
C.L. "BUTCH" OTTER - GOVERNOR 

RICHARD M, ARMSTRONG- DIRECTOR 

February 19, 2015 

Ginger Price, Administrator 
Malad Living Center/RCF 
151 West 200 North 
Malad, Idaho 83252 

Provider ID: RC-463 
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On November 24, 2014, a state licensure/follow-up survey was conducted at Malad Living Center/RCF. As a 
result of that survey, deficient practices were found. The deficiencies were cited at the following level(s): 

• 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 (With the exception of 260.06 - Facility 
maintenance - Soffit and trim outside required repair and paint) 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. 

TeamLeader 
Health Facility Surveyor 

GK/sc 

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program 
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Based on the state licensure/follow-up survey conducted by Department staff at Malad Living 
Center/RCF between November 20, 2014 and November 24, 2014, it has been determined that the 
facility failed to protect residents from abuse. 

This core issue deficiency substantially limits the capacity of Malad Living Center/RCF to furnish 
services of an adequate level or quality to ensure that residents' health and safety are protected. The 
deficiency is described on the enclosed Statement of Deficiencies. 

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction 
of this deficiency must be achieved by January 8, 2015. We urge you to begin correction 
immediately. 

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 
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place)? 

• By what date will the corrective action( s) be completed? 

Return the signed and dated Plan of Correction to us by December 13, 2014, and keep a copy for your 
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction 
you develop. 

Pursuant to IDAP A 16.03.22.003.02, you have available the opportunity to question the core issue 
deficiency through an infonnal dispute resolution process. If you disagree with the survey report 
findings, you may make a wlitten request to the Supervisor of the Residential Assisted Living Facility 
Program for an IDR 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 detennine the basis for the provider's appeal, 
including reference to the specific deficiency to be reconsidered and the basis for the reconsideration 
request. If 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. 

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which 
was reviewed and left with you duling the exit conference. Your evidence of resolution (e.g., receipts, 
pictures, policy updates, etc.) for each of the non-core issue deficiencies is to be submitted to this office 
by December 24, 2014. 

Four (4) of the eighteen (18) non-core deficiencies cited were identified as repeat punches. Please be 
aware, any non-core deficiency which is identified on three consecutive surveys will result in a civil 
monetary penalty. 

Also, be aware that any variance allowing the administrator to serve over other facilities is revoked as of 
the date of the exit conference. The facility must now employ a single, licensed administrator who is not 
serving as administrator over any other facilities. Failure to do so within thirty (30) days of the date of 
the exit conference will result in a core issue deficiency. 

If, at the follow-up survey, the core deficiency still exists or a new core deficiency is identified, or if any 
of the repeat non-core punches are identified as still out of compliance, the Department will have no 
alternative but to initiate an enforcement action against the license held by Malad Living Center/ref. 

Enforcement actions may include: 

• imposition of civil monetary penalties; 
• issuance of a provisional license; 
• limitation on admission to the facility; 
• requirement that the facility hire a consultant who submits periodic reports to Licensing and 

Certification. 
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Our staff is available to answer questions and to assist you in identifying appropriate corrections to avoid 
further enforcement actions. Should you have any questions, or if we may be of assistance, please 
contact us at (208) 3 64-1962 and ask for the Residential Assisted Living Facility program. Thank you 
for your continued participation in the Idaho Residential Care Assisted Living Facility program. 

Sincerely, 

f;__J--
JAMIE SIMPSON, MBA, QMRP 
Program Supervisor 
Residential Assisted Living Facility Program 

JS/sc 
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R ooo Initial Comments 

The following deficiency was cited during the 
licensure survey conducted between 11/20/14 
and 11/24/14 at your residential care/assisted 
living facility. The surveyors conducting the 
survey were: 

Gloria Keathley, LSW 
Team Coordinator 
Health Facility Surveyor 

Donna Henscheid, LSW 
Health Facility Surveyor 

Rae Jean McPhillips, RN, BSN 
Health Facility Surveyor 

Karen Anderson, RN 
Health Facility Surveyor 

R 006 16.03.22.510 Protect Residents from Abuse. 

The administrator must assure that policies and 
procedures are implemented to assure that all 
residents are free from abuse. 

This Rule is not met as evidenced by: 
Based on interview and record review, the facility 
failed to protect 4 of B sampled residents (#1, #3, 
#7 and #8) from physical and verbal abuse. The 
findings include: 

JDAPA 16.02.33.510 documents, "The 
administrator must assure that policies and 
procedures are implemented to assure that all 
residents are free from abuse." 

The facility's abuse policy documented, "If there 
is any reason to believe abuse to any resident 
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Corrective Action for Malad Living <penter 
Regarding these rules: I 
IDAPA 16.03.22.510 I 

Protect Residents from Abuse 

~at corrective action will be acco~plished 
Jor those specific 11!:.eas found to have been 
affected by the deficient practice? -I 

The administrator will ensure tha~ if 
there is 11ny complaints/incidents of any 
kind regarding staff To resident · 
altercation a thorough investigation will 
be completed I 

Policy and procedure~ reviewed and 
revised to increase personal hiring 
process screening. . · · I 
Employee Training on abusejlolicy and 
resident Complaints 

All employees are trained to enco.rage all 
. residents to complete a complaint forms 
1 

to the Administrator so an investi ~ation 
can be done 
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caused by an employee[s), that empolyee[s) will 
be on an unpaid suspension until there is a full 

I 
investigation completed. It is the policy of Malad 
Assisted Living Center to be as fair as possible in 

I 
all matters. All decisions regarding staff and 
consumers will be made considering the 
residents as top priority." 

*According to his employment record, Caregiver Al 
worked at the Malad Living Center from 4116114 . 
until 9/6/14. 

1. According to his records, Resident#8 was a 31 
year old male, admitted to the facility on 5127/14, 
with a diagnosis of an anxiety disorder. 

A "Complaint Form," dated 7110/14, documented 
Resident #8 approached Caregiver A with a 
concern and Caregiver A used "very uncalled for 
langage [sic] and told me to get the r•• out of the 
kitchen." It further documented, Caregiver A 
"pulled" Resident #8 into the hall and yelled at 
him, "When I tell you to get the f•- out of my 
kitchen, then you get the f'** out of my kitchen." 
The complaint also documented the names of I 
four residents who heard the verbal altercation. It j 
further documented, the resident "exaggerated" 
the incident and the employee would be warned. 
There was no further documentation regarding 
this Incident. 

The as-worked schedule for July 2014, · 
documented Caregiver A was not suspended 
from work. Further, there was no documentation 
an investigation had been conducted to include 
interviews with the four other residents or 
employees. 

On 11/20/14 at 4:35 PM, a resident stated, 
Resident #8 went up to Caregiver A to request a 

TAG I 
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(EACH CORRECTIVEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

I 
(X5) 

COMPLETE 
DATE 

I 

.How will you identify other J 

residents/personnel/areas that may be 
affected by the same deficient practices and 
what corrective action(s) will betaken · 

"I will ensure that all complaints of staff 
verbal emotion and physical abusf are 
investigated and more thoroughly! 
documented while staff is on temnorary 
suspension. 

What measures will be pµt into pla~ or ' 
what systemic c::hanges will you m e to 
ensure that deficient practice does ot recur? 

More thorough refere;.ce checks and 
interview. Administrator will spdak to the 
residents on a day to day J>asis tol insure 
staff are treating them with respect and 
dignity' 

The facility will document all w~~nings 
verbal and written in the emplo; ee tlle 
And maintain more thorough 
investigation 
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I medication. He stated, Caregiver A yelled at I 
j Resident #8 that he was too busy to help him. He I 
I stated Resident #8 started to walk away when 

Caregiver A "grabbed" him. He stated Caregiver A 
was an "a**h***0 when he was doing medications 
and did not like being interrupted. 

On 11/20/14 at 4:55 PM, a current caregiver 
stated he had never witnessed Caregiver A be 
verbally abusive to residents, but stated five 
different residents, Including Resident #8, 
complained to him about Caregiver A's behaviors. 
The caregiver stated he notified the administrator 
of the residents' concerns about Caregiver A prior 
to the incident when Caregiver A was fired. 

On 11120114 at 2:33 PM, the administrator stated, 
Resident #B's parole officer and a staff member 
from a mental health counseling clinic, 
investigated the Incident and felt the resident was 
exaggerating about Caregiver A. The 
administrator stated she had no further 
documen\ation regarding the incident. 

On 11120114 at 5:38 PM, the administrator stated 
the current caregiver had talked to her about 
Caregiver A, but she could not recall what she 
was told. 

j On 11/24/14, at 10:25 AM, the administrator 
stated, Resident #8 "threw" his complaint under 
the office door. She stated, the mental health 
counselor told Resident #B's parole officer about 
it. The administrator stated, Resident #8 reported 
"a lot of'false stuff." She confirmed she had not 
talked to other residents about this incident nor 
had she conducted an investigation. 

2. Resident #3's record documented she was a 
59 year-old female admitted to the facility on I 
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occur to ensure that the deficient practice 
will not recur ( i.e., what quality assurance 
program will be put into place) 

Upon application and hiring ~roc~ss 
New employment hire checklist w1U'he 
implemented and completed. j 
' 
By what date will the corrective actions be 
completed? ' · · · · · · ··- · · 
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12/2/13 with diagnoses including schizophrenia. 

On 11/20/14 at 4:25 PM, Resident #3 stated she 
had a verbal and physical altercation with 
Caregiver A sometime in August. She stated, she 
had asked him for a medication and he started to 
yell at her. She stated, when she turned to walk 
away from him, he followed her down the hallway 
yelling, "Don't you walk away from me!" She 
stated, when she continued to walk away, 
Caregiver A "grabbed her arm and swung her 
around." She stated Caregiver A said, "I don't 
care what they teach you at [name of mental 
health clinic], I don't give a damn!" She stated, 
she reported the altercation to her mental health 
counselor and parole officer, who called the 
facility and discussed it with the administrator. 
She stated her parole officer told her to avoid 
Caregiver A. 

On 11/24/14 at 9:57 AM, Resident #3's parole 
officer confirmed Resident #3 reported a verbal 
and physical altercation with Caregiver A on 
8/5/14. He stated he called the facility 
administrator and Caregiver A to discuss the 
incident. He stated Caregiver A's story was 
different from Resident #3's. He said Caregiver A 
"seemed believable, he was apologetic about it." 
He stated, he told Resident #3 to stay away from 
Caregiver A and "don't cause problems." He 
stated he had not talked to any other residents to 
prove or disprove Resident #3's version of the 
altercation. 

On 11/24/14 at 10:28 AM, the administrator 
stated she spoke to Resident #3's parole officer, 
the mental health counselor and another 
employee about the incident. The administrator 
confirmed she had not suspended Caregiver A, 
had not interviewed other residents or conducted 
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an investigation. The administrator stated, the 
residents "all hated" Caregiver A. She stated, "He 
was authoritative and not sweet like the other 
girls. 11 

3. According to Resident #1's record, she was a 
61 year old female, admitted to the facility on 
8/13/14 with a diagnosis of developmental 
disability. 

A handwritten resident statement, dated 9/6/14, 
documented Resident #1 reported Caregiver A 
yelled at her when she asked for a cigarette at 
3:00 PM. It documented Resident #1 was told by 
Caregiver A she could not have a cigarette until 
4:30 PM. The statement documented Resident 
#1 began to cry and Caregiver A told her to "Shut 
the f*** up" or he would write her up for crying. 
The letter further documented, Resident #1 told 
Caregiver A that she had some sores on her back 
and wanted him to look at them. Caregiver A told 
her "no" and yelled at Resident #1 again and said, 
"go to bed and stop that crying." 

There was no further documentation at the facility 
regarding this incident. 

On 11/20/14 at 3:30 PM, a current caregiver 
stated he was aware of the incident that occurred 
between Caregiver A and Resident #1, but did not 
think too much about the interaction because 
Resident #1 had a behavior of crying. 

On 11/20/14 at 4:20 PM, Resident #1 stated, 
Caregiver A "was horrible and yelled at all the 
residents." She stated, "If I cried, [Caregiver A's 
name] would yell at me and tell me he was going 
to write me up for crying." 

On 11/20/14 at 5:38 PM, the administrator stated 
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she did not follow-up on the incident, because 
she knew Resident #1 had a behavior of crying. 

4. According to Resident #Ts record, she was a 
48 year old female, admitted to the facility on 
8/13/14 with a diagnosis of mental illness. 

On 11/20/14 at 4:52 AM, Resident #7 stated, she 
had asked Caregiver A to not yell at her and "he 
wouldn't listen" and continued to yell back. 
Resident #7 stated, Caregiver A yelled at her to 
"hit me, hit me, I know you want to hit me you 
prison thug." Resident #7 stated she tried to get 
out of the kitchen to get to a phone to call for 
help, but Caregiver A would not Jet her get past 
him. She stated, Caregiver A "pushed" her, she 
fell and banged her head against the wall in the 
dishwashing area. Resident #7 stated, Caregiver 
A told her, if she called for help, he would say the 
incident was her fault and she would be taken 
back to prison. She stated, Caregiver A 
threatened other residents by telling them they 
would go back to jail if they told anyone. Resident 
#7 stated there was another incident where 
Caregiver A grabbed a male resident by his arm. 
"This was not the first time" Caregiver A "grabbed 
residents." She stated, Caregiver A knew he had 
control over the residents and he "could get away 
with yelling profanities, grabbing and pushing us 
around." He threatened to call the parole officer 
and tell him "we broke our parole agreement, so 
we would go back to jail." 

Written statements by residents for the Sheriff's 
department, dated 9/6/14, documented the 
following regarding the altercation between 
Resident #7 and Caregiver A: 

*Caregiver A "got in my face and started yelling. I 
told him to get out of my face and quit 
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yelling .... He started to push me a [sic] told him I 
will call Tanya and Dr. Patty or Ginger." Caregiver 
A told Resident #7 to go wash her plate and then 
"trapped" her in the "dish pit, calling her a "F'** 
Bitch." When the resident tried to get by 
Caregiver A, he pushed her back and she hit her 
head on the door to the dishwashing room. 

*" ... I heard [Caregiver A's name] start yelling at 
[Resident #7's name]. It escalated quickly. He told 
her to, 'hit me, hit me' and continued yelling." 
Resident #7 went into the dish room and 
Caregiver A followed her "still yelling." Caregiver A 
blocked her in the dish area and when Resident 
#7 tried to get past him, he "made her bump her 
head on the door frame." After Resident #7 got 
past Caregiver A, she went to grab a phone to call 
911. Caregiver A was "still yelling, wouldn't let the 
call go through ... " 

*Resident #7 was getting yelled at by Caregiver A 
for not rinsing her plate off. When she was on her 
way to do so, Caregiver A "got into her face." 
Resident #7 said to Caregiver A "you need to get 
out of my face." Caregiver A kept "getting closer 
yelling at her, calling her a 'punk bitch, Just hit 
me, come on hit me already. Big bad prison thug 
wants to hit me.' [Caregiver A's name] then 
cornered her in the dish room" and Caregiver A 
"pushed her and her head had hit the wall." 

*Caregiver A "kept yelling" and asked her, "What 
do you think you are, some prisson [sic] thug?" 

*Caregiver A "yelled at her for not cleaning her 
dish ... called her a stuped [sic] bitch." Caregiver A 
was "scaring me cause he was yelling, 'hit me, 
you stuped [sic] dum [sic] bitch." Caregiver A told 
Resident #7 to give him the phone stating, 'Your 
[sic] not calling anybody' ... " 
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On 11120114 at 4:35 PM, a resident stated 
Caregiver A came up to Resident #7 and yelled, 
"give me the phone." He stated Resident #7 
refused to give the phone to Caregiver A and 
attempted to get up off the couch. He stated 
Caregiver A "pushed" Resident #7 back down 
onto the couch. He said Resident #7 got off the 
couch and went into the kitchen, where Caregiver 
A "pinned" her in. He stated when Resident #7 
was attempting to leave the kitchen, Caregiver A 
"hipped" her causing her to strike her head. He 
stated Resident #7 was able to call the police who 
came to the facility and stopped the altercation. 

On 11120/14 at 5:15 PM, a resident stated she 
witnessed Caregiver A "verbally abuse" Resident 
#7. She stated Caregiver A was "up in" Resident 
#7's face, screaming, "Hit me, I know you want to 
hit me." The resident further stated, Caregiver A 
"blocked" Resident #7 in the kitchen, he "pushed" 
her and Resident #7 "hit her head against the 
wall. 11 

On 11120/14 at 5:00 PM, Resident#? stated after 
Caregiver A was fired he came back to the facility 
one day because he wanted to apologize and 
wanted his job back. The resident stated, the 
administrator asked her how she felt about 
Caregiver A coming back to work. She stated, "I 
told Ginger that it was not my decision to make, 
but if she was asking for my opinion, I would say 
no! 11 

On 11120114 at 5:35 PM, the administrator stated 
when she arrived at the facility, Caregiver A was 
told to leave. She stated, she had not previously 
interviewed residents about Caregiver A, but 
realized the night of this incident, she should 
have. Further, the administrator confirmed 
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Caregiver A came back to the facility to 
"apologize" to Resident #7, but she said she told 
staff to get him out of there. 

On 11/20/14, between 4:00 PM and 6:30 PM, 
during interviews, residents stated the following 
regarding Caregiver A's overall behaviors: 

*Caregiver A had "grabbed" at least 5 residents 
that he knew of. 

*Caregiver A was nice to her, but yelled at the 
other residents a lot. 

*Caregiver A was "mean to residents!" She 
stated, he was "nice to me, but he made me feel 
like a bar slut." She stated she felt uncomfortable 
about some of the questions he asked her. She 
stated, when Caregiver A asked her "weird 
questions" she replied, "Why are you asking me 
this stuff? You have a girlfriend." She further 
stated, "His comments made me feel like he was 
hitting on me." 

*Caregiver A "yelled at me because I locked the 
door to our room." She stated she and her 
roommate told Caregiver A they wanted the door 
locked because there had been some problems 
with theft. Caregiver A told the residents to unlock 
the door and yelled, "I don't give a f***, I told you 
not to lock your bedroom door." 

*Caregiver A was "fair to some, but a dick to 
others. He was fair to guys, but hated the girls." 
He stated Caregiver A swore "a lot" and was 
"angry all the time." Further, he stated, Caregiver 
A hated to cook and if the residents did not wash 
off their dishes properly, he yelled at them like 
they were "f***in kids." He stated he told a current 
caregiver about Caregiver A's behaviors prior to 
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the incident with Resident #7. 

*Caregiver A "was abusive to everyone here, 
screaming at us." The resident stated, he had a 
manner of correcting people that was not 
professional, "yelling at us for not rinsing out 
dishes. He used the I-word. He screamed at me 
for locking my door." 

*Caregiver A "didn't have much patience and was 
pretty rude to people." The resident stated, 
Caregiver A would "lash out" at the residents, 
especially during medication pass. He stated 
Caregiver A would yell, "I ain't got f**'ing time for 
this." The resident said, "I think he was hired for a 
job he didn't like, I talked to [current caregiver's 
name] about him. A lot of people acknowledged 
problems with Caregiver A before the incident 
with Resident #7. 

*Caregiver A would "get very upset," especially 
when handing out medications. She stated 
Caregiver A "verbally pushed" people around and 
had a "hard time with some people, but not me." 
Caregiver A was "normally just angry. Too many 
people for him to take care of. Meals were hard 
for him. He didn't like working here." 

On 11/20114 at 5:30 PM, the administrator stated 
"[Caregiver A's name] had me fooled. I thought he 
was doing a good job because he followed the 
rules and was firm with the residents." She stated 
Caregiver A had a "loud boisterous voice that 
could sound abrasive," but she did not think think 
he was being abusive. The administrator stated, 
"I told him a few times about his behavior with 
residents." The administrator stated she "couldn't 
remember" if she had reported any of the 
allegations of abuse to Adult Protection. 
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In July Resident #8 reported Caregiver A had 
been verbally abusive to him. In July, Resident #3 
reported verbal and physical abuse by the same 
caregiver. After both reports, the administrator 
failed to suspend Caregiver A as outlined in the 
facility's policy, failed to report to Adult Protection 
and failed to conduct an investigation. On 9/6/14, 
Resident #1 filed a report of verbal abuse by 
Caregiver A with her mental health counseling 
center. Later the same day, there was a verbal 
and physical altercation between Caregiver A and 
Resident #7. For over two months, the facility 
failed to protect Residents #1, #3, #7 and #8 from 
physical and verbal abuse. 
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1 152.05.d There were residents admitted and retained who were not compatible with other residents. 
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The facility did not develop behavior management plans for residents with behaviors. **Previously cited 3/30/11 ** 

The facility did not develop interventions specific to residents' behaviors. 

The facility was not maintained in a clean, safe and orderly manner. For example• There were closet doors missing or off the · ··' . . 
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repair and paint, light bulbs were burned out, lighting was poor in the shared bathroom, a vent in a bathroom was not ··ti' .. >. ' .• · .. ,, ., •. "J , >, 
working and the dining room light cover was missing. **Previously cited on 3/30/11 ** .... ·/ , , > ·, 
There was no documentation the facility nurse assessed residents after they had changes of condition. For example ,· Y >

1
~·.··,,···,l~ > .:: ',;.,. ·.·,•.·iv.··.··.·. 

following hospital stays and injuries requiring stitches. Further, the facility nurse did not document on the status of a '1~'1 . O , 
resident's wounds. . ~c< ··•··,• I. , 
The caregiver did not watch a resident take his medication. 

Resident #1 did not have a developed NSA since her admission on 8/13/14. 

Not all bathrooms had paper towels and hand soap available. 

The administrator did not conduct thorough investigation for all incidents, accidents and complaints and provide a written 
report of the findings within 30 days. **Previously cited on 3/30/11. ** 

Six of seven staff did not have documented evidence of orientation training, to include infection control. 

Six of seven staff did not have documentation of mental illness training. 

Six of seven staff did not have documentation of developmental disability training. 

•I, 

~11.~r? ... ·.··.·.~·. 

Six of seven staff did not have documentation of traumatic brain injury training. · ::J.-,!"J"+f;-r; ~·'.. 

The facility did not track residents' behaviors to include the behavior exhibited, the intervention used and the effectiveness of •• ·····•·•·· ''••• · ·1,c: 
the intervention. :tli:l?Pfs,.-- . f-
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Technical Assistance List 

Facility: Malad Living Center Exit Date: 11/24/14 

Item# Technical Assistance Provided: 

I. Hot water needs to be maintained between 105 to 120 degrees. 

2. Portable heaters cannot be used in an assisted living facility. 

3. Please review admission agreements and make sure they are signed by all parties. 

4. Please be sure to document on the NSA who is payee for the resident. 

5. Records should be congruent and in order. 

6. Be sure an assessment is completed on residents that need a transfer or repositioning device to get out 
of bed. 

7. Be sure all NSAs are signed and dated. 

8. White out should not be used on legal documents. 

9. Be sure when House Rules are updated that all residents are aware of the changes. Also, eviction 
requires a 3 0 day notice unless the person is a danger to themselves or others. 

10. Be sure all medication orders are current for each resident. 

11. Be sure there are written parameters for BGs and vitals. 

12. Be sure all beds are in good repair. 

13. Make sure you have a copy of the RN' s license. 

14. Be sure to document all continuing education for your staff. 

U :/Forms/Survey F onns/Exit F onns/Technical assistance list (3/31/09) 


