9/30/25 at 12:30pm with
the Community Director and LPN Healthcare
Coordinator, the LPN Healthcare Coordinator
acknowledged the service plan failed to include
this information.

3) The service plan dated 6/9/25 under the
category "Additional Nursing Services" identified
Tenant #1 utilized a Home Health Aide but failed
to detail what services the home health aide
provided to Tenant #1. When questioned during
an interview on 9/30/25 at 12:30pm with the
Community Director and LPN Healthcare
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 A 395Continued From page 5 A 395

Coordinator, the LPN Healthcare Coordinator 
stated Tenant #1 no longer utilized a Home 
Health Aide but acknowledged the service plan 
had not been updated at the time of 
discontinuation of services. 

On 9/30/25 at 3:05pm the Community Director, 
LPN Healthcare Coordinator, (and Regional 
Director of Operations and Regional Nurse 
Specialist by phone) confirmed the above 
findings.
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COMPLETION DATE 

Tag #1 481-69.22(3) Evaluation of Tenant
69.22(3) Evaluation annually and
with significant change. A program
shall evaluate each tenant's
functional, cognitive and health
status as needed with significant
change, but not less than annually, to
determine the tenant's continued
eligibility for the program and to
determine any changes to services
needed. The evaluation shall be
conducted by a health care
professional, a human service
professional, or a licensed
practical nurse via nurse delegation
when the tenant has not exhibited a
significant change. A licensed
practical nurse shall not complete the
evaluation when the tenant has
exhibited a significant change. This
REQUIREMENT is not met as
evidenced by: Based on interview and

Tag # A 
145 

What initial correction was made? 

COC was completed on 9/30/2025. 

How will we ensure and maintain 
compliance going forward? 

Discuss at stand-up meetings about 
residents’ needing COCs done. 

Implementation 
Date: 

9/30/2025. 

Completion Date:  
9/30/2025. 

Responsible 
Party:  

Director/HCC and 
or designee. 

Ok
11/7/25
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record review, the program failed to 
complete evaluations as a result of 
significant change in tenant 
condition for1 of 6 tenants reviewed 
(Tenant #6). Findings follow: Record 
review on 9/29/25 indicated Tenant 
#6 was admitted to the program on 
1/6/22. An entrance form provided 
by the program identified 
Tenant #6 received hospice services. 
Review of an unsigned evaluation 
dated 8/12/25 failed to reflect 
Tenant #6 received hospice services. 
When questioned on 9/30/25, the 
LPN (Licensed Practical Nurse) Health 
Care Coordinator confirmed Tenant 
#6 received hospice services. 
The LPN Health Care Coordinator 
provided a copy at 2:09pm of the 
physician orders signed and dated 
9/16/25 by Hospice Services to 
evaluate and admit Tenant 6 to 
hospice services. The LPN Health 
Care Coordinator provided a copy of 
the most recent evaluation on file, 
dated 8/13/25. No evaluation based 
on the significant change 9/16/25 
could be located which reflected 
Tenant #6 began hospice services, 



Preparation and/or execution of this plan of correction does not constitute admission or agreement by the provider of the truth of the facts alleged or 
conclusions set forth in the statement of regulatory insufficiencies. The plan of correction is prepared and/or executed solely because it is required by 
the provisions of state law.

listed a hospice provider, or what 
service assistance hospice personnel 
provided to Tenant #6. On 9/30/25 at 
3:05pm the Community Director, LPN 
Healthcare Coordinator, (and 
Regional Director of Operations and 
Regional Nurse Specialist by phone) 
confirmed the above findings. 

Tag #2 481-69.26(1) Service Plans
69.26(1) A service plan shall be
developed for each tenant based on
the evaluations conducted
in accordance with subrules 69.22(1)
and 69.22(2) and shall be designed to
meet the specific service needs of the
individual tenant. The service plan
shall subsequently be updated at
least annually and whenever changes
are needed. This REQUIREMENT is
not met as evidenced by: Based on
interview and record review, the
program failed to update the service
plan following a significant change
for 1 of 6 tenants reviewed (Tenant
#6). Findings follow: Record review
on 9/29/25 indicated Tenant #6 was
admitted to the program on 1/6/22.
An entrance form provided by the
program identified Tenant #6
received hospice services. Review of

Tag # A 
350 

What initial correction was made? 

COC/Care plan updated on 9/30/2025. 

How will we ensure and maintain 
compliance going forward? 

Discuss/Review COC/care plans at stand-
up meetings. 

Implementation 
Date: 

9/30/2025. 

Completion Date:  

9/30/2025. 

Responsible 
Party: 
Director/HCC 
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an undated/unsigned service plan 
failed to reflect Tenant 6 received 
hospice services. When questioned 
on 9/30/25, the LPN (Licensed 
Practical Nurse) Health Care 
Coordinator confirmed Tenant #6 
received hospice services. 
The LPN Health Care Coordinator 
provided a copy at 2:09pm of the 
physician orders signed 
and dated 9/16/25 by Hospice to 
evaluate and admit Tenant #6 to 
hospice services. The LPN 
Health Care Coordinator provided a 
copy of the most recent service plan 
on file, signed and dated 8/13/25. No 
service plan based on the significant 
change 9/16/25 could be located 
which reflected Tenant #6 began 
hospice services, listed a hospice 
provider, or what service assistance 
hospice personnel provided to 
Tenant #6. On 9/30/25 at 3:05pm the 
Community Director, LPN Healthcare 
Coordinator, (and Regional 
Director of Operations and Regional 
Nurse Specialist by phone) confirmed 
the above findings. 



Preparation and/or execution of this plan of correction does not constitute admission or agreement by the provider of the truth of the facts alleged or 
conclusions set forth in the statement of regulatory insufficiencies. The plan of correction is prepared and/or executed solely because it is required by 
the provisions of state law.

Tag #3 481-69.26(4)a Service Plans
69.26(4) The service plan shall be
individualized and shall indicate, at a
minimum:
a. The tenant's identified needs and
preferences for assistance This 
REQUIREMENT is not met as 
evidenced by: A 395 Based on 
interview and record review the 
program failed to ensure service 
plans were individualized and 
identified tenants' needs for 1 
of 6 tenants reviewed (Tenant #1). 
Findings follow: 
1) During Medication Administration
Observation on 9/29/25 at 11:55am,
Staff A dispensed Tenant #1's
medications into a medication cup
and left the medications with Tenant
#1. Staff A stated Tenant #1 was
allowed to self-administer her
medications and was service planned
to do so. Record review 9/29/25
revealed Tenant #1 admitted to the
program on 8/25/24. A service
plan dated 6/9/25 noted Tenant #1
was independent with medication
administration, and the medications
were stored per resident
convenience, but failed to reflect
program staff were responsible for
dispensing the medications

Tag # A 
395 

What initial correction was made? 

Care plan updated on 10/17/2025. 

How will we ensure and maintain 
compliance going forward? 

Education provided to nurse on ISP 
expectations on 10/24/2025. 
Nurse will review all residents’ service 
plans for personalization items. 

Implementation 
Date: 

10/17/2025. 

Completion Date:  
10/24/2025. 

Responsible 
Party:  

Director/HCC. 
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and failed to reflect medications 
could be left with Tenant #1. When 
questioned during an interview 
on 9/30/25 at 12:30pm with the 
Community Director and LPN 
(Licensed Practical Nurse) 
Healthcare Coordinator, the LPN 
Healthcare Coordinator stated 
Tenant 1 won't take her medications 
while staff is in the room so 
Tenant#1's physician had given 
permission for Tenant 1 to self-
administer and had written an order 
for Tenant 1's pills to be left 
bedside/chairside. The program 
provided a physician's order dated 
10/1/25 following the exit on 
9/30/25 which noted Tenant #1's 
medications could be left bedside 
with the tenant. The LPN Healthcare 
Coordinator confirmed neither the 
program nor the physician's 
office could locate a previously dated 
order. 2) The service plan dated 
6/9/25 identified Tenant #1 received 
mental health services but failed to 
identify who Tenant #1 utilized as a 
provider for mental health services, a 
contact person, contact information, 
and a description of services 
provided, despite the service plan 
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prompting for this information. 
When questioned during an 
interview on 9/30/25 at 12:30pm 
with the Community Director and 
LPN Healthcare Coordinator, the LPN 
Healthcare Coordinator 
acknowledged the service plan failed 
to include this information. 
3) The service plan dated 6/9/25
under the category "Additional
Nursing Services" identified
Tenant #1 utilized a Home Health
Aide but failed to detail what services
the home health aide provided to
Tenant #1. When questioned during
an interview on 9/30/25 at 12:30pm
with the Community Director and
LPN Healthcare Coordinator, the LPN
Healthcare Coordinator stated
Tenant #1 no longer utilized a Home
Health Aide but acknowledged the
service plan had not been updated at
the time of discontinuation of
services. On 9/30/25 at 3:05pm the
Community Director,
LPN Healthcare Coordinator, (and
Regional Director of Operations and
Regional Nurse Specialist by phone)
confirmed the above
findings.
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Compliance Date:_11/6/2025________________ 










