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A recertification survey was conducted from ;
3/6112 through 3/8/12. A sample of two clients . :
was selected from a population of three men with o . 4« (e | 2,
moderats Intellactual dieabilities. This survey was ) \ @UU : “
Inkiated utilizing the fundamental survey process. |~ Department of Healih -
_ Health Raguiation & Licenelng Adeieds!
The findings of the survey were based on Intarmedizts Care Faciiies Dracich
obsajvatians in the home and one day program, 800 North Capitol 8t, N.E.
interviews with direct support staff, administrative Weshington, D.C. 206"2
staff and one cilent, as wall as a review of cllent
and adminisirative records, inciuding incident
reporis.
|Qualfied menta! retardation prafesaional - : y o - ' : ' /] )
(GMRP) will ba refermead to as qualified Infeliectual ' ' . R /
" | disabilitias pmfesslnnal (QIDP) within this report.] - ' j S
W 148 | 483.420(d)(1) STAFF TREATMENT OF W1491 w149 E o 3
CLIENTS Standard will be met as evidenced / 8“2
The facity must devalop end implement written by
palicies and procedures that prohibit and
mistreatment, neglect or abuse of the client. E{:’ submtteml I;h! e fisture the IMC
will investigate the in.cident in atlmely
Thls STANDARD is s not met as avidanced by fashion. :
Hased on interview and record reviaw, the facllity . ' ' o
failed to Implament its established policy for
investigating allegations of abuse, for one of one
client Involved in an allepation of verbal abusa,
(Cllent #1)
Tha finding Includes:
[Gross-rafer to W154) On 3/6/12, beginning st
1:37 p.m., review of an investigation report that
| was. genorahd by an outside agency and dated
11/3M11, revealed that on 11 12111 Client#1 hed
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| home had told him to clean that "s*™*" up off the

| When asked I the facility had conductedan
internal inveatigetion to determine if the allegatian

' Review of the incident manégement policy (IMP)

an accidant on tha floor In his bedroom. The next
day, the ¢lient was transported to the day
program whare he was asked by day program
staff about a fresh bite mark to his wrist,
According to. the Investigation report, the client
stated that he was upset because staff at his

fioor. Thete was no evidence, however, that the
facility had conducted an intemal investigation.

Intarview with the qualifiad intellectual disabilites
professional (QIDP) on 3/8/12, at 3:00 p.m,,
revealed that on 11/2/12, Client #1 had an

accident in his badroom,. The QIDP further
confirmad thal the cliant told his day program

staff on the next day, that he bit his wrist bocause
he was upsat that staff at the home told him the
clean that "™ off the flocr. The QIDP stated

that the day pragram hed written the Inltial

incident report characterizing the incident as

verbal abuse by staff at the group home.

According lo the QIDP, the staff who allegedly
verbally sbusad Client #1 was Immediately placed -
on administrative leave. :

of verbal abuse had occurred, the QIDP indicated
"the incident managernent coordinator {IMC) tack
the lead on this incident” and ahe would

therefore, have to consult with him, She sfated
that according to thelr policy on incldent
managemant, this inclient shauld have baen
investigated, -

on 3/8/12; ut epproximataly 4:25 p.m., revealed
that the facility's policies uataganaed an allagahon :

FORM GME-2967(02-08) Previoua Versions Obuolola Event ID;PYOCH1

Facilty |D; 08G128

IF continuation sheet Page Zef 10



0470572012 14:45 FAX 9012708012 | 101

DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDI|CAID SERVICES

@oo4/017

PRINTED: 03/22/2012
‘FORM AFPROVED

OMB NO. 0938-0381

BTATEMENT OF DEFICIENCIES (%1} PROVIDER/BUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:

05G129

(%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A.BUILDING COMPLETED

B.WING _

03/06/2012

NAME ©F PFROVIDER OR UPPLIER

INDIVIDUAL ﬂEVELQPMENT. INC.

STREET AOCRESS, CITY, STATE, 2P CODE
3112 WALNUT STREET, NE

" WASHINGTON, OC 20018

(x4| o . !UMMARY GTATEMENT OF DEHC!ENGIE&
PFREFIX o {EACH DEFICIENCY MUET S8E PRECEDED BY FULL
TAG ) ﬁEGUI.ATORY ORLSC IDENTIFYING INFORMA'HM)

1 - PROVIDER'S.PLAN QF eannEc'noN : .0
PREFIL _ : {EAGH CORRECTIVE ACTION SHOULD BE - | compLETON
TAG OROSS-REFERENCED TO THE AFEROPRIATE bate
i DEFICIENGY) :

W 149 | Contlnued From page 2 -

of abuse 93 a "Serous Reportable Incldent.”
Further reviaw of the policy revealed that the
facility would provide avidance that ail alleged
violations were thoroughly Investigated, However,
no edditional information or avidence of an
internat mvesﬂgatlon report was presented before
the survey ended later that aftemoon.

At the time of the surveay, there was no
documented evidence that the facility tharoughly
Investigatad tha allegation of verbal abusa, in
accordance with Its policies and procedures.

W 154 | 483.420(d)(3) STAFF TREATMENT oF
CLIENTS

The famllty must have avidence that all alleged
: vtolatlonl ara thoroughly Inveuﬂgatsd. '

This STANDARD s not met as evidenced by:

Based on interview and record reviaw, the facliity
failed ta conduc! a thorough investigation Inte an
allegation of verbal abusa, for one of one clisnt
involved In &N allaga'aon of verbal sbuse. (Client
#1)

The finding In’d@é?: -

[Crosa-refer to W148] On 3/8/12, baginning at
1:37 p.m., revlew of an investigation report that
was generated by an outside sgancy and dated
11/3/11, revealed that on 11/2/11, Cllent #1 had
an accldsnt on the flaor In his bedroom. Tha naxt
day, tha client was transported to the day
program where he was asked by day program
staff about a fresh bite mark to his wrist,
‘According to the investigation report, the cllent
stated that he was upset because staff at his -

W 149

wis4| . -
w154 318|1%
Standsrd will be met ag evidenced

mfem W149
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| verbally wbused Cliant #1 was Immediately placed
| on administrative leave.

tharefors, have to consuit with him. She etatad

‘investigated. -

“The resiits of all investigations must be reportad -

Gontinued From page 3

homa had toki him o clean that a""' up off the
floor. There was no avidence, however, that the
facility had conducied an intemal investigation.

interview with the qualified intallactual disabllities
professional (QtDP} on 3/8/12, at 3:00 p.m.,
revealed thet on 11/2/11, Client #1 defacated on
himssif while in his bedroom. Tha QIDP further
confirmed that the client told his day program
staff on the next day, that he bit his wrist because
ha was upset thet staff at the borne told him the
clean that '=™** off the floor. The GIDP stated
that the day program had writtan the Initial
Inckdent report characterizing the incident as
verbal abuse by staff at the graup. home.
Actording to the QIDP, the staff who ailegadty

When asked i the facility had cenducted an
internal Investigetion to datarmine If the allegation
of verbal abuze had occurred, the QIDP indicated
“the incident management coordinator (IMC) teak
the lead on this Incldent” and she would

that accarding to thelr policy on incident
manegament, thia Incident should have been

Al the time of the survey, there was no
documentsd evidance that the faciiity thoroughly
investigated the allegation of verbal abuse, in
accordarice with its pollelas and procedures.
483.420{d)(4) STAFF TREATMENT OF
CLIENTS : . :

fo-the administrator or designated representative -

wis4|

W 156
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or to othar officiels in accordance with State law Wiss
within five working days of the Incident. Standard will be met as evidenced | 3{ (B[
_ by:
This STANDARD is not met as evidencad by: 1. d.TP'e QhI:DIZ;?s[ de\:'eloped 2
Basad on interview and record review, the facility ta sheet and log in book
falled to report the results of all investigations to where staff will visually
the administrator within five working days of the observe the presence of the
Incidant, for three of the three clients residing in ' Wii machine on each shift and
the faclllly. (Clients #1, #2 and #3) write their initials to indicate
The findings include: that the machine is actually
there .
Review of the facility's Incident report= and '
 corresponding investigation reports on 3/8/12; 2, - The QDDP or designes will ' '
beginning at 1:37 p.m., revealed the following ‘report all incideats to DRS and aliPive
investigations that wers not reported to the OOIO The IMC will
administrator within five warking days: » The DVIC Will ensuro
: that all investigation will be
1. An incident (allegation of abuse-exploitation) ' signed off on by the
report datad 7/8/11, documented that a direct ' administrator after completed.
support person working with Client #3 discovered !
that the cllent's Wil game with a foot pad consaole DRS will train all agency QDDP's on
was missing from underneath the client's bed. the process for comglehigq
Review of the correaponding Investigativa report mvestlgatlons
revealed the incident management coordinater
(IMG) completed the Inveetigation on 8/13/11.
'| Further review revealed the administrator
raviewad and signed the investigative report on
9/22/11, more than two months after the client’s
beiongings wers reported miasing.
2. An Incident report dated 1/17/12 documanted
that Chient #2 was discovared with a brulse on the
| right side of hia face. Review of the
corresponding investigative report (not dated)
showed ne evidenca that the Investigative
| findings had been the reportad to the
FORM CM9-2587{02-69) Previous Verslons Obaoiata Evan 10: PYOC11 FuciRy 1D; 08G129 IFcontinuation sheat Page 5 of 10
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administrator.

W 156

intarview with the quaftfied Inlellaciual disablities
 profesaionel (QIDP), on 3/8/12, at approximately
2:35 p.m., confimed that the aforementioned
{neldants had not been reviewad by the facility's
adminkstrators.

At the time of the gurvey, there was no
documeritad evidance that the results of all
Investigations were reported fo the administrator
within fiva working days of the Incident.

This is & repeat deficiency. Sea Federal
Deficiency Report dated 2/10/11.

W 242 | 483.440(cHB)iil) INDIVIDUAL PROGRAM PLAN
The Individual program plan must include, for
those clients who lack them, training in personal
skills assantial for privacy and Independence
{including, but not Iimited to, tollet tralning,
personal hygiene, dental hyglene, self-feeding,
bathlng, dressing, grooming, and communication
of basic needs), until Tt has been demonstrated
that the client [s developmentally incapable of

acquiring them.

This STANDARD Is not met as evidenced by. -
Baeed on obaervation, Interviaw and record
review, the facility falled to ensure that clients’
Individual program plane (IPF) Inciuded training in
peisonal skills (hand washing), for one the two
clisnte (Cliant #1) Inciuded In the sample. :

The finding Inciudes:

On 8/12, beginning at 2:32 p.m,, Cllent #1 was

W 156

wa42

‘W242
Standard will be met as evidenced
by: '

QDDP will conduct a training on
hend washing and train person #1
on hand washing after task. QDDP .
will work with client # 1 to create a :

- ‘program to ensure appropriate
hand washing. QDDP’s will assess
the skills of the other Individual's

" in the home #nd develop a tnnmng

program if necessary.

. JH[IHIL
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| At 4:06 p.m., Client #1 was back In his bedroom

[ 4:53 p_in., revealed that Cllent #1 did not have a

' more than capable of attanding tha trainings on

Continued From pape § : _
obsarved In his home.  From 2:45 p.m. until 3:15
p.m,, Client #1 was obzerved working on his
computer and vtilizing his I-Pod. At 3:15 p.m.,
he was obsarved to retrieve dirty clothes from.a
white bag and he Informed the residential direcior
that the ciothes neaded f{o go to the cleaners. At
3:21 p.m,, the cllent ambulated (using crutches)
from his bedroom to the dining table whare he
was given popcorn for a snack. The client
proceeded lo eat the papcom with his hands, At
no tima was he obsarved o wash his hands,

surfing the Internet. At 5:20 p.m., he and hia
pears ware sarved dinner which consisted of
barbecue chicken, baked beans, and shredded
salad dreasing. Again, ha was not absarved to
wash his hands prior to eating. Simllar
obsarvations were made again on 3/7/12, at
approximately 5:25 p.m., when he did not wash
hia hands prior to dinner.

interview with Client #1 on 3/6/12 and 3/7/12, at
4:27 p.m. and 8:42 p.m. respeciively, revealed
that he did not wash his hand prior io snack and
dinner time. The cliant stated that staff "forgot to
remind me.” He also stated that ha enly washed
his hands after using the bathreom. When
asked, Clisnt#1 gtated that he had not recaivad
any formalinfermal training on hand washing.

Intarview with the qualified intsllectual disabilities
profassional (QIDP) an 3/6/12, at appraximataly

formael training objective program an‘hend
washing. The QIDP stated that Cllent #1 was

infaction control (hand washing) that were

Wa42
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W 242 | Continued From page 7 W 242

provided for direct support staff. She also added
that the client would benefit from a hand washlng
program,

On 3811 2, 8t 9:26 a.m,, review of Individual
Client #1's program plan (IPP) dated 2/29/12
falled to provide avidence of a training objactive
to assist the elient with washing his hands before
arting meals,

At the time of the survey, there was no
documented evidencad Client #1 received
tralning to address the need of hand washing.

W.331 | 483, 460(0) NURSING SERVICES ] :W 331
' ' 1 W3l " '
The faclrrty must prowda cliants w:m nursmg ' : _ : ! I‘IU‘W“"
sarvicas In accordance with thelr neads. S:tandard will be met as evidenced
. | w;
This STANDARD is not met as evidenced by: ' 7 I . .
Basad on obaervation, staft Interviews and. . | RN will train the Nursing Coordinator
record review, the facility's nursing staff failed to 'l  and the LPN on medication
provide each ciient with nursing sarvices In administration and time frames for the -
accordance with their needs, for one af the three | | administration of the medication. The |
1 cliants reslding In the facility. (cllaqt #3) RN will conduet pen odic monitoring
The finding includes: on the medication administration.

The evening medication administration was
obgerved on 3/6/12 from 5:44 p.m, ~ 6:06 p.m. On
AT 2, beginning at 8:10 a.m., verification of the
clients' medication regimans revealed that Client
#3's evening madications were schedulad at
three different times every evaning (5 p.m., 7
p.m. ang:A p.m.) yet they had been obestved

| bming administerad together by ane nurse,
concufrently on the previous evening.
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The facllity’s licensed practical nurse {LPN)

coordinator was interviewad In the facility on
anhz from 2:57 p.m. - 3:22 p.m. The LPN.
| Coordinmtor Indleated that It was his responsibllity
to review the dlients’ physician's orders and
aselgn the deslgnated administration times for all
medications on each client's medication
administration records (MARs). He reviewed
Clent #3's March 2012 MAR and confirmed the
following:

= "Pelyethylens Glycol 17 gm/1 dose powder (WF:
Miralax) dissclved in liquid by mouth every day for
bowel ragimen” wag scheduled far 5 pm,
| administration daily ,

- “Famotidine 20 mg tablst (WF; Papc'id U-U F/C)
1 tab by mouth at bedtime for Gl distress* was
schaduled for 8 p.m. administration daily.

- Client #3's other prescribed medications were
designated to be administarad either at 7 a.m.
and/or at 7 p .

Further iniamew with the LPN 0oc rdmator
revealed that one nurse was scheduled to
administer the evening madications, once per
evening. He stated that standard nursing
practices allow for the administration of
prescribed medications anywhere from 1 hour
before the designated time up to 1 hour after the
{ designated time, He then acknowledged that as
| curnently scheduled (3 hours apart}, a nurse

| would nixt be able to adminlster Clleint #3's
medications hmely in aeccrdanoa wrth standard
' nureing prachces T

Ouring the Exit confarence on 3!&!12 at
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approximately 5:10 p.m., the facility’s registered I
nurse stated that she would review Cllent #3's .
medication ragimen with the primary care 1
physician and enzure that the LPN Coordinator |
would schedule adminlatration times accordingly. :
|
|
t
Il
|
‘I
|
il
|
1l
i
‘I
)
‘i
i
|
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1000 INITIAL COMMENTS 1000
A llcansure survey wa: mnducled from 3/5!12
through 3/8/12. A sample of two respdantswas
| eelactéd from a population of thres men with
moderate intellectual disabilitias.
The findings of the survey were based on
obsarvations In the home and one day program, 1090
interviews with direct support staff, agministrative 2 , \5] 2
staff and one resident, s well as & review of This statute will be met as
resident and administrative records Inciuding evidenced by:
incident reparts, :
> U 1. The Director of
1 0B0) 3E04.1 HOUSEKEEPING . _ 1060 Maintenance has fixed the
The interlor and axterlor of each GHMRP shall ba railing.
maintained in a safe, clzan, orderly, attractivs, ,
and sanitary manner and be free of 2. The Director of
accumulations of dirt, rubblsh and objectionable Maintenance has repaired
oders. the mold and mildew
' o g stains around the bathtub .
This Statute is hot met as evidenced by: - and toilet and has
Based on observation and Intarview, the group. replaced the worn
home for persons with intefiectual disabiliies chalking.
{GHPID) malntained the Interior and exterior of
the facility in = safe, clean, orderly, attractive, and 3. The Director of
santtary manner, except for the following ved
observations, for three of the three rasidents of Mainwnan‘ce has m;w
the facllity. (Residents #1, #2 and #3) the lint buildup from
- outside lint vent.
The findings Include: _
R . L . The RD will conduct daily walk
1.-On 3/6/12, at 2:50 p.m., observation of the thru's and report any concerns to
wooden railing in the dining roem revealed that the Director of Maintenance in a
most of the moiding used to cover the screws that timely fashion.
sacure the basa of the ralling's support posts to
the floor were missing (leaving the screws
exposed). In addition, 1 of the 7 posts was
missing from the ralllng
Ditcher_of Resich oo
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1080 cdhﬂnuéd From page 1 . : lnsol

2. On 3/8/12, &t 4:00 p.m., mold and miidaw
stains were obsarved on cracked caulking around
the upper and lower edges of the bathtub located
in the bathroom adjacent to Resident #3's
badroom. Simliar cracked, stalned caulking was
observed around the base of the toilet in the
same bathraam.

3. On ¥/8/12, gt 4:10 p.m., lint was abserved in
the exhaust vent leading outdoors from the
clothas dryer, The bqu-up of lmt presantad a

potential fire hazard. 1104

Statute will be met as ev:denced
The residential directer who was present at the by:
time, verified the aforementioned maintsnanca

needs. He assured the surveyors that he would 1. The RD bhas requested the

netify their maintenance engineer immediately to funds to replace the
mequest that the vent from the diyer be cleaned of personsl funds spent from
-all lint. :
anin . . the Individuals money
1104 3504.11 HOUSEKEEPING B 1104 | . and thoso funda will be '
' ' reimbursed to their UV U
Each GHMRP shall maintain at least one (1) personal accounts.

additional set of the linens spacifiad in §3504.10

for each resident. 2. The RD will purchase a

second set of bed linens

Thie Statute |e not met.aa evidencad by with the company funds.

Based dn obeervation and interview, the group
“home for pergons with Intellectual disablities

3, The RD will request funds

(GHPID} failed to fuimish additional linen sets (.e. from the company to-

| 2:sheets, 1 pillow casae, 1 bath towsl, 1 hand purchase hand towels,
towel| and 1 wash cloth), for three of the three pillow cases and wash
residants of the GHPID. (Residenis #1, #2 and
The ﬁndmgs 1nclude

1. 0n3l&l12 atssspm observahonof

Hemith Roouhuon&UumIruMnirﬂlnthn _ R _ ! _ - _
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Continuad From page 2

‘Resident #2's bedroom revealed that there was

one comforier and & set of sheata with plllow
case on his bed. The RD staied that thess were
the tems that were purchased on 11/1/11. The
RD further indicated that there was no other set
of bed linens avallable for Residant #2's use. The
GHPID's menagement reportedly approved B
raquest for funds that was submitted on 2/28/12;

‘however, the RD hadl not yet received the funds.

2. Similarly, obgervations just minufes later of
Residents #1 and #3's beds revealed that they
were using the comforters and bed sheets that
were purchased on 11/1/11, and they toa ware
without a second sat of bad linens. The RD stated
that al} three residents weare ta ga shopping once
tha funds ware received from the facility's
corporate offica,

3. On 3/8/12, at 4:00 p.m., cbssrvation of the
residents’ linen supplies revealed:

a. no evidenca of hand towsls;
b. there were no extra pillow cases available; and,

c. the six wash clothaes that were available were
frayed, torn and worn.

The RD, who was present during the
environmental walk-thru, verified. that the
residents bath linens ware In poor condltion and
indicated that they would purchase new bath
linens once the recently-requested funds were
received from the corporate office,

3521.1 HABILITATION AND TRAINING

Eauh GHMRP shal| provide' habilitetion and
training to its residents to -nable them to aoqulre

STATE FORM
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1420

Continued From page 3

and maintain those life skills needed 10 cope
more effectively with the demands aof thelr
anvironmants and to achleve thelr optimum levels
of physical, mental arl social funclioning.

This Statute is not met as evidenced by:

Basead on observatlon, Interview and racard
review, the greup home for persons with
Inteliactus! disabliities (GHPID) falled to evidencs
rach resident was provided with habilitation and
training to enabla tham fo cope mare efactively
with the demands of thelr environments and to
nchisve their optimum levels of physical, mental
and socdial funclioning, for one of the two
recldents I the eample. (Realdent #1)

The finding Includes: -

On 3/6/12, beginning &t 2:32 p.m., Resident #1
was observed in his home. From 2:45 p.m. unfil
3:15 p.m., Resident #1 was observid working on
his computer and utilizing his I-Pod. At3:15
p.m., ha was observed to retrieve dirty dothes
from a white bag and he informed the residentlal
director that the clathes needed 1o go to tha
cleaners. At3:21 p.m., the residant ambulated
(using cruiches) from his bedroom to the dining
table where e was given popcom for & snack.
The resident proceeded to eat the popcam with
his hands. At no time was he observed to wash
his hands.

At 4:08 p.m., Reslident #1 was back In his
bedroom surfing the intlemet, Al 5:20 p.m., he
and his peers were sefved dinher which
consisted of barbecue chicken, baked beans, and
ghredded saiad dressing. Agaln, he was not
obzerved to wash his hands pricr (o eating.
Similar obsarvations were macde again on 377/12,
at appraximately 5:25 p.m.. when he did not wash

1420 1420

Statute will be met as evidenced
by: Y| {2
QDDP will conduct a training on

hand washing and train person #1 ’
on hand washing after task. QDDP
will work with client # 1 to create a
program to ensure appropriate

hand washing. QDDP’s will assess
the skills of the other Individual’s

in the home and develop a training
program if necessary. The QDDP
will periodically monitor all
Individuals to ensure proper
handwashing

Health Reguiation & Liceraing AZmanistrabon
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Continued From page d
his hands prior 16 dinner.

Interview with Resident #1 on 3/6/12 and 3/7/12,
at 4:27 p.m. 8nd 8:42 p.m. respactively, revaaled
that he did not wash his hand prior to snack and
dinner time. The residant atated that staff “fargot
to remind me.” He also stated that he only
washed his hands after using the bathroom. -
Whan asked; Resident #1 stated that he had not
recalved any formalnnfnnﬂal tralnlng en hand
washing, :

Interview with the qualified intellectual disabilities
professional (QIDP) on 3/8/12, at approximataly
4:53 p.m., revealed that Resident #1 did not have
a formal training objective program on hand
waghing. The QIDP stated that Rasident #1 was

1 mare thiin capabla of attending the tralnings on

infection control (hand washing) that were

provided for direct sipport staff. She alsc sdded

that the resident would benefit from & hand

.| washing program.

On 3/BM2, at 9:26 a.m., review of individual
Resident #1's program plan (IPP) dated 2/29/12
falled to provide evidanea of a tralning objective
1o assist the resident with washing hig hanads
before aating meals.

Al the time of the survey, thefe was no

documented evidenced Resident #1 recsivad
training to address the need of hiand washing.

35231 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure
that the righta of resldents are observed and
protected In aceordance with D.C. Law 2-137, this

laws,

chaptar, and othar applicnhla Dlstmt and federal

1500
| M4

Statute hag been met as

evidenced by:

/| { The RD has requested company
funds to refimburse the individuals
and the money will be placed into
their personal accounts, IDI
QDDP’s and RD"s will be
rerained on handling Individual’s
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This Statute is not met as evidencad by:

Based on observations, Interviews and record
review, the group hame for persons with
intellaciual disablitties (GHPID) falled to absarve
and prolect residents’ rights in accordance with
Tie 7, Chepter 13- of the D.C. Coda (farmerly
called D.C. Law 2-137 D.C. Coda, Title €,
Chapter 18) and federal ragulations 42 CFR 483
Sub-Part 1 (for Intermediate Care Facilitias for
Persons with Maental Retardation), for ane the the
two residents in the sample. (Resident #2)

The finding includes:

[Cross-mefer to 1104] On 3/8/12, at 3:45 p.m.,

| review of Realdant ¥2's financlal records ravaalod
that he purchasad & new comforter and a set of -
sheets on11/1/11. The records showed ne -
avidance that the resident had been reimbureed
for the $36.47 purchass. The residentlal diractor
(RD) was queriad about the 11/1/11 purchase on
3/8/12, at approximately 3:50 p.m. He confimed
that the resident had used $38,47 of his awn
funds to purchase the aforementioned linens. He
indicated that all three residents had used
personal funds o purchase new bed linens after
the GHPID became Infestad with bad bugs. At
4:04 p.m., the RD acknowledged that the GHPID
was responalbla for furnishing its residents with-
two sets of bedding. The RD confirmed that to
date, the GHPID had not reimbursed the three
residents for thelr personal funds usad that day
on linens.
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