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On 4/14/2011, the Department of Health (DOH),
Heaith Regulation and Licansing Administration
{HRLA) was notified via e-mail of an anbnymous
complaint recsived by the Department of
Disablliity Setvices detailing that the facllily was
withoit food, protective undergarments and that
the staff was mismenaging clients’ funds.

Based on the allegations, on 4/26/2011, HRLA
initiatad an onsite Investigation to determine the
teva) of compliance with both tha federal
regulations and lacal laws. The results of the
invessigation determined the following:

Allegasion #1: The faclity was without food.

Gonchisipn: This aflegation was not
substantinted,

Allagation #2: The facility was withoot sufficient
protective undargarments. '

Conhclusion: This allegation was not
subsiantiated.

Aftegation #3: Staff was mismanaging clients ’
funds, )

Conclusion: This allegation was substantiated,

Az a result of the investigative findings, the state
agency délermined that the facility was not in
compilance with standard lavel requirements, a5
ovidancod by deficienties througheut this report.
One cut of the three allegations identified by the
complainant were substardiated and two of tha
concams were not subsiantiated.
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The findings lciude:

Review of the financial records for Cllent #1, #2,
and #3 on 4/25/11 beginning at 10:45 a.m.

| Client#t  ° .

3. Or) B/612010, $457.23 was withdrawn;

b. On §23/2010, $500.00 was withdrawm,

¢ O 4302010, $200.00 was withdrawn; and
d. Or 1/12/2011, $600.00 was wihdrawn.

Cliapt #2

a Cn 2282011, $70.00 was withdawn;

b. On 10A9/2010, $300.00-was withdrawn, The
facility failed to account for the remaining balance
of 143.53; and...

& On 9232010, $241.02 was withdrawn,

Cliert #3

a. Cn 12112010, $1000.00 was withdrawn;

b. Cn 5/7/2010, $1300.00 was withdrawn;

o O BM32010, $500.00 was withdrawn; .
There was $103 that was unaccountad for at the

assigned to the home at the time of
the withdrawals has been Teassigned.
The QDDP currently assigned to the
home will work with IDI's finance
departinent to reconcile the
Individual’s accounts. kf receipts
caunot be located, TDI will replace
the unaccounted for money in
Client#2 and Client #3 accounts. IDI
QDDP’s and RD’s will be rotrained
IDI's policy on managing

, Individual’s funds.
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On 4/14/2014, the Dapartmant of Health (DOH),
Health Regulation and Licensing Administration
{HRLA) was notified via small of an snonymous
complaint received by the Department of
Dizablifity Services detalling that the facility was
without fopd, protective undergamments snd that
the staff was mismanaging residents ' funds.

Based on the allegations, on 425/2011, HRLA
iniatad an onsite Invesfigation to determine the
laval of complaint with both the federai
reguiations and local laws. The resuks of the
invesiigdtion determined the following:

Aliegation #11 Tha facility was without foad.

Conclusion: This allagation was not
substantiated.

Aliggation #2; The faciiity was without sufficlent
protective undergarments.

Condlusion: This allegation wasg ngt
substantiated.

Allegation #3; Stalf was mismanaging resiients '
funds,

Carnciysion; This allegation was substantiated.

Az a result of tha investigativa findings, tha state
agensy determined that the faciity was not in
compilance with local licensura requitements, &
evidenced by daficiencies throughout this report.
One sut of the three allegations identified by the
comgiainant were substantiated and two of the
concarns ware nat substantiated.
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Basat on staff interview and rocod review, “the

;; . |.group home for persons with inellectual
i | digahiities (GHPID) failed to ensure ah accurate

accounting of all residents ' personal funds for
three of three sampled residents. [Residents #1.
#2 and #3]

The findings include: {
Review of the finandal records for Resident#1,
#2, ahd #3 on 426111 beginning at 10:45
revaaisd the following: T

»

Resklent #1

|

a. On 8/8/2010, $457 235 was withdrawn,

b. On 972372010, $500.00 was withdrawn; |

c On 4/30/2010, $2D0.00 was withdrawn; and
d. On 1112/2011, $600,00 was withdrawn.

Resident #2

a, Dn 2232011, $70.00 was withdrawn,

b. On 10/18/2010. $300.00 was withdrawn. The
facifity was gble b provide documenting that
justified 156.47 of pending however the remaming
balence of 143.53 could not be accounted for,
and .

©. Or 9/23/2010, $241,02 was withdrawn.

Resident #3

| a: o 1211012010, $1000.00 was withdrawn;
C i b, On S712010, $1300.00 was withdrawn;

The money from Client #3's account |
that was withdrawn in 5/7/10 was '
spent in 6/10 not 6/11 as the report
indicates. The QDDP who was
assigned to the howme at the time of
the withdrawals iz ne longer
employed at IDL. The RD that was
assigned to the home at the time of
the withdrawals has been reassigned. |
The QDDP currently assigned to the
home will work with IDI’¢ finance
department to reconcile the

Individual’s accounts. If receipts

cannot be {ocated, IDT will replace i
the unaccounted for money in :
Client#2 and Client #3 accounts. ID!}
QDDP’s and RD’s will be retrained '
IDbi’s policy on managing
Individual’s funds. . i
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e ‘On 5/13/2010, $500.00 was withdrawm;, . . ' B!
| Then wes $103 that was unaccounted for at the b
time »f the survey. . |
4 On 9/Z3/2010, $241.02 was withdrawn! and .
e. On @23/2010, $500.00 was withdrawn, s
{ntarview with the Gualified Intellectuai Disability
Profassional (QIDP) an 41262011 a3t 1:07 p.m. .
confinned the money withdrawn from Resident
#3's accounts on 5/7/2010 should have been .
spert within two weeks of the withdrawal, but was
not spent until 62011, The QIDP also confimed v
that the missing receipts were not available on o 1
site for residents #1, #2 ond #3 at the time of the K :
sunvey. The QIDP frther indicated she would . K
work 1o corect the documentation gaps and . £
ggcure the missing receipts o ensure accurte o :
recurd keeping. - E: : q
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