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September 12, 2014

Anna Capell, Administrator
Bridge at Post Falls

515 North Garden Plaza Court
Post Falls, Idaho 83854

Provider ID: RC-976
Ms. Capell:

On June 20, 2014, a state lcensure/follow-up survéy was conducted at The Bridge At Post Falls, As a result of
that survey, deficient practices were found. The deficiencies were cited at the following level(s):

e Core issues, which are described on the Statement of Deficiencies, and for which you have submitted a
Plan of Correction.

» Non-core issues, which are described on the Punch List, and for which you have submitted evidence of
resolution.

Your submitted plan of correction and evidence of resolution are being accepted by this office. Please ensure
the corrections you identified are implemented for all residents and situations, and implement a monitoring
system to make certain the deficient practices do not recur,

Thank you for your work to correct these deficiencies. Should you have questions, please contact Gloria
Keathley, LSW, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

i

GLORIA KEATHLEY, LSW
Team Leader

Health Facility Surveyor
GK/sc

ce! Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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~ June 26, 2014 CERTIFIED MAIL #: 7007 3020 0001 4050 8456

Ann Byers, Administrator
Bridge at Post Falls

515 North Garden Plaza Court
Post Falls, Idaho 83854

Ms. Byers:

On June 20, 2014, a state licensure survey was conducted by Department staff at Post Falls Retirement LLC
- dba - The Bridge at Post Falls. The facility was cited with a core issue deficiency for faﬂmg to protect
residents from inadequate care.

This core issue deficiency substantially limits the capacity of Post Falls Retirement LLC - dba - The Bridge
at Post Falls to provide for residents' basic health and safety needs. The deficiency is described on the
enclosed Statement of Deficiencies.

CONSULTANT:

1. A licensed nurse consultant, with at least three years experience working in a residential care or
assisted living facility environment in Idaho, shall be obtained and paid for by the facility, and approved
by the Department. This consultant must be properly licensed through the Idaho Board of Nursing and
may not also be employed by the facility or the company that operates the facility. The purpose of the
consultant is to assist the facility in identifying and implementing appropriate corrections for the
deficiencies. Please provide a copy of the enclosed consultant report content requirements to the
consultant, The consultant shall be allowed unlimited access to the facility's administrative, business
and resident records and to the facility staff, residents, their families and representatives. The name of
the consultant with the person's qualifications shall be submitted to the Department for approval no
later than July 3, 2014.

2. A weekly written report must be submitted by the Department-approved consultant to the Department
commencing on July 11, 2014. The reports will address progress on correcting the core deficiency
identified on the Statement of Deficiencies as well as the non-core deficiencies identified on the punch
list. When the consultant and the administrator agree the facility is in full compliance, they will notify
the Department and request a follow-up survey be scheduled.




PLLAN OF CORRECTION:

3. After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice: -

* What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?

’ How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what corrective action(s) will be taken?

+ What measures will be put into place or what systemic changes will you make to ensure that the

deficient practice does not recur?
+  How will the corrective action(s) be monitored and how often will monitoring occur to ensure that

the deficient practice will not recur (i.e., what quality assurance program will be put into place)?
+ By what date will the corrective action(s) be completed?

An acceptable, signed and dated Plan of Correction must be submitted to the Division of Licensing and
Certification within ten (10) calendar days of your receipt of the Statement of Deficiencies. You are
encouraged to immediately develop and submit this plan so any adjustments or corrections to the plan
can be completed prior to the deadline.

EVIDENCE OF RESOLUTION:

4. Non-core issue deficiencies were identified on the punch list, a copy of which was reviewed and left
with you during the exit conference. The following administrative rule for Residential Care or Assisted
Living Facilities in Idaho (IDAPA 16.03.22) describes the requirements for submitting evidence that the
non-core issue deficiencies have been resolved:

910. Non-core Issues Deficiency.

01. Evidence of Resolution. Acceptable evidence of resolution as described in Subsection 130.09 of
these rules, must be submitted by the facility to the Licensing and Survey Agency. If acceptable
evidence of resolution is not submitted within sixty (60) days from when the facility was found to be
out of compliance, the Department may impose enforcement actions as described in Subsection
910.02.a through 910.02.c of these rules.

The twenty (20) non-core issue deficiencies must be corrected and evidence (including but not limited to
receipts, pictures, completed forms, records of training) must be submitted to this office by July 20,

2014,
CIVIL MONETARY PENALTIES
5. Of the twenty (20) non-core issue deficiencies identified on the punch list, two (2) were repeat punches.

Both of the repeat deficiencies 320.03and 350.02 were cited on both of the two (2) previous surveys,
9/2/2011 and 11/29/2011.

320.03 NSA's were not signed and dated by the administrator and the resident or responsible party.
350.02 Administrator failed to investigate all incidents and accidents and write a report within 30 days.

The following administrative rules for Residential Care or Assisted Living Facilities in Idaho give the
Department the authority to impose a monetary penalty for these violations:




IDAPA 925, ENFORCEMENT REMEDY OF CIVII. MONETARY PENALTIES.

01, Civil Monetary Penalties. Civil monetary penalties are based upon one (1) or more deficiencies
of noncompliance. Nothing will prevent the Department from imposing this remedy for deficiencies
which existed prior to survey or complaint investigation through which they are identified. Actual
harm to a resident or residents does not need to be shown. A single act, omission or incident will not
give rise to imposition of multiple penalties, even though such act, omission or incident may violate
more than one (1) rule.

02. Assessment Amount for Civil Monetary Penalty. When civil monetary penalties are imposed,
such penalties are assessed for each day the facility is or was out of compliance. The amounts below
are multiplied by the total number of occupied licensed beds according to the records of the
Department at the time noncompliance is established.

b. Repeat deficiency is ten dollars (810). (Initial deficiency is eight dollars (38).

For the dates of March 13, 2014 through June 20, 2014:

Number of |Times number of| Times Number of
Penalty | Deficiencies | Occupied Beds days of Amount of
non-compliance Penalty
$10.00 2 90 90 $ 162,000

Maximum penalties allowed in any ninety-day period per IDAPA 16.03.22.925.02.c:

# of Occupied Beds in Facility | Initial Deficiency | Repeat Deficiency
3-4 Beds $1,440 $2,880
5-50 Beds $3,200 £6,400
51-100 Beds $5,400 $10,800
101-150 Beds $8,800 $17,600
151 or More Beds $14,600 $29.200

Your facility had 90 occupied beds at the time of the survey. Therefore, your maximum penalty is: $10,300.

Send payment of $10,800 by check or money order, made payable to:

Mail your payment to:

Licensing and Certification

Licensing and Certification - RALF
PO Box 83720
Boise, ID 83720-0009

Payment must be received in full within 30 calendar days from the date this notice is received. Interest

accrues on all unpaid penalties at the legal rate of interest for judgments, Failure of a facility to pay the entire

penalty, together with any interest, is cause for revocation of the license or the amount may be withheld from

Medicaid payments to the facility.




ADMINISTRATIVE REVIEW

You may contest the requirement for a consultant or civil monetary penalty by filing a written request for
administrative review pursuant to IDAPA 16.05.03.300, which states: the request must be signed by the
licensed administrator of the facility, identify the challenged decision, and state specifically the
grounds for your contention that this desicision is erroneous. The request must be recieved no later
than twenty-eight (28) days after this notice was mailed. Any such request should be addressed to:

Tamara Prisock, Administrator
Division of Licensing and Certification - DHW
3232 Elder Street
P.O. Box 83720
Boise, ID 83720-0036

Upon receipt of a written request that meets the requirements specified in IDAPA 16.05.03.300, an
administrative review conference will be scheduled and conducted. The purpose of the conference is to
clarify and attempt to resolve the issues. A written review decision will be sent to you within thirty (30)
days of the date of the conclusion of the administrative review conference.

If the facility fails to file a request for administrative review within the time period, this decision shall
become final.

INFORMAL DISPUTE RESOLUTION

Pursuant to IDAPA 16.03.22.003.02, you have available the opportunity to question the core issue deficiency
through an informal dispute resolution process. If you disagree with the survey report findings, you may
make a written request to the Supervisor of the Residential Assisted Living Facility Program for an TDR
meeting. The request for the meeting must be in writing and must be made within ten (10) business days of
receipt of the Statement of Deficiencies. The facility's request must include sufficient information for
Licensing and Certification to determine the basis for the provider's appeal, including reference to the
specific deficiency to be reconsidered and the basis for the reconsideration request. I your request for
informal dispute resolution is received more than ten (10) days after you receive the Statement of
Deficiencies, your request will not be granted. Your IDR request must be made in accordance with the
Informal Dispute Resolution Process. The IDR request form and the process for submitting a complete
request can be found at www.assistedliving.dhw.idaho.gov under the heading of Forms and Information.

FOLLOW-UP SURVEY

An on-site, follow-up survey will be scheduled after the administrator and consultant submit a letter stating
that all deficiencies have been corrected and systems are in place to assure the deficient practices remain
corrected. If at the follow-up survey the core issue deficiency still exists, a new core issue deficiency is
identified or non-core deficiencies have not been corrected, the Department will take further enforcement
action against the license held by The Bridge at Post Falls. Those enforcement actions will include one or

more of the following:

Revocation of the facility license
Summary suspension of the facility license
Imposition of temporary management
Limit or ban on admissions

Additional civil monetary penalties




Division of Licensing and Certification staff is available to assist you in determining appropriate corrections
and avoiding further enforcement actions. Please contact our office at (208) 364-1962 if we may be of
assistance, or if you have any questions.

Sincerely,
V/ = e

JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program

JS/sc

Enclosure
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STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

{X1) PROVIDER/SUPELIERICLIA
IDENTIFICATION NUMBER:

NAME OF PROVIDER OR SUPPLIER

BRIDGE AT POST FALLS

13R976

{X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A BUILDING: COMF’LETEP
B. WING 06/20/2014

STREET ADDRESS, CITY, STATE, ZIP CODE

515 NORTH GARDEN PLAZA COURT

POST FALLS, ID 83854

- (x4) 1D

SUMMARY STATEMENT OF DEFIGIENCIES

PROVIDER'S PLAN OF CORRECTION

x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOLILD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
R 000} Initial Comments RO0OC  Responses fo the cited deficiencies do
. not constitute an admission or
The following deficiency was cited during the agreement by the provider of the truth
licensure ahd follow-up survey conducted S ,
between 6/17/2014 and 6/20/2014 at your of the facts alleged or conclusions set
residential care/assisted living facility. The Jorth in the Statement of Deficiencies.
surveyors conducting the survey were: T he Plan of Correction is prepared
‘ A solely as-a matter of compliance with
Glotia Keathley, LSW Federal and State Law.
Team Coordinator
Heaith Facility Surveyor
Rae Jean McPhillips, RN, BSN A. With Respect to the Specific
Health Facility Surveyor Residents Cited: _
‘ Anu T 31
Donna Henscheid, LSW NS Apdzted asse;sirréegt and 7 ?@
Health Facility Surveyor > was completed for /]
Residents #1 and #2. -
Matt Hauser, QMRP Documentation of resident '
Hesilth Facility Surveyor - current Clinical status was
Jamie Simpson, MBA, QMRP goqg)lez:‘e d al,nd fiIIEd n .tclile »
Program Supervisor fesident‘s clinical record.
: : Clinical review was conducted
Survéy Definitions: with the Home Health Agency
& =And for resident’s #1 and#2.
BGs = Blood Glucose levels Documentation of the review
De. = Doctor th 1L
LPN = Licensed Nurse with Home Health was
MAR = Medication Assistance Record documented in the resident
NSA = Negotiated Sefvice Agreement record with documentation of
EEN TR As I\ie:a;?il e resident status.
= Registe .
S/S = Signhs and Symptoms Hea:lthca,_re P r0Y1der_
UTI = Urinary Tract Infection clarification of insulin use and
blood glucose parameter orders
R 008 16.03.22.520 Protect Residents from Inadequate | R 008 and follow up communication
Care. expectations was obtained for
o Resident #5. :
The administrator must assure that policies and
| procedures are implemented to assure that all
Bureau of Fggility Standards
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PROVIDER/SUPPLIER/CLIA

residents are free irom inadequale care. -

This Rule is not met as evidenced by:

Based on abservation, record review and
inferview, it was determined the facility did not
provide coordination of outside services for 2 of 2
sampled residents (#1 and #8) who were
receiving home health services for wound care.
Further, the facility did not provide appropriate
assistance and mohitoring of medications for 1 of
4 sampled residents (#5). The findings include:

|. Coordination of Outside Services

IDAPA 16.03.22.011.08, states inadequate care is
"When a facility fails to provide...coordination of
outside services."

1. According to her record, Resident#1. was an®
84 year cld woman admitied to the facility on
4{15/14, with Type |l diabetes and multiple
sclerosis.

A nursing assessment, dated 4/7/14, eight days
prior to Resident #1's admission to the facility,
documented the resldent had no skih conditions.

A clinic visit note, dated 4/9/14, six days prior to
Resident #1's admission to the facility,
documenied Resident #1 had several skin tears
susfained when she fell on 4/8/14,

Afax to the home health agency, dated 4/9/14,
documented an order for a nurse to evaluate
Resident #1 for wound care of "full thickness skin
tears to the resident’s right upper thigh, left lateral
calf and left forearm.” it further documented, a
physician ordered “daily wound care until the
wound was healed.”

STATEMENT OF DEFICIENGIES | (X1) {X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING. COMPLETED
13R976 B. WING 06/20/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
- 515 NORTH GARDEN PLAZA COURT
BRIDGE AT POST FALLS :
‘ ‘ POST FALLS, ID 83854
o | " SUMMARY STATEMENT OF DEFICIENCIES D  PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) - TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
, DEFICIENCY)
R 008 Continued From page 1 R 008 With Respect to How the
Facility will Identify

Residents with the Potential
for the Identified Concern
and Take Corrective Action:
The Community Third Party |
Provider Policy was reviewed. |
The “Facility Resident Roster”
was reviewed and updated.
Weekly updates of the Facility
Roster will be completed by
the Resident Care Director and
reviewed by the Assisted
Living Manager, The Assisted
Living Manager will review

. roster changes and follow up

with the General Manager

during weekly support

meetings,

A roster of resident’s receiving

Third Party Provider services

was established. The roster is

updated weekly by the

Resident Care '

Director/Designee. Third

Party Providers will receive a

letter upon the initial resident

visit to communicate the

communication expectations

with the Resident Care

Director and the Assisted

Living Manager. The Resident

Care Director/Designee and

the Assisted Living Manager

Bureau of Facility Standards
STATE FORM

6859
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STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
X A BUILDING:
13R976 - B WING 06/20/2014

NAME OF PROVIDER OR SUPPLIER

BRIDGE AT POST FALLS

STREET ADDRESS, GITY, STATE, 2IP CODE

515 NORTH GARDEN PLAZA COURT

POST FALLS, ID 83854

) D SUMMARY STATEMENT OF DEFIGIENGIES i PROVIDER'S PLAN OF CORRECTION x5
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) :
R 008| Continued From page 2 R 008 will meet with third party
providers weekly to review
A horne health note, dated 4/14/14, documented resident status. The Resident
the resident had wounds on her left shin, right Care Direct ) il ot
thigh and left arm that reguired dressing three celorwi clomp ete
fimes a week. weekly documentation to
- reflect the resident’s clinical
There was no documentation by the facility nurse status and clinical
regarding the condition of the resident's skin and fus/re . :
the status of her wounds after she was admitted ;t & S dr sponsF to Third Party
to the facility on 4/15/14. rovider services.
_ A roster of IDDM residents
A home health note, dated 4/21/14, documented was established and is updated
the resident was transferred to the hospital for weekly by the Resident Care
pneumonia, urinary fract infection and a leg Director/Designee : '
infection, . .
The Resident Care Director
A caregiver "24-Hour Report” note, dated 4/21/14, will communicate to the
documented a hospice representaiive told the Healthcare providers, decline |
staff Resident #1 was taken to a hospital in or improvement in resident .
Spokane. clinical status.
A hospital history and physical, dated 4/21/14, C.  With Respect to What
documented the resident was admitted to the Systemic Measures have
“hospital due to siurred speech. If documented the been put in place to Address
resident had "open wounds on her right lower the Stated Concern:
extremity, right thigh and left shin" which were caprd .
"not new." It further documented, the resident had In-service tralnu}g has been.
a low grade fever. The resident was assessed to scheduled to review:the policy
have right side pneumonia, urinary tract infection for Third Party Provider
and left lower extremity cellulitis with history of services, including
Methicillin-resistant Staphylococcus aureus. documentation and
A "Resident Status” note written by the facifity RN, communication expectations.
dated 4/27/14, documented Resident #1 went o In-service training has been
a fong term care facility for treatment and scheduled on the 24 hour
stabilization of her wounds and erratic blood report policy, use and
sugars. For twelve days, there was na further
documentation regarding the resident's condition
-prior o being sent to the hospital.
Buraau of Facility Standards
STATE FORM 5209 o8YD11 IF continuation sheet 3 of 12
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:
13RY76

NAME OF PROVIDER OR SUPPLIER

BRIDGE AT POST FAL.LS

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B WING 06/20/2014

STREET ADDRESS, CiTY, STATE, ZIP CODE

515 NORTH GARDEN PLAZA COURT

POST FALLS, ID 83854

A"Resident Status" rote written by the facility
PN, dated 5/19/14, documented the resident
was "adjusting well" upon her readmission to the
facility.

Anursing assessment, dated 5/19/14,
documented Resident #1 had no falls in the past
60 days and had no skir conditions. There was

| no documentation regardmg the current status of

the resident's wounds, urinary tract lnfectlon
cellulitis or pneumonia,

() ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

N - DEFICIENCY) :
R 008 | Continued From page 3 R 008

communication expectations.
In-service training has been
scheduled on Insulin and
Blood Glucose management,
documentation and A
communication. In-service
training was provided to the
Resident Care
Director/Designee on review
of Blood Glucose levels,

follow up and
A "Home Health Cerﬁﬁcation and Pian of Carg" communications.
for certification, from 5/20/14 through 7/18/14, D. With Respect to How the
documented the resident was admitted to home £C ctive M b
health for nursing visits two times a week for Plan of Corrective Measures will be
dressing changes and wound care. Additionally, Monitored:
the form documented Resident #1 was also Thé Resident Care Director
receiving treatment at a wound clinic. However, and Assisted Living Manager
there was no docurnentation from the wound care will review resident Third
clinlc regarding the status of the resident's -
wounds found in Resident #1's record., - Party l?rowder status,
_ : including wound status and
| A home health skilled nursing note, dated Insulin and Blood Glucose
5/23114, documented the resident had "continued changes and follow up to the
wound care.” General Manager during
A home health skilled nursing note, dated weekly meetings.
5/26/14, documented that wound care was
"provided as ordered." it further documented, the
resident complained of frequency and burning
when she was urinating. The resident's urine was
noted by the home health nurse to be "dark
yellow in color, cloudy with foul odor.” There was
no documentation the facility nurse was aware
the resident had problemns when urinating,
Ahome health skilled nursing note, dated
5/28/14, documented the resident's wounds were
assessed. The wound on the leﬁ wrist was
Bureau of Facility Standards
STATE FORM 8o 08YD 1 if continuation sheet 4 of 12




Bureau of Facility Standards

FORM APPROVED

healed, The wound on right upper leg was
“healing well, noted wound bed beefy red in color,
no s/s of infection.” The wound on her "left lower
teg was healing well, wound bed beefy red in
color, no s/s of infections.” There was no
documentation by the factlity nurse regarding thé
status of the resident's wounds. There was no
further documentation of the status of the
resident's urinary prablems,

| A"24-Hour Report" niote, dated 6/3/14,

documented Resident #1 was "having trouble
standing to get up & walking to the
bathroom...Needs fo he looked at by nursing
staff." There was no documentation the resident
was "looked at’ by the nursing staff.

A'"24-Hour Report” note, dated 6/7/14,
documeniad Resident #1 was "confused and
hallucinating. Family and Dr. called” and staff
were to "push fluids." There was ho
documentation the facility nurse was notified or
had assessed the resident.

A June 2014 MAR, documented the resident was
out of the facility on 8/8, 6/9 and 6/10. This was
the only documentation regarding the resident
heing gone from the facility.

Ahome health skilled nursing note, dated
61114, documented the home health agency
had resumed cares "following recent hospital
admission with UTL" It further docurnented, the
patient’s daughter wanted the home health
agency to wait until the resident could see the
wound care physician on 6/18/14, "before doing
any wound freatment."

There was no documentation the facility nurse
assessed Resident #1 upon her return to the

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
13R976 B. WING 06/20/2014
NAME OF PROVID_ER OR SUPPLIER STREET ADDRESS, GITY, STATF, ZIP CODE
515 NORTH G 'PLAZA
BRIDGE AT POST FALLS . ARDEN PLAZA COURT
POST FALLS, ID 83854 .
(X4) 10 SUMMARY STATEMENT OF GEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X5
PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
CEFICIENCY) . :
R 008! Confinued Frorn page 4 R 008

Bureau of Facility Standards
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FORM APPROVED

facility. Further, there was no documentation from
the hospital regarding the reason for the
resident's hospitalization and her condition upon
discharge. :

The facility's resident roster, presented to
surveyors on 6/18/14, documented Resident #1
had fallen, but had no wounds or oufside agency
involvement, a

On 6/18/14 at 4:15 PM, the facility LPN was
interviewed. He stated he was not aware
Resident #1 was in the hospital in June. Further,
the LPN stated he was unsure why Resident #1
was receiving home health, but thought it wag for
physicat and cccupational therapy.

On 6/19/14 at 415 PM, the facility RN and LPN
were inlerviewed. The RN stated she knew that
home health was taking care of Resident#1's
wounds. She said the daughter told them (the
nurses), "that's all you need fo know." Further, the
LPN stated the RN went fo Resident #1's house
to assess her prior to admission. Neither of them
felt they had to assess her wounds, because they
were not taking care of them. The RN stated, if
she had known she had to take care of the
wounds, the resident would probably not have
been admitied. The RN stated the only thing she
remembered about Resident #1's first hospital
stay in April was that her "BGs were erratic." Both
the LPN and RN stated they did not find out about
Resident #1's hopitalization in June until after she
returned to the facility.

Resident #1 had wounds the facility nurses had
naver assessed o ensure the resident was
appropriate for assisted living. Further, Resident
#1 was hospitalized twice and her condition was
not properly assessed by the facility to ensure

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
13R976 B. WING 06/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
515 NORTH GARDEN PLAZA COURT
BRIDGE AT POST FALLS . :
. POST FALLS, ID 83854 )
o) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION x5)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVEAGTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
! DEFICIENCY)
R 008 Continued From page 5 R (08
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STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
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13R976

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BUILDING: COMPLETED
B WING 06/20/2014

NAME OF PROVIDER CR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
‘515 NORTH GARDEN PLAZA COURT

| survey.

they could pravide for her care. The facility did not
coordinate Resident #1's care to ensure the
resident received appropriate monitoring and
follow-up of her conditions

2. Resident #2's record documented he was an
88 year old male who was admitted to the facility
on 4/9/14 with a diagnosis of dementia. Resident
#2 was on home health services af the time of

On 6/17/14, at approximately 3:00 PM, Resident
#2 stated he moved into the facility on 4/9/14
from a skilled nursing facility across the street. He
stated he had a "hole in his heel" that was almost
healed. He confirmed, he moved into the assisted
living facility with the wound on his heel.

The facility's resident roster, presented to
surveyadrs on 6/18/14, documented Resident #2
did not have wounds or outside agency
involvement.

An NSA, dated 4/9/14, documented Resident #2
did not receive services from oufside agencies.

Afacility nursing assessment, dated 4/9/14,
documented Resident #2 had a "scab” on his
right hand, but otherwise his skin was "intact.”

Facility nursing nofes, dated 4/19/14 through
6/16/14, did not document Resident #2 had
waunds. : N

Aphysician's note, contained in the record and
datad 4/11/14, documented Resident #2 had an
ufcer on his left heel. The note also documented
he was to reduce the pressure on his lefl heel,
decrease the hours he spent in bed and "On Site
for Seniors” was responsible for assessment and

BRIDGE AT POST FALLS
POST FALLS, ID 83854
o) ID SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF GORREGTION X5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE PATE
DEFICIENCY)
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STATEMENT OF DEFICIENCIES
AND PLAN CF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13R976

{X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

06/20/2014

NAME OF PROVIDER OR SUPPLIER

BRIDGE AT POST FALLS

STREET ADDRESS, CITY, STATE, 2IP CODE

515 NORTH GARDEN PLAZA COURT

POST FALLS, ID 83854

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

. (¥5)
COMPLETE
DATE

R 008

Continued From page 7
management of the wound care.

A home health note, dated 4/10/14, documented
they received a verbal order from a provider at
"On Site for Seniors" for the home health agency
to do the dressing changes and wound care.

A home health note, dated 4/10/14, documenied
the wound was covered with slough and had a
small amount of sercsanguinous drainage.
Additionally, the note documented the wound was

discussed with the facility general manager and a |-

caregiver. There was no documentation the
facility nurse was advised of the wound's status
or that she assessed the wound.

Various home health nurses docurnented they
provided wound care on 4/14, 4/16, 4/18,.4/23,
4130, 5/b, 517, 5/9, 5114 and 5/23/14, There was
ho documentation the facility nurse was advised
of the wound's status after these visits.

On 6/18/14 at 11:20 AM, the facility RN stated
Resident #2 had been on home health services
for physical therapy, but he had been discharged
from home health. She stated she was not aware
if he currently received home health services.

On 6/18/14 at 2:08 PM, a nurse at the héme
health agency confirmed the only services they
provided Resident #2 was wound care.

On 6/19/14 at 3:50 PM, the facility RN stated she
was aware of the wound on Resident #2's heel
but had forgotien he received home heaith
services. She stated that home health did not
want the facility nurses to "have anything to do
with" the wound. She said the home health
nurses did not update her or the facility LPN of
the wound status. She stated she did review the

- R 008
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Bureau of Facility Standards

FORM APPROVED

STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

home health notes "on occasion." Additionally,
she stated she did not think she neaded to
assess the wound because she was not going to
provide care for it.

The facility did not coordinate Resident #2's
wound care with home health, or "On Sité for
Seniors” (o ensure Resident #2 was receiving
appropridte care and was suitable to remain in
assisted living. :

Il. Assistance and Moriftoring of Medications

Resident #5's record documented she was a 77
year old female who was admitied to the facility
on 2/22/13, with diagnoses which included
diabetes and memory loss.

The American Diabetes Association suggests the
foilowing blood glucose targets for most
nonpregnant adulis with diabetes.

*Before a meal; 70-130

*1-2 hours after beginning of the meal: fess than
180 ‘

The American Diabetes Association states,
"Hyperglycemia can he a serious problem if you
don't treat it, so it's important to treat as soon as
you detect it. If you fail to treat hyperglycemia, a
condition called ketoacidosis (diabetic coma)
could occur. Ketoacidosis develops when your
body doesn't have enough insulin..._.Ketoacidosis
is life-threatening and needs immediate
treatment" (Source: www.diabetes. org)

Resident #5's medication record documented she
was to inject 28 units of Lantus insulin, once a
day, at 4:30 PM. There were no parameters of
when staff should notify the physician of abnormal

AND PLAN GF CORRECTION A. BUILDING:
13R976 B. WING 06/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COPE
‘ 515 NORTH GARDEN PLAZA COURT
BRIDGE AT POST FALLS ) - X
. _ POST FALLS, ID 83854‘
Xy 1D SUMMARY STATEMENT QF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFLX _ (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE -
: . DEFIGIENCY)
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Bureau of Facility Standards ]
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CGLIA {¥2) MULTIPLE CONSTRUGTION {X#) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - . COMPLETED
A. BUILDING:
13RS76 B. WING 06/20/2014
NAME OF PROVIDER OR SUPPLIER STREET.ADDRESS, GITY, STATE, ZIP CODE
515 NORTH GARDEN PLAZA COURT
BRIDGE AT POST FALLS
. ‘ POST FALLS, 1D 83854
(XA) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION . x5 -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
R 008 | Continued From page 9 R 008

readings.- Her medication record further
documented the folldwing blood glucose ievels
during the month of June, at 4:30 PM:

= 247, 6/5M4 = 300, 6/6/14 = 449, 6/7/14 = 344,
6/8/14 = 384, 6/9/14 =332, 6/10/14 = 332,
6/11114 = 312, 6/13/14 = 593, 6/14/14 = 396,
8/15/14 = 319,6/16/14 = 207 and 6/17/14 = 312.

."l’here was no documentation that staff contacted

#5's blood glucose levels were high. Additionally,
there was no documentation Resident #5's
physician was notified when her blood glucose
levels were high.

During a tour of the facility, on 6/17/13, Resident
#5's room was observed to contain a log of her
blood glucose levels. Resident #5's blood glycose
log documented the following high blood glucose
levels: :

*On 6/3/14 at 5:45 PM, blood glucose was 416
*Qn 6/4/14 at 5:25 PM, blood glucose wasg 242
* On 6/5/14 at 6:44 PM, blood glucose was 390
*On 6/6/14 at 6:20 PM, blood glucose was 449
(noted as after dinner)

*On 6/7/14 at 6:55 PM, bldod glucose was 344
*On 6/8/14 at 6:45 PM, blood glucose was 344

{ *On B/9/14 at 8:35 PM, bicod glucose was 262

* On 6/10/14 at 5:35 PM, blood glucose was 339
*On 6/11/14 at 5:25 PM, blood glucose was 254
* On 6/13/14 at 5:40 PM, blood glucose was 583
(noted as after dinner)

* On 6/14/14 at 8:30 AM, bload glucose was 436
*On 6/14H4 at 5:40 PM, blood glucose was 396
{noted as after dinner)

*On 6/15/14 at 7:05 AM, blood glucose was 208
*(On 6/15/14 at 7.10 PM, blood glucose was 314

* 61714 = 311, 6/2114 = 170, 6/3/14 = 223, 6/4/14 |

‘or informéd the facility RN or LPN when Resident |-

Bureau of Facility Standards
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13R976
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A BUILDING: COMPLETED
B. WING 06/20/2014

'NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

515 NORTH GARDEN PLAZA COURT

{noted as after dinnet)
* On 6/16/14 at 6:45 PM, blood glucose was 413
{noted as after dinner)
*On 6/17/14 at 6:45 PM, blood glucose was 436
{noted as after dinner)
*On 6/18/14 at 8:33 AM, blood glucose was 326
*On 6/18/14 at 6:35 PM, blood glucose was 371
{noted as after dinner)

Resident #5's record did not contain physician
orders regarding how often she was to check her
blood giucose levels or how to respond or who to
contact, if her blood glucose levels were high.
Additionally, Resident #5 was not assessed to
safely check her own blood glucose levels or
inject her own insulin. : -

On 6/19/14 at 3:47 PM, three medication aides
stated there were no written parameters of when
to nolify the nurse or physician of residents’
abnormal blood glucose levels. One stated she
would contact the residents’ families for guidance.

On 6/19/14 at 11:04 AM, the facility RN and LPN |
were interviewed. Both the LPN and RN stated
they were not aware Resident #5 was doing her
own blood glucose checks. When shown the
documented high blood glucose levels recorded,
the RN stated, "this is shocking, we didn't even
know she was taking them and none of this was
ever reported o us." Both the LPN and RN stated
there were no written parameters for Resident
#5's blood glucose, and no instructions for staff
on what to do or who to contact if Resident #5's
blood glucose levels were high,

The facility was unaware of Resident #5's high
blood glucose levels and failed to assess, monitor
or address Resident #5's health status in regards
to her diabetes.

BRIDGE AT POST FALLS
. A _ POST FALLS, D 83854
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (X5)
. PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE |
TAG REGULATORY OR LSC IDENTIFYING INFOXRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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FORM APPROVED

The facility failed to provide coordination of
outside services for Residents #1 and #8 who
were recelving home health services for wound
care. Further, the facility failed to provide
appropriate assistance and monitoring of
medications for Resident #5. These failures
resulted in inadequate care.

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA | (X2) MULTIPLE CONSTRUGCTION (43} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING: COMPLETED
13R976 B. WING 06/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
: 515 NORTH GARDEN PLAZA COURT
BRIDGE AT POST FALLS
POST FALLS, ID 83854 _
Xa) 0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (x5)
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENGY)
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DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING
P.0. Box 83720

ITDAMHDO DEPARTMERT OF

HEAILTH s WELFARE Boise, ID 837200026 Non-Core Issues Punch List
(208) 364-1962 Fax: (208) 364-1888 Page1of
Facility ' License # Physical Address ' Phone Number
Bridge At Post Falls, The RC-976 515 N Garden Plaza Ct {208) 773-3701
Administrator , City ZIP Code Survey Date
Ann Byers Post Falls 83854 June 20, 2014
Survey Team Leader Survey Type RESPONSE DUE:
Gloria Keathley, LSW Licensure and Follow-up July 20, 2014
Administrator Signature Date Signed
6. 20- /%
NON- coj/ISSUEs '
g ’BAPA P e e e e P T e T R R DepartmeﬂtUse Onlv
. 1603 22'_ 1o R D e Nl S Accepted nuas
1 220.02 |The facility's admission agreement was not transparent, understandable and conflicted with state rules. For example: it ol SR L
stated the facility would charge for the five day rate increase notice; it referenced attachments and there were not any; and it |- R IR e
was conflicting and unclear what charges the resident would incur after discharge. : QI U_”ﬂ R W’"
2 220.03 |The facility's admission agreeement did not have a complete reflection of facility charges. ?r /l // ] .71 !fL' =
3 250.14  |The facility did not provide a secure interior environment for residents with cognitive impairment. (The facility identified 21 S
residents with cognitive impairment) 4 E’/ l(f./ 4
4 300.01  |The facility nurse did not complete quarterly nursing assessments for Residents #3, 5, 7 and 9. o B
w—w 7S
5 305.03  |The facility nurse did not complete change of conditions assessments for Residents #1, 2, 6 and 10. q 2 / (_/ i @’ o
P : Z--': A o
6 306 The facility nurse did not assess Residents #1, 5, 6 and 7's ability to self-administer medications. 9 ?__ J (/ 5 /(,
7 305.08 |{The facility nurse did not provide education to staff regarding how to respond to residents with low or high blood glucose
levels and other health related educational needs. Further, the facility nurse did not educate the staff on proper medication
documentation. 24‘({ gh
8 310.01.a [Medications were not secured in residents' rooms. q 2/{ c/ 1
9 300.02 [The facility nurse did not provide oversight of residents' medications to ensure families were not holding and directing what
medications to give. Further, new medication orders were received and impiemented by unlicensed personne! rather than
the licensed nurse. @ 1” f ‘{
10 310.01 Families were filling medisets. q, ?/ ll’ c
(e GV
11 320.01 |The NSAs did not identify specific residents’ needs and did not include outside services. Further, it did not provide instruction| : '_. S
to staff regarding individual preferences and services required. ﬁ’,c///ﬁ/ M
12 320.03 |The NSAs were not signed and dated by all necessary parties. **Previously cited 11/29/11 and 9/2/11** _ 7\ y 7,¢ _ %
13 320.04 [The NSA did not include the next scheduled date of review. . 7w§/j /y >




DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING

T DAHO DEPARTMENT OF
. P.O. Box 83720

HEALTH « WELFARE Boise, ID 83720-0036 Non-Core Issues Punch List
(208) 364-1962 Fax: (208) 364-1888 Page2of ___
Facility License # Physical Address Phone Number
Bridge At Post Falls, The RC-976 515 N Garden Plaza Ct (208) 773-3701
Administrator City ZIP Code Survey Date
Ann Byers Post Falls 83854 June 20, 2014
Survey Team Leader Survey Type RESPONSE DUE:
Gloria Keathley, LSW Licensure and Follow-up July 20, 2014
Administrator Signature Date Signed
Og[}%(/ 620 1t/
[

NON-CORE |S§UES

ADAPAY . Fo i e s R e S e e e S T e L T T T -_-'_Deﬁa'ﬁ'meﬁt'Use-Only:'
";em # Rule # s B e U EE SR SR R Desc"pt|on LTI e e e CEOR T [ i I'..
160322."' RO ’ e L e S R A ST Accepted m__a__s_
14 350.02 The admlmstrator d|d not conduct mvestiganons mto alI acmdents and mc:dents w:thm 30 days **Prevnously Cited 11f29!11
and 9/2/11. @ V /q’ >
15 350.05 [The administrator did not report an allegation of abuse to adult protection. : @{74 /9/ %
16 430.03 |A resident did not have a bed. 4 le = 2,’1/
17 600.05 |The administrator did not provide supervision to staff fo ensure all residents' care needs were met. For example: Call lights '
were not answered for over an hour, residents were not being showered, residents toileting needs were not met, residents R VR
were not getting therapies completed and residents did not receive PRN pain medications in a timely manner. 6 L/’/ % %’
18 600.06.a |The administrator did not schedule sufficient personnel to ensure the terms of the residents’ NSAs were met. For example: L
Because there was not encugh staff to help, the night shift had to call the fire department to help lift residents off the floor c(/ /(/
after they fell.
19 711.07 |The residents’ records did not contain outside services care plans. {Residents #2, 5 and 7) 6) ‘{, I‘/

20 711.11  |There was no documentation why medications were not given. : 5)(/ / {/ . 2_ —




P - /¢ ;/ ¢ /
Date L& {.?5* Page p“ of
E ¥

m tDAHO DEPARTMENMNT OF

| HEALTH « WELFAREFood Establishment Inspectmn Report
Residential Assisted Living Facility Program, Medicaid L & C

3232 W. Elder Street, Boise, Idaho 83705

208-334-6626 ) Critical Violations Noncritical Violations
# of Risk Factor o | #of Retail Practice T
| Violations / 4/ Violations - g*‘f:j/

Y

ijajzlj Ee?:}}l oA Hx )72 /;’?7 J/{é o /#MM &:3 'j{){%” #of Repeat w # of Repeat | ( f’fﬂ
{f}g /(f /,{ ﬁim 7 o %er ;‘%@» i{év },‘ZW’J 'ﬂ’ ”"’é'jz‘wé Violations Violdtions A

. ?F?\
A

Counsy Estab # EHS/SUR# Inspection time: Tr_avel time: Score :;d,-»j Score ;”m ;;/
Inspection Type: Risk Category: Follow-Up Report: OR On-Site Follow-Up: - - FPRE
ST - Date: ___: Date:

AP (4

Items marked are violations of Icialfq’s)f?ood Cade, IDAPA 16.02.19; and require-correction as noted.
T

(X} N NO. WA | 15. Proper cooking, ime and temperature (3-401)
Y N @ N/A. | 16. Reheating for hot holding (3-403) )
Y N fiQ NA | 17 Cooling (3-501)

(N
O

O C|Co)|00io
O {O{o/Lho) o

(,YJN RO WA | 18. Hotholding (3-501)
= Wi N NGO NA | 19, Geld Holding (3-501)
D E?iliiﬁ,??&i;ii‘;ﬁ"fgiéiff:f&&‘éfiéii?? 7y N NG W 2, Dlomting o doion (550
e B v N 05 Na 21.T1§peasapubhc heaith control {proceduresirecords)
LY) N I 5, Clean hands, properlywashed(zﬁ[ﬁ
@ N ??.P?I'B;r; hand contact with raady-to-eat foods/exemption alao
)N 7. Handwashing facilities (5-203 & 4-301)

23. Pasteurized foods used, aveidance of

(] | I S ] { |
[0 I S J R [ o o | ) [ |

_ 8. Food obtained from approved:source (3-101 & 3-201) prohibited foods {3-80 !
@ N 9. Receiving temperature /.condition (3-202) i = :
Y N {1@} 10. Recqrds: shellstock tags, parasite destruction, 24. Addiives / approved, unapproved (3-207) a/Q
> reguired HAGGP plan (3-202.8 3203 25. Toxic substances-properly-identified, stored, used al o
{M Y/ N NA | 11, Food segregated, separated and protected (3:302) i s
y N NA T2 Foud contact surtaces lean and sanitized 26. Compliance with variance and HACCP plan (8-2013 | T3] O
(4-5, 4-6,4-7)
“{3'!\ N 13, Returned/ resenvice of food (3:306 & 3-801) Y = yes, in complianee N =no; not in. complisnce
LY/ N 14. Discarding / recondiioning unsafe food (3-701) o ot abaoved giA;;E‘ftgg}{l‘;f:;"
KM =CcoSo R

Lg, ol [Hd ] .8y 0 /fﬁ' H 4
% f"\lr wc f ‘Q.zs;;?f ¢ ! .} ’TE / ::}J%H»ffl"{{i: “‘z_,v;,;«_,!} . {/ C‘)

cas | ® R e |

[ | 27 Use ofioe and pastesiizad eggs a O | O | 3 Food conlamingiion [} A | O 42 rPoodutendlisiinuse Qa [}
O} 28 Weter source and quantily O o Q. gg}mm‘pmem fortemp, a . | Q| 43 Thermometers/Tesl hrips ] A
A | 29. Insectshoderisianimale TN L | O | 38 Persona cleanliness a O | O | 44 Warewashingfaciiity [} a
a 3&;‘;2?:2;”""‘“’“ contact sufaces. condrucied, + 3 Ly | 09 | 97, Foodluneledioondtion | O | [ | (| 45 wipngelcits oo
a g:év?rﬁfng Installed; crese-conneclion; baok flow a O | O | =8 Plant food cooking a LI | C) | 48 Ulensi & single-servioe starags a a
O | 32 sewage and wasle waler disposal a a | Q| 36 Thawing (] 0 | i 47 Physical facililies a (]
O | 3. Sinke contaminged from oleaning maintenanse fools a a ; | 40 Teitel facilities a | ‘al e Spesialized processing methods a (I
£ 41 Garbage and refuse 0 0 73 | 40:0ther ) 0

/’?f ;5?/)’ '61»' f‘

Person in Charge (Signature S {Print) Title Date
e 7 I
T - T o Follow-up:
Inspector (Signature)® *f/{mf - i e ” (Print) /‘% Pﬁw %” }{,{Qﬁg) Date ,f(/!/ _f’}?\*‘} / f‘ “/'}1 {Circle One) /m&ﬁg
: \_
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