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INITIAL COMMENTS

| A licensure survey was conducted from January. |
14, 2014 thiotigh Jariuery 16, 2013, A sampie:of
twa residénts was selected fiom g populationof |
four men with ‘Vityirig' degrees of intellectiyal
disabilities. '

The findings of the survey werebased on
obgervations, interviews and review of resident
and administrative. récords.

Note: The below are sbbreviations that may
‘appear throughout the body-of this report.

‘Department of Heaith, Heaith.Regulation and
Licensing Administration - DOH/HRLA
Direct Support Prafessional - DSP

Group Home:for Individisals with Inteliectied
Disabiiities - GHID

House Manager~HM

Individual Program Plan - iPP

Individual Support Plen - 1SP
Intermediate. Care Faciltty - IGF:

Licensed Practical Nurge - LPN

Medication Administration Retord - MAR
Ql;)apﬁmgdzintqﬁecmal Disaibilitied: Professiohal.
QID ,

Registered Nurse - RN

1 000

1206/.3509.6 PERSONNEL POLICIES
Each.employee, prior 1o employiment and
|-annually thereafter, shall provide.a physicign ' s
certification thata he; Rh inventary Has.been
performad and that the employée '  health,
status' would.allow; him or her'to petform the

required duties,

1 006

1208

See page 2.
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| W 104 | Gonfinued Frem page. 1. | wdse|
This- STANDARD is hot met as: avidenceq’ by ] '
Based on observaion, inferview and regard Al staff have been trained on;/ls;/:fc:::. 1/15/2014
ravigw‘ the gpvemine falled to: msum | and 1/16/2014 on T.rgnsporta on b and
gacfm*hnplementaum  the fagf ' seat helt and how to tie down the ' 11612014
mpoﬂaﬂensawices K6 aniduire- ferits" a fety i wheelchair at all times. The house manager
o ur of four slents ¢ eﬁk’mg i the faclfy . will ensure the effective implementation of | 3¢
(Clients #1,42, #3:and #4 } witl e ongoing
] [ the facllity's transportation services to
The findings include: ensure Individual #1, #2, #3 and #4 safety at |
I. Féiciity stalf faﬂed loensurs st selety whit [ 21 mes and the QIDP will monitor weekl. |
Attinsporting clients: i the: CoMmAUNILY, as foflows:
A On-January 14, 2014, at B:AG.am,, Cliont#4
Wag obisérved being ‘escorfed dntcmaback araa The Governing Body has also rented a new
: m fgacgimr:v hA dil’ﬁfl‘;f *Wmi Sfaff.(DSP #” van on 2/5/2014 for transportation pending
) Wgﬂﬁbhalfr cﬁ 8: ani | i the availablility of Symbral's new purchased 72f5/2014
: DSP ¥2.with other uptm: ssétvations van. :
mamtreve‘awmmhsm%m :
‘WhBSICHal with-tie downstrape, ALBNEQ &N, | , :
W v 'fmm ﬁ’!f“! ﬁl , DSP: ¥ 1 The new purchased van Is being sent in for
1 béck dor o v o, canfimad | AOA Modiflcation , and will be ready by
the arqremamtonnd‘ MQHS @nd-slated they 2014,
;&maﬂs”ﬂ’d em #1 ngom wlﬂg. the 4/30/2014.
- !.’%1 tiwmmcrm ScUrs. m;xbut
mmcﬂdﬂotappearto Keiow e priscadiire.
Eventually, DSP #1 clamped 4 stipirectyto
the tetal Name of the the Whesjehair, niear the. um i
Tront whisal. DSP.#41 clamped anpifier strap
fhe framisiin & giftitar fashion; Qeﬁr!ht ddhtfmm
“wheel. Hg dil fiot:secure e | backie! the
wheelchalr befers.closi {he back i of
; w%:tmg%wmtgeaﬂ ﬂldnbtmesp
#2 for pssistéiive with tie down procedute. At
2:08 a.m., DSP #1. was ohnrvedddvmmevan '
away frof the faalllty,

FORM R4 258702-53) Pevious Verstors Otetérs P — Fily It ooty host Page 23
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1 W 104  Continued From page 2

1o use-all four of the tie:
HM #1 handled fransporiation
f_t«ﬁﬁft@‘-’ir{aa unaval

| Condicted on et
atteddance.

seaitbelt ecrosy his:lap, Wh
fad B seatbalt, DSP:#2

bkl

Client #3 woisld be oved fo

‘skatbeit prior to départire.

In-sarvice training
were i attendance.

Theifacilty's QIDP aiived at apprasimately 5:30 |
*[8:m. When informead of tie afcrsentioned
gbservations, QIDP 1 S staft wets ekpected |
6 te: ot 4lrip, adlding *F'm
Surprised they mrvm-fmai' icated thit
115§thmwﬁwmﬁmt
‘efié'had conducled staft in-service baining |

‘Presenied asignatur sheet for raifing
Sighidtire was:on it indicating he hed: b in

B: Also an January 14, 2014, at 8:53 &, Cliet
#3was observed sealed n thevan with ne.
When asked if the client |

but wastnable to do:so; D8P#1 also ted to
| brakeR. The two. staff told this:surveyor that
| used by-DSP#2, which had & functionirg

| thie same spot. Inteiviews. tater Hia  day reveal
‘that the: client had not been secured-with a

Subsequent Interviews with QIDP #1.and HM &1, |
-at:8:40 a.m, and 11:50 a.m. respectival
revealed that stéff had been frained ed 10 always
use seatbelts, Review of the signature sheet for
provided on September 2,
2013, revéaled that both DSP #1-and DSP #2

W 104

i -Shel
o Haling

2y,

Contiriued from page 2.
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q\l JP =& MEDICA ' 1A L‘.. .
oty mwwsmﬁ
, Pty WN&%?{ ‘rﬁ:%ﬂﬂ,\&cm{lcm&
e Lm—— 096088 . ..F«WFJG ——— /6014
| NAMEEOF PROVIDER OR SUPPLIER smmmmsss‘mms‘mm 28 CODE 'w’"m“
SYMBRAL FOUNDAT!ON ‘ | sétKenNEDY STREEY, N
: — e _ ‘ | WASHINGTON, DE 20011 '
. TEMENTOF EP!CIENCIES T "u)f . B NG '
e (anuu Moy o Rw&&*;mﬁrobnmm 26,
SR L S e
W-104 | Continued Froi page 3 W 104
On January 18; 2014, at 10:15 &1, reviewof | ‘
e, fﬁﬁ%ﬂﬂystﬂa pom:y, ¥ wm Qontinued from page 3,
17,2013, mveal-d gl WheslEhaits must be
proper[y fiad: dowri... to edistire. ihdividuale safaty®
ana "all Individuals ohbxomtd: tratispicration must

he secured by seniielts at il times Whenvin
| ransik."

'owwa&msen‘thsmm:“mm 14,
i ﬂremracthatm ﬁm%mgdmmm
pfovwedfprstaﬁpriortemowmyhédnet

11 Facility ataff faflad fo gaonstrate
|:competenay’th implemarnting vehlce
f ‘malatenance pelicies and Procetures, &6 foliows:

| On Jativary 14, 2014, bgul(fnin at 8:46 &.m.,
bservaltion of he fugliy e revetlen

"mmus passenger eeatsheqm&fewb?n .
dfor misslng y and ofie:
. mmm phoitery and onezeatbisk wa |
: The House Manager and all the staff were [« /4o /ansa
o Jénuaty 14, 2044, atepprowirnate ! , . 1/17/2013
8., mgm with: QJDP m? Hﬁuﬂiat glaff : trained on 1/17/2013 on how to complete a and
'Weré skpectad to.complefe & vishicle: 'vehicle maintenance checkiist form prior to - ongoing
, g:;magm'_zhmn 'me o eg‘?hm“:! of the each use of the facility van according to the ; '
| naivdied trarispotation. %Wmmgly ?;50 | company policy. The House Manager will -
.., interview with HM: #1&\’6&166#1&“5\#&8 | monitor weekly and the QIDP will review
her unuamenmn? ortly. éxpidter | monthly.
to complete a ntemmce cﬁaeﬁ}!st fhher
thele wiis & chahge (’axmp&e. if- agmetmrg Wwas
bwk?") HM #1 Said staff had tumed in'two ' 'The.Governing Body have developed a clear
m’ ! ialth s' :gahf;c:m ¢Uﬂﬂ0 e, slght taritha ‘policy In regards to the maintenance 2/5/2014
n the fa th ﬁhﬁ fast checklist, and the house manager/ail staff

] recent chiecklist had been tumed in during: the:  have been trained. ‘
FORM OME: £467(02:99) Fravious Versiors Obiorn Bvere 2iFTGH1 T I comtinuation sheet Page 010
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W 104 | Continued From page.4 1 W 104
week prior to thie-survey), Further interview: witti "

the HM revesled that:she could not determine Continued fi 4

When the seeit bett broke, Continued from page 4.

On January 15, 2014, at 10,15 am., review:of
the facility's tfanspontation poficy, dated Ortaber
17, 2013, revedled "each driver must completé a
pre-check before use." The policydid not clearly
outline wher staff were required to compiete 2 | ;
Ghecklist. There was no evidence that.staff
Prepdred a vehicle maintenance checkiist on
| January 14, 2014,

At the time of the:surey, there ‘Wwas no evidence
that the govening biody had developed clear
 policles tegarding the maintenance checklist:and
trained managers to ensiire compliance-with the
faciily's mnsportation poliey. .
Wi249 | 483.440(d)(1) PROGRAM IMPLEMENTATION. w248

As soon gs the Interdisciplinary team has.
Tormulated a dmt*s i"dwual program plan, All staff has been trained on 1/30/2014 on
pach cllent must receive a continuous active [individual #1 New ISP goals on how to |1/30/2014
. | treatiient program congisting of needed -_ individua ew ISP goa land

1 Interventions and services:in sufficlent number {implement and document on the new IPP. ongoing
and frequenicy to support the. achievement.of the |
| abjectives identified.in the individual programy
plan.. The House Manager will monitor the goals
Implementation and documentation weekly .
and the QIDP will monitor monthly and

This STANDARD s ot met as evidenced by: review quarterly.
: rgexi?hnamn?yﬂ?ﬁgz;?;m each The CUDP will review the ISP upon approval
client’s self-medication training program weis and correct all mistakes before ,
1 iImpleriented coiisistently and the faciiity QIpp Jimplementation.
failéd to efisine implamentation of training
programs as outlined in each client's ISP, for two

FORM CMS-2507(02469) Prévious Versions Obsdiste. Event I0sF7TCT1 Factity 10 00G008- Ificontinuation shest Page 5 of 10
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SUMMARY 2 STAYEMENT OF DEFICIENGIES.
{ (EACH DEFIGIENCY MUST BE PR&GEBED%’Y FULL
REGULATORY OR LSC IDENTEYING INFORMATION:

FBEFD(
TG,

PROVIDER'S, PLAN.OF GORREG:
(EACH coanﬁcl‘nvs ACTION suoag" 5
CROSS:REFERENGED:TO THE BPPROPRIATE
_ BEFICIENTY]

g Conttuuad From page 5
of to-clignts in the sample. .(Clients #§ and #2) '

{ The findings iclude:

{ 1. Facilty. nuirses:did hot consistently iniisment
Client- ;ﬁ '8 dnyl #2'8 Seif-medieaﬁogly‘traigingm
programs, gs.follows:.

A. On dainydry 14, 20148t 7:66.5; am; e
adication niirse (LPN #1) punched. mrenx#é'ﬁ
ﬂ,a:cupwhﬂam!he kitcher. LPN
cup-to-the cilen whé
room. tqh!aaamg

: -rhed
‘ seated st dir nmg
bmakfast Binee 7:20:4.m.

Cin Janyary 14, 2014, 4t 3:00 p.m.; review of
Clignt #2ig MAR jiivedled that he had a selif-
medicatfon tmmlng prugram “The: program
include: “m%‘ba protipts, <Clisnt #2'
name> will py is medication during the:
, mmﬂﬁg?‘m Go%roﬁagng "
parkun Or $i¥ consacitive-months:.¥ The
[ tasks outlined. inchidad: T

~ Gt water;.
{ - Punch mexifcaition;
Observations.on the micrilhg of January 14,

2014, at 7:86 a,m.,,
'pmvideChem#Zthe PROFURIY 1O get his water-

révealod thet LPN-#1 did not |

4 orassist with punehing his medRations sut of the
biister packs, in |LCordancl with the fraining

| Program,
B. On January 14, 2014 at'8:04 a.m., LPN #1

punched Ciient #1's edlcaﬁdn (Keppra 1600
i_ mg) and a mumvitamm Supplem unt‘ffom their

‘W 248

The Director of Nursing have trained the
facility nurse on 1/24/2014 on the self _
{ medication training for individual #1 and #

2.

and

The Nurse Supervisor will monitor weekly
and the DON will review Monthly.

FORM GMS-2567(02-96) Frevioys Yor‘a!dng-—ﬂbaqie(e

EveritiD.FITC Y1,

Faciify (02 09G058

| CQmeLer
i)

{1/24/2014

ongoing

Hf.contifution.stiét Page s of 10
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W 249 Continued From page 6
| reapective bister packs into a medivation cup,
| pou

red 8 ounces of spring waterant carmie

independently. LPN 41 1 Rumied to e riiree's
mm the kitohen and initbeled the clisht
JANRY,

Oh January 14, 204, af 3:1G p.i,, review of

mﬁtum&h $
| medication training:pragiam. The prog:

| eluded: “With vert al prompis, ‘m%
harrié® willidentity his edication (ikeppra )for
i paks at 70% of ail opporturities forthrée
cotisecutive: months.* -

. Observations: on the moming. af January 14,

s

#1 the opportinity to ldentlyy his; i by

it the: L

Qi ifanuary 16, 2014, intarviews with the
: 1, at 10:09

| Gobrdmator (LPN £2) ang IO

Frogramsin thel past. At the Bime of the surviy

they cansistenitly provided opporfuntiies for the
‘eliehts fo.devielbn and maintain theirskills .

1. The QIDP fallad to ensure Hgtttrafining
| Programs ragommiended by Cliont #1's and
| Gliert #2's IDTs wiéré developed and

thein to the. client’s'badroom,. LPN #1 Nanded the |

medications:to Client #1 sid he consumed ihem
His.imenedistely. reactied for wats and drank it

MAR: revesied that he Ksd:a aeif..

2014 reveaied that,LPN #1-did not provide Gliert
hamg, in sbcordance with the training progras.
| .. 8 11:07.a.m, respctively; ovesisd thet
ERithy hgd obsairvied the moming medication rurse;

Howpver, faclify.fiirses falled tn shuw evidenos

Implemented in accordance with their ISPy, as
follows:

W 249

Continued from page 6.

FORM m.sé-mmm; %M.Vusm Obisolete

EventIFITCH
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4.
TAG

, SUMWRYSTATEMEN‘FQ;DEH G-'ENGI.ES .
(EACH DEFIGIENCY MUST BE:PREGEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

D PROVIUER'S FLANOF CORRECTION
PREFIX o EAOH BORRECTIVE ACTION.SHOULD B
TAG =3RMEFERENGE¢-?Q_THE.§?E@RME‘
. DEFICIENGY ;

DAY,

Continued From page 7

Op.danuary 14, 2074, Client#1. and Cllants
were: ohisetved in'the home from 7:41 5
&m. and again from 345 p., - 708 p.ny,
mﬁ&g %bsawatmhsmeatad neither clignt was.
Ripviagd the opportutiity to-engags iy their ‘
-.mzfmeg‘@mmiﬁwwﬁfw 1sge 8&2\‘@}.
Evening cbeetvations revedled Client: # spent
ot of hisitime fisténing 6 miusic andfor

|setumad 1o bis bedroor ,
| Sinishing his rheal. He was watchiing television
witen this surveyor left at 7:06 p.m. .

Also on January 14, 2014, frof 3:45 p:m.. 530 |
 magazine. At5:30 p.i., Glient ¥2 wad-affered a.
Jigsaw purzie, which he wairke

'reanuntil staff informed hiny it they. wers
selling:the dinner table. wh

0.1, teview of Client #1's ISP (ated April 8,
201.3) revealed several training programs:

‘it telvisin i his bedroom. Safr
rlodically knteked an:His Beédicom door and
et Cllent#1h ctinversation: The cllant

Tolried his peers-for dinie &t 6:28: pum, then
rdomat, 6:50.p.m. after

p.m., Client #2 was observed ssated on a living
foom gofe, hojding (but rigt looking i) &

e yorked: orin e dining -

about to have:dinder. Stalf was then obsaived
the dinner table while' Client #2 apnd.a
peerwatched from the living roor .

Review.of the two-cllents* annus! SPs-dnd

training programs revaaled-the followini

o

A, On January 15, 2014, beginning st 12:12
s et

| there was no-evidence fhat the facility

weri recommended by his intertisciplivary teain: | -

that.were ot reflected in the querterty sumiriary

reparts prepared by the QIDP, For exdmple,

| implemented the following -

The DDS Service Cbordinator and the QIDP
and the Interdisciplinary Team has concluded
to make a correction/addendum to the ISP

1goals being tracked in individuat #1
|residence and day program on 2/7/2014.

individual #2 just had a new ISP completed
on 1/29/2014. All staff have been trained on
1/30/2014 on the new IPP in accordance
with active treatment and as recommended
by the interdisciplinary team.

'| The House Manager will monitor every othe:
day and the QIDP will review monthly.

pending individual #1's ISP to reflect only the|

21772014 |

1{30[2014.
and
| ongoing

FORMENS-2567(02-98) Provious Versions Obstlete

-EventID: ETTCH.

Facifty tD:08GsE

I contnuslon shelt Page 8 of 10
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W 249

| daily'fiving of his

| opportunities provided for six consecytive

{ "Informal goals* and the.expeciation was tiat the.

Continued From page. &

- "In-a group seiting, after taff have, read a'story -
tahim, <clieont's:names will explain whathe:
understood to his: peers for five oohsecutive.
minutes on-80% the: apportonities frovidad for |
8ix consecytive: midnths, within & year:”

me> will chose:two aptivities of

-"<Client's'na

futkiture/ table, and sty trash can)'o
cortplete them with 100%.Indepandence Miree
Sut of four trials for six consecUVE Marthe
ofie year;"

- “Staff wift show <client's namme> the rloick and
wiligsk him to:tell them the'time: (the tihe.
ideritified is associated with routine schidide &1
activities in the'home.) monthly:* and,

chdice: (brushing his:testh, dust |

- "Aifier taviewing sales paper/ catalogues.
-<clight's name> will make ﬁ budget of $6 on
itetn$ significantto himy on. 100% of the

manthi within one year.*

The QIDP-was interviewed In the faciity on
Jahuary 16, 2014, beginning et 1:12 p.m., 1o
ascertain the.stafus of the aforeme {
QIDP #1 stated that the: goals were:"not. formal
gonls, not tareted goals’ and staff; therefore

‘client’s DS servica coordinator (SC)
g;hctpetedm the Exit Conference, by
slephone; orl Jariuary 16, 2014, beginning.at
1085 p.imi. She stated-that ISPs did not inclyde.
facilfty wouid.implement ISP goais unless the
faichity sdught to amend the client's ISP, via
communicatiohs with the 8¢,

‘Wel® riot tocurmenting their fmplementation. The

Ww.249

Continued from page 8.
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"STATEMENbe DEFIG#E}@ES [ MuLTIPLE cENSTRUCTION txéigbATESiiﬁieé' Hi
| AND PLAN'GF CORRECTION ABULING, .., | comsLemgn, _.
JOWINE . _ ofief0d4a
| STRECTAODRESS, OTFY, STATE. 26 GODE S ML_._
521 KENNEDY: BTREET, M
_ WASHINGTON, g 20011
oy - - , - = - —
&fg‘:& (EAGR DEF:C:ENc;TvEgsr;gF ngcé‘gg"o%'ﬁw - pag::x ; (E:cﬁu ccaR sc‘rﬁgmn SHOUL;BE cwmm
TAG RssuLA‘ronvomscmEN‘nwme mronmmn T OS8-REFERENCE DW’IHEAPPBOPR!ATE oATE
W 248 Coitiniiad -‘From-:pegeﬁ - Wadp
B Similarty, on Januazy 18, 29?4 al 2,55 p M., |  Continued from page 9.
'E&ﬁigwaf@leﬁt #2's1sp t,, Jaf h
Foemirebded d program whe: .:mwﬁant»mma
€ et after using the bathroom {ralee: hig
m fasfah e beit; els.). Theiteam s :

| Sated NoVeribér:5) 2013, and thos
; my@ﬂ“ﬂﬁf ﬁbl:aem thie im)

16. AYATS B, ifterdewwith QIBP ¥
Wit iéitiier goal had been

Atthanmeafthasu y, tha facility fajled to
-Shyow evid; enca tat e!mt,s active: tmaxment
‘gals snd objer “wreimpxemnteuss
reaanmended by thia Intefdisciplinary team .

FORMOMS-2507(02-B/0)Previotis Verslons Obsolete, Event ID.FZTOAY Faciiy 10: 096058, tf continusiion shest Page. 1001 10



DEPARTMENT OF HEALTH AND HUMAN SERVIGES PRy Aoty
—LENTERS FOR MEDICARE & MEDICA D SERVICES: — OMB N Pirtdcy
STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIER) (42) MULTIPLE CONSTRUCTION
WND PLAN OF CORRECTION IDENTIEICATION NUMBER: A BUILDING

¢}

|oxar oaTE suRvEY
'F  COMPLETED

006058 B:WING. R . _
NAME OF PROVIDER OR SUFPLIER ‘STREETADDRESS, CITY, STATE, 2IP CODE

SYMBRAL FOUNDATION. 821 KENNEDY STREET, NE:

- WASHINGTON, DC 20011 '

(Xa) 1) SUMMARY STATEMENT OF DEFICIENGIES ' D PROVIDERS PLAN OF GORREGTION ——

NG | AEOULATORY on Lo ioT BEPRECEDED BY FULL PREFIX (EACH CORRECTIVEAGTION SHOULD B | combiaion
TAG REGULATORY OR LSC DENTIFYING INFORMATION TAG 'CROBS-HEFERENCED O THE APPROPRIATE |  DATE
- - DEFIGIENGY)

01/16/2014 :

W-000 | INITIAL GOMMENTS W 000,

A tecertification survey was coriducted from.

«January 14, 2014 through January 16,.2013: A

| satnple.of two: clients was selected fror a

popuilation of four men-with varying degrees of

intellectual disabities. This survey was:

{ contucted utiizing the fundamental surey
process. '

The findings of the survey, were: based an
obsetvetions, irteiviews and review of cilentiand |
-administrative fecords. y

Note: “The bilow are abbreviations that may
appear throughout the body of thie report,

Depatiment of Heaith, Health Regulation and’

Licenising Administration - DOH/HRLA

1 Direct Support Professional - DSP o
Group. Home for Individizals with intellectuaj

Disabilities- GHIID

House Manager - HM

Individual Prograim Plan - IPP

- Indhvidusl Suppit Pléa - 1ISP

Intermediste Care Faciity - ICF

Licensed Practics! Nutse - LPN:

| Medication Administratioh Record - MAR
Q;;ball:fﬂed Intetlectual Disabiities Professional -

a

. |Registered Nurse - RN N .

W 104 | 483.410(a)(1) GOVERNING BOBY W 104

See page 2.

The govering body must exercise general
policy, budget; and operating directiori over the
tacility,

date of survay whethar or not a pleii of correction s #bt-huismem the.above: fingingsand plang of corraction are discloasbiét4 days fillowing the.date
these aom'ﬁm- are ritde.avalabié 40 thé laciity i deficlencide.are cifed an-approved plein of correclion i requisite tocoitinued proghram participstian

FORM CMB-2567(02-99) Pieioiis Versions Obsolete  EventID:FTT017 ‘Faciity ID; 096055 # continuation sheet Pisge' 1 of 10
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HFB03:0039

) RGOSRl
IDENTIFICATION NUMBER A BURDING:

Ry MULTIRLE CONSTIUCTION

T B.WNG

NAME OF PROVIDER OR SUPPLIER
SYMBRAL FGUNDATION

STREETADDRESS, CITY; STATE. ZIP/G0DE

521 KENNEDY- $TREET, NE
WASHINGTON, D¢ 20014

O ID. ‘SUMMARY STATEMENT OF DEFICIENDIES T P ROVOERA AN o
PREFIX (EAGH DEFICI cwyg@;gggﬁﬁggn%%ymﬂ m’%m : Wmhf w‘ﬁ:’&m :F
TG REGULATORY OR LSE: IDERTIFYING INFORMATION TG | CROSBREFERENCED TG/THE APPROPRIATE DATE

CONPLETE
NG

t 208( Continued From page 1

|"This Staute s not metaas evidend

Talled
cars professicnals:
| en fite, for & of 13, non

of D consultants. [DSPe#3, #5 2
occupational therapist)

| The findings inciude:

S#T,

persanne records in, the-facil
evidience of 8. physfajan’s e

#3 Bad been employed sincs’2003:

ihe personriel records revesiad no
physician's.health inventory/ cert

sinpljed since December 2017,

the personnel.cecord maintained for-

August 26, 2013: There'was no 8
 cartifiet! by & phiysician.

. . iced by: i
RBasedon intarview and récord réview, the GHID
to ensure that &l émpliyeds and healtti |
licerised enmiployees and 1 |

L O Jangary T 2044, o 11:50am, v o1 '

1. On January 16, 2014, at 12:08 p.m., rayiew f
‘evidencetfa

ntory/ cerfificate for DSP
#5. Accaiding to'her file; DBP #5 had been.

WL Ont January 16, 2074, at 12:60 p.m.; review of

bcitipatioal therapist (0T)consultantreveaisd |
that a nuise-had performed'a health invemtoryon

Nowevsi that the OT's haalth status had been

| A approximiately 12:41 p.m., the direstorof
nursing spoke: by telaphone with the-corporate
| offite, She was toid there-were ypdated: fiealti
1 eartificates, orisntation checklists, professional
ficerigss and other information being sent via

| facsimile. Review. of the faxed malerials,
however failed to show evidence of e three

1208

&R the |

¢ TEYRAlE DSP #3 has completed a physician health 1/20, /201 a
yafcls althinventory/ rtificate on 1/20/2014,
certiicate for DSP #3, Ackording to his.fls, DSP certificate on 1/20/.

JDSP ##5 has completed a physician health
{ certificate on 1/14/2014.

| The Occupational Therapist has completed [2/4/2014
| a physician heaith certificate on 2/4/2014.

{1/14/2014/]

Fieaith Regulalion & Lbensing Adminsbation
"STATE'FORM

s FHG

H contiuation sheet %:of 10



' ' PRINTED:; 01/30/2074

FORM APPROVED

owoemsuPPUEW!A (X2) MULTIPLE CONSTRUCTION 03 DATE SURVEY
DENTIFICATION NUMBER. A.BUILDING, . " compLerep:

aih. Re ion-& Licens
STATEMENT OF DEFICIENOIES
AND PLAN OF GORRECTION

HFDDY0636 . | S0 otrier014.

NAMEQF PROVIDER OR SUPPLIER STREET ADDRESS; CITY, STATE, 2P CODE o :

SYMBRAL FOUNDATIO! : ' 521 KENNEDY STREET, NE.

TN ORAL FOUNDATION ) WASHINGTON, DG 20011

4 1. . SUMMARY STATEMENT OF DEFIGIENGIES RO P
s (EACH DEFICIERCY MUST BE PRECEDED BY FUL( PREFIK (EAGH CORRCTIUE ALY nECTION L
TAG" | REGULATORY ORLSG IDENTIFYING INFORMATION TAD |  CROSSREFERENCEDTOTHEARPROPRWTE | ° o

1200 Contined From page 2 1206 | ¢ Svmbral F ' et
s e 4 et The Governing Body of Symbral Foundation
Aforementioned heatth contficates. will ensure that all employees and

| Atthe time of the survey, the facility failed to =~ | consultants obtained a physician's

| 8how ::'1”? !aﬂ?a;:“ ‘;?"pshigizaf and oo , [ certification of health status prior to

consulténts obtained a physici an's certificationof | s
hﬁ?ﬂhs Bgms prior to employment and ain aly | employment and annually thereafter

2/a/2014
{and
ongoing

The human resources will check ali staff files
for certifications every two (2) weeks, the

1271} 3513.1(b} ADMINISTRATIVE REGORDS ran QIDP and DON will monitor monthly.

i

 Eiich GHMRP shall maintain for sagh autkl,lgndzad f .
-agency ' s inspection, at any. time, the followiig . /2014
administrative. fecords: ' All personnel records for DSP #7 are _ :{‘d/

{(B) Personne records for all-staff including job | onecing

déscriptiohs either at the GHMRP or in.a central
office and made available upon request;

‘attached.

This Statute 1§ notmet.as evidenced by:
Based on interview. and record revigw, the GHIID'
falled to make svailable for ingpection personnel
records for eacti emiployee, for 1 of 8 dirett
support Staff. (DSP#7)

The finding includgs:

‘On-January. 14, 2014, at approximately 2:50
 p.m., DSP'#7 \as observed entering tha GHID,
| He was obséived working alongside. DSP #8
throughtut the evenjng shift. HM:#1 Indicated
that DSP #7 was "shadowing® DSP #8, as:part of |
his:new-staff orieritation training. DSP#7 was |
a‘gain:igbsmed working iit:the GHIID-on January
15..2014. i

Parsorneél récords weré reviewed i the GHID.
onJanuary 16, 2014; beginning at 11:28 am.
‘There was no-evideiice 0f & file being mainained
for DSP #7. At 12:41 p.m,, the director of nyrsing
Hoalth Regulatiin & Licensing Adminsbation ; ;
STATE FORM ] EITGH. Hioptinusdon sheet, 3 of 50




PRINTED:.01/30/2014

substantiglly interferes.with a resident * s health,
welfare, living arrangement, well being of ini any
other way places the resident at risk. Such
 notification shell be made by telephone
immedigtely-and shall ba followed up by written
notification within twenty-four (24) hours or the

' next work day.

This Statute. Is not met:as evidensed by:

| Based on interview and: re\mw of resident

1 records, including incident reports and
investigations the. groug. home for individusls
1 with mtenectual disabilities (GHID) failed fo

{ ensure that all incidents that prasent a risk to
residents’ heaith and safaty were:reported.in
writing to DOH/HRLA, for one.of the. four
residents of the facility. (Residint #1)

The finding includes:

On January 14, 2014, at 10:30 a.m;, interview.

. with QIDP#1 and HM #1 revealed mat
‘emeigency 811 was called on July 19, 2013, and
Resident #1 was taken to a hospital emargency

event which substantially interferes with an
individual's health, well being or in any other
'way places the individual at risk via
Itelephone and followed up in writing within
24 hours or the next work day.

I The QIDP will follow-up in writing within

twenty-four (24) hours notifying Department
of Health of every incident.

e & Licons FORM APPROVED
STATEMENT OF DEFICIENCIES, | (X7) PROVIDERBUPFLIEETE—T TIFLE CONSTRUGTION
| AND PLAN OF.CORRECTION « )memmcmou NUMBER: : ﬁ:ﬁ;‘::scqu,smuc:m m'c?nggr%ﬂ
. HFDO3:0039 BNG 011672044,
NAME OF PROVIDER OR SUPPLIER STREETADDRESS (CITY, STATE; ZIR CODE
SYMBRAL FOUN( 521 KENNEDY-STREET, NE
sYM OUNDATION WASHINBTON. s [o M‘I 1
x4 0 summvsrmemsu’roﬁ DEFICIENCIES w Fnownms PLAN OF CORREGTION )
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL R OMBLETE
TG | REGULATORY OR LSC IDENTIYING ToEGRIALI o\ | CROSE REPERENGED oL Re | ke
OEFICEENTYS
1271 | Continued From pa 7 '
page 3 ! 27 Continued from page 3.
‘wag observed speaking by teidphone with the '
‘corporate office; renuesting evidénte of DSP:
#7's job description, Hiealth certificate and. other
relevant documeniation. No'sdditiciial
information wes made available for review:
before the-survey endad later that aftérhcon,
-3‘379 351910 EMERGENCIES: 379
in aiddition to the reporting requirement in
1'3519.5, each GHMmhgli?oﬂfy th The Governing Body will ensure that all 1/23/2014
Dapartment of Heaith, Hedith Facilities Division. incidents shali be reported to Department of | 4
of any other unusuai iﬂcldeﬂt or event which Health {HFD) of any unusual incident or ongoing

Hegith Reaulaﬂm & Licensing Adminiatration
STATE FORM Lo

FITGH : Heoritinustion Ehest & of §0'




PRINTED: 01300264 %,

‘STATEFORM

nistration A FORM APPROVED
Eﬁvs m | gzgum;mcmmucmu m;mtgw‘gsv
HFDE3.4030 | 5y - =1 e
NAME OF PROVIOER OR SUPPLIER. STREETADDRESS, cmr. STATE, 2P CODE ' ]
SYMBRAL FOUNDATI 5§21 KENNEDY STREET, NE
il RA FOUNDATION _ ms:-ummmue zom
WD | BUMMARY. STATEMENT OF. r»:m o o
PREFIX {EACH DEFICIENCY:MUST BE PR ' ol
TAG | AEQULATORYORLsC. '“"“msgfﬂag“?‘" ion _ e : mwowémm»rmmw R
1379, bcnﬁnuéd From paga’it o ' E3re ' T
1 Todrh vig. ambuhnpo«qﬁer ne-dustained.a Continued from page 4. A
breihged: seizure. Review of the correspondin - ’
| incitight teport reveaiad § G gmmm 9
 friessage had beendaft et DOK .
Sanik ddy ds:the incliian|
inciognt:notifications had nat, However nefi
any wiitten:nalifications » : ‘
frorfi.tfie Tty wmnthapast 19 monm
| Qn dapuary 15,2014, at 11:05:wm., inferview: |
| withete:LPN mwmﬁ;mnm reveslgd that
m?f? B%eﬁmaﬁzaliedan:d ) ammga; .
] [Q’#
e
- 8 | iy i1 writing, omen;u iatﬁr, he:
' ﬁﬁoﬁﬂmw:m ina
g 0o R0 n n nee |
B whh s i rayytisitio - e .
1 4ﬂ1 8521, HABILITATION ANEY TRAINING: e i
: ] nd the QIDP  [2/7/2014
| Each GHMRP shall heiiliatio {The DDS Service Coordinator a kt e Q| /7/201
and esgistancels. Men{s and the IDT has concluded to make a
thie resident' & Individuat Habiﬁtaﬂqn pum  correction/addendum to the ISP pending
Stanit individual #1's ISP to reflect only the goals |
ggi:ﬁ o w;:;gmhf &:ww&m | being tracked in tndividual #1 residence and |
‘Feview, th GHIID: sttt talled: fo' ff e it Sach, day program on 2/7/2014.
resjdent’s. seif-ivisdicatior Iraining progrants #nd i ]
' mm Hhiat were: Inchudid in: ISFs Tor M { individual #2 just had a new ISP completed | 1/30/2014{
' ;g)) residacts fithe sample. (Residents#‘! and on 1/29/2014. All staff have been trained andol ]
X on 1/30/2014 on the new IPP in accordance | ONEOINE
The findings inslude: with active treatment and as recommended :
| 1 Eaolly nursies-did it conststanty implerhiint by the Interdisciplinary team.
Ras'dent #1's and #2's seff-madication traihing . The House Manager will monitor every
| Programs, as foliows: . other day and the QIDP will review monthly,
:ﬂdmﬁogu!atbﬁ&l.!unshg = e rrmmmnd
Ao FITCH Woontiaation drest .5.0f Yo



UPPLERICIA | T WILTP S SOReTRIGTD
IDENTIF’GATIWNUMBER &Q‘B)ﬂll?dmge ueTion

e — HFDOS003) ki S w2034
j o o N " e e o JW—
' NAMEOF PROVIDER OR'SUPFLIER smearmn;qé CITY; STATE, izMooz '
SYMBRA FOUND" oN 21 KENREDY STREET, NE
| M ATION: _ WASHINGTON, DG 20011
(anu memmoéfmeuoss b mw;mmwwwcomg r&eu s
mep (eac Eﬂcvuusr'aehasesusu BY.FULL. REFi: ALH GORRECTIVEAG: Corere:
REGULA?O&VORLSC]QENHF“NQFNFGRMAM "?ES’." s&mwm?ﬂfm&fm Dare.
ez cmmued From page § ) '

Continued from page 5.

A On Jahiusiy.14, 2014, at 7:56 a.mw
eclatin use (PN k1) punched ¢

! @n ggzmmyu 2014, 8t 300 fuit, teview of
| | Reakiont ;MAR.mveaIedthat&ehadas&fﬁ-

{-Punmweuicam.

fone.on ihw rooting :of iy
2014, ag&“ﬁanm»; SLLPN #1 dic
‘w«oraﬁsimmmw g i tieidics
ofthe blisterpacks; i EEs: ‘

mg)and a muitivita : “fron
respeciive bllsterwksvlnta é maﬂfcgtxm &l
pouted B-ouncas ofisphing water dnd Saingd =
 thefinto the resident’s bedroom. LPN #1 handéd
‘the medications o Risident #1 arid ke |
sconsumed-then. He immedlately machad for
| waterand drank itindeps ,ﬁen LPN#
refumed to-the., nwgﬁsm it tha Kitctien ard
initiled the resident’s MARS

""'Emmm& (oY e

STATEFORM. : ) Brren [t conmimmnuhiont 'sixe 10
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IDENTIFICATION NUMBER:

5o

PEIMULTIFLE CORSTRUon

Tows DATE Sy

0t16/2014

Nait OF PROVIDER OR SUPPLIER -atgzermnegé; cmgsmzz;p qms
521 KENREDY S'TREET, N

. DAy0 SUNMARY STATEMENT DF DEFICIENCIES

PREFOS {EACHDEFICIENCY MUST BE. PRECEOED. BY FUL,
TAG REGULATORY ORLSC IDENTIFNG INFORMATION TAG:

AL
PREFIX.

B

, e
CROBSHEFERENCED 10 THE APPROBRIATE. bAfe
DEACIENQY) 4 e

1422 Continued From pege 6

{iame>will identfy his med

| carigectitive: monttia,®

2014 feviealed that LPN #1 gid o
| Resident#1-the-opportunity-to-kier
tditation by.neme;, in

“{réiniig program..

Resident #2'6.IDTs Were developed and

follews:

#2 Were-obiservid i

sitching televigion in his bedroom . Staff

OnJanuary 14,2014, at 3:10 pm., feviewiof |
Resident #1's MAR seveaied. thit he.hed & self-
medication traliving progran. The. progtait
Ineluded::"With verhal prampts, <Residert#1's
{name> will identty hix. medibation (Keppie) for
{ med pass:at 70% of alf oppertunities for three

wnsmmemomw't’f&nuag 14,
ko

{Qf Jantiary 16, 2014, Inferviews with tha LP
Goottinator (LPN #2) and QIOP#1, at 10:00
d.m. and 11:07 a.m. respechively., tevasled tigt
DOt had abssrved the.menting mesication riurse |
implerhent trie-résidents' selfmedication teaining, |
| prograins I the padt. At thefime of the survey
oweaver, facility furses, faileq to show evidence
they.conalstaintly provided opportunities for the
nagidents to develop and maintajn their skilis .

l. This QIDP falled th erisure that trejing
progrars.recommended by Reskient#1's and

nted 1it.accotdanice with thelr ISP, g6

On Janvary 14, 2014, Résident #1 and Resident
the harhe-from 7:11 a g, -
8:45 a.n. 4d againfrom 345 p.n, - 708 piri.
Moiming tbaervations revealed neither resident |
wag provided the oppartuntty to engage'in their
sgif-medication training programs {see-gbove).
‘Evening otiservatioris revealed Resident #1 -
spent most of his'time listening to music and/or

| 1422

N

¥

Continued from page 6.

Healty Rageation & Licensing Administraion
STATE FORM
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Sing Adminfétration _ b o
| &1 PROVIGERSUPFLIERIGITA (X2} MULTIPLE CONSTRUETION. i | o DATE SRET
ADENYIFICATION NUMBER: vﬁmmm“ , . W’&mm

) — HRDOY-0030 | B wig,_ —~ _Utifeeons |
NANE: ""GFA,EIROVIDE.R‘OR SUPPUER STREETADDRESS, GiTY, STATE, P CODE ' o o
SYMBRAL FOUNDATIO DS o, STREET, N
UNDATION __WASHINGTON, Bt 30019 .
X4 1D ", SUMMARY STATEMENT OF DEFICIENGIES, Iy PROVIDERS PLAN OF CORREGTION. o5 1
‘PREFiX {EACH DEFICIENCY MUST BE PRECEDED 8Y FuLL "PREFD % mﬂg&#ﬂ GINVE ACTION SHOULD BE HAPLETE
-G REGULATORY OR'LEG IDENTIFYING INFORMATION ‘ ?"-;5? GR‘EQQ&HEFEREEN:&&» \ :;:’unatigws cogggm .

F H227 Continued From page 7 1 422
| periodically knavked on his Bédroor door arid ;

2ngagaed Resident #1 in conversatioh, Resldent [ Continued from page 7.
#1 joined his peiers.for diriner 8t 8:38 p i then

returned to fis Medroom at.6:50'p.n, after
finishing his meal. He wag watidin

when thissurveyor left-at 7:06 p.aY,

Nsoon January 14,2014, fram Sub:pitn. ~ 530
Wing roony sata , Holding thid not lnoking 1n) &
magazine. A DL, Rﬁ?j{ieﬁtm'k\:?@dﬁm
a igeaw puzzle, which he workel ot inf the diniigs|
room uniitstaft Informen him that they were
boutto have.dinner. Staff was then ohstrved |
sefting the dinner table whils Resident ¥2-aivd' a

| Review.ot'the two residents’ anpual 1$Ps and
[ traifiing programs. revealed the foliowing :

A. On Januaty 15, 2014, beginning at A%:12
p.m., réviéw of Resident #1's.ISP (dated April 8,
20113) tevesiled several frajhing programs: that
thet ware not erg}\gﬁmgmw suz&mfy
teports prépared.by the QIDP, For exampie,
mwam évidence that the faciiify
impleminted the following -

- "Ifi- 4 groiip setting, after staff have read astory
| to-Fiiin, <résident's names will explain what g
Understood ta Kig peers for five consscutive
fiiftutes on 80% of the opportuntities provided for
six.consecutive months within.a year;"

- "SResident's name> will.chose two activities of |
daily living of his choice (brushing his teeth, dust
: furnéture/ table; :and emply trash canj o .

-complete them with 100% independance three
Wn@i«m & Licensing Administration '
STATE FORM

o FeTE! I continiiaton sheed, §.of 10
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ANDPLANOF CORRECTION uumrmmu NoMBER:-

mwxhpaoven

; (xu Paawpsmsupmsm W

HFDOS:-QOSQ

LB

2] MILTIPLE GORSTRUGTION
& BULDING,.

(X3) DATE SURR Vi
?c Rvev

"

NAME OF PROVIDER OR SUPPLIER
SYMBRAL FOUNDATION

smﬁemhonssstcm sm‘m b4 gouz;
521 KENNEDY SYREET, NE
WASH!NGWN m 200414

e
TAQ

SUMMARY: smeusm o# QEFIGIENGIES
(EACH DEFICIENGY MUST BE PRECEDED Y. FULLL
REGULATORY'OR LSC IDENTIFYING' INFORMATION

i | e
: : an
TG cnmwmm@w%w.

1.422.
{ out of four-trials for six- -Gonsectitive months in

- mntﬁa wtthin orte year. >

“The:QIDP was inferviewsd n the fagiity oo
Jenuary 15.

| also recommended an exercise program for the
| upper and lower bady, using 4-pound cuff

"C'Qnt‘inged From page 8

one year;”

- St will shew. <resident's narmes the.disick _
and wilk ask him:fodell them thé tithe. (the time
nified is‘associated with toutine schedule of
mtvme& in the home) faonthly;” #iid,

"Aﬁe* revie:m adleg; merr ‘catdlogies;

14, Begmning at 112 gm., 10
ascertain the status of the aforemstinid goals.
QIDP#1 stated that the goals wars "not Sormal
goals, not targeted goals” arid stafl, Merefore
ware not documaenting their In _

participated To-the Exit Conferancs., |
phone, on January 16, 204, mm?ﬁ
i snastatedthat‘ Ps gid nat ) ude :
“Wnformal goals™and the pxpadaﬂbn wasthat the:
m would &gplem:rg éﬁ#mﬁ; uﬁpﬁ\e
soughtio ame e resident via
mmmeaﬂans with the $C.

B, Similarty,.on January. 15, 2014, at 2:55.p:m,,
‘fevigw of Resident #2's ISP (dm .{anuaq a0,
201.3) tevealed his intnmisclpﬂnaly tgam had
‘Feosmmended a program where: the B resident
woliid'dress himeelf after using the bathreom
(réiiese his: pants, fasten the beft; elc.). The téam

weights. Réview of QIDP #1's third quarterly

| tioh., The
resident's DS service.coprdinalor sc) .

|Continued from page 8.
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An FBI Fingerprint fLive Scan for DSP #4 was .

. A & Hper pant | completed onl/7/2014, DSP #5 was completed on

1. Accotding to the:apigtication form, DSP #4 applisd for |
oveniber 18, 2013. There was o,

2/2/2014 and DSP #7 s eligible (attached).

..xncam Manager will review personnel records prior | :
to new staff assuming duty. File will be checked for
completeness in back check.

QUIDP will be notified of new staff and review

personnel within seven {7} business days of new

staff assignment to ensure compliance with
background check requirement.

QA will review all new hires on a monthly basis.




DEPARTMENT OF HEALTH
HEALTH REGULATION & LICENSING

>u§z_m§>doz

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

- Based on review-of the staff schiedule and personnel
Tecords and initerviews with management staff, it was
determined that the facility failed to obtain a finger print
-or live'scan, for three of five employees hired since
] December 2012, (DSP'#4, DSP #5.and DSP #7)

The findings include:
Oni Jantiary 16; 2014; beginning at 11:26 2., teview
support professionals (DSP)- working directly with

47 regulations were amended. Of those five, there.was
| 2o evidence that three DSPs had beeti finget-pritited for
an FBI background check, as fllows;

1. Accotding to the application form, DSP #4 applied for
_employment on Novemiber 18, 2013. There was no.
evidence of an FBI fiiger print ot live scait-performed at
the time of hire. The record showed thié enijiloyee had
on October 7, 2013. Teléphone interview-with an
-administrative representative at the corporate office-on
January 16, 2014, at approximately 1:02 p.1ii: confirmed.

wmm_wuao%nm&@ .&ﬁs&gwgﬁ.@éguw

2/7/2014 and DSP #7 is eligible {attached).

personbel records revealed the: facility hiad nineidirect
| residents. Five DSPs had becn hired since the Chapter ‘

the sutveyor’s findings. The record showed that DSP #4 |

An FBI Fingerprint /Live Scan for DSP #4 was
completed on 2/7/2014, DSP #5 was completed on

House Manager will review personnel records prior |
to new staff assuming duty. File will be checked ?..
completeness in back check. )

QIDP will be notified of new staff and review
personnel within seven {7) business days of new
staff assignment to ensure compliance with
background check requirement.

QA will review all new hires on a monthly basis,

Y277/2014
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INSERVICE TRAINING

DATE: January 14th, 2014

INSTRUCTOR: _Ademola Davis (OIDP)

TOPIC OF TRAINING: TRANSPORTATION SAFETY - SEAT BELT AND TIE DOWN'USAGE

SUMMARY OF TRAINING: REVIEW TRANSPORTATION POLICY EMPHAQTQ ON:
THE DRIVER AND PASSENGER OF THE VAN MUST BE SECUR . /
OPERATION. THE ESORT AND OR DRIVER WILL RE-CHECK TC ;
SEAT BELT. IF A SEAT BELT CAN NOT SECURE THE INDIVIDUS
SHOULD ANOTHER SEAT BELT BE NOT AVAILABLE ,THEINDI

TRANSFERRED TO ANOTHER VECHILE. OPERATING AVEHICL K | SEATBELT IS
NEGLECT ( EVEN THOUGH NOT ONE IS INJURED). .
DEFECTIVE SEAT BELT AND OTHER EQUIPMENT DEFECT MUS. __ ... o\ 10 11iE HOUSE MANAGER,

QIDP AND DIRECTOR OF OPERATIONS (MR, MOHAMMED) BEFORE THE VEHICLE IS MOVED. IF AN
INDIVIDUAL IS USING A WHEEL CHAIR WHILE BEING TRANSPORTED, THE CHAIR MUST BE EQUIPPED WITH

A SEAT BELT AND SECURE WITH TIE-DOWN. INDIVUAL/S WHO USE A WHEEL CHAIR, AND IS ABLE TO
TRANSFERS TO A REGULAR SEAT IN THE VAN MUST BE SECURED BY A SEAT BELT.

fVEHICLE ISIN

al  ERSEATBE
F(//‘&"‘ TAND ISTO BE
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SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

TAX ID. 52-1348838

P.O. Box 60672 914 SILVER SPRING AVENUE,
WASHINGTON, D.C. 20039 SUITE 103
. SILVER SPRING, MARYLAND 20910

TELEPHONE #: (301) 650-5722 FAX NUMBER: (301) 650 -5729

February 10, 2014

Ms. Kimberly James

Department on Disability Services
1125 15™ Street, N.W.
Washington, D.C. 20005

Dear Ms. James:

Please find enclosed, the Plan of Corrections for the sﬁrvey completed on
1/16/2014 for Harmony Group Home, located at 521 Kennedy Street, NE,

Washington, DC 20011.

Should you need further information please contact Ademola Davis (QIDP) on
(301) 674-7702..

Sincerely,




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

TAX 1D, 52-1348838

P.O. Box 60672 914 SILVER SPRING AVENUE,
SUITE 103

WASHINGTON, D.C, 20039
SILVER SPRING, MARYLAND 20910
TELEPHONE #: (301) 650-5722 FAX NUMBER: (301) 650 5729

February 10, 2014

Mr. Ervin Henderson, Resource Specialist
Department on Disability Services

1125 15" Street, NW.

Washington, D.C. 20005

Dear Mr. Henderson:

Please find enclosed, the Plan of Corrections for the survey cdmpleted on
1/16/2014 for Harmony Group Home, located at 521 Kennedy Street, NE,

Washington, DC 20011.

Should you need further information please contact Ademola Davis (QIDP) on
(301) 674-7702.

Sincerely,

Rhonda Seegobin! C



SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.,

© TAXID, 52-1348838

P.O. Box 60672 914 SILVER SPRING AVENUE,
WASHINGTON, D.C. 20039 SUITE 103
. i SILVER SPRING, MARYLAND 20910

TELEPHONE #: (301) 650-5722 FAX NUMBER: (301} 650 -5729

February 10, 2014

Ms. Audrey Lester

Department on Disability Services
1125 15™ Street, N.W.
Washington, D.C. 20005 -

Dear Ms. Lester:

Please find enclosed, the Plan of Corrections for the survey completed on
1/16/2014 for Harmony Group Home, located at 521 Kennedy Street, NE,

Washington, DC 20011.

Should you need further information please contact Ademola Davis (QIDP) on
(301) 674-7702. '

Sincerely,




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

TAX ID. 52-1348838

P.O. Box 60672 914 SILVER SPRING AVENUE,

WASHINGTON, D.C. 20039 . SUITE 103
SILVER SPRING, MARYLAND 20910

TELEPHONE #: (301) 650-5722 FAX NUMBER: (301) 650 5729

February 10, 2014

Mr. Roland Follot
Department of Health

825 North Capitol Street, N.E.
Washington, D.C. 20002

Dear Mr. Follot:

Please find enclosed, the Plan of Corrections for the survey completed on
1/16/2014 for Harmony Group Home, located at 521 Kennedy Street, NE,

Washington, DC 20011.

Should you need further information please contact Ademola Davis (QIDP) on
(301) 674-7702.

Sincerely,




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES; INC.

INSERVICE TRAINING

TOPIC: Ve Hictp  MAINTENANCE CHECKLIS T

INSTRUCTOR: /£330 A bkbcrrirrss o’ | DATE: oj— 5 - 1
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SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.O. Box 60672
WASHINGTON, D.C. 20039

914 SILVER SPRING AVENUE, -

SUITE 103

SILVER SPRING, MARYLAND 20910
TELEPHONE #: (301) 650-5722
FAX NUMBER: (301) 650-5729

INSERVICE TRAINING

TOPIC: NeWale. Mamrenance clece\ist /

Nawn

\50\ ook,

INSTRUCTOR: Ad emo{o\ ‘bqo AN /Ol pl,\
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TELEPHONE: {301) 650-5722

914 SILVER SPRING AVENUE, SUITE 103
SILVER SPRING, MARYLAND 20910

VEHICLE SAFETY AND MAINTENANCE REPORT

Odometer Readine: g3

License Plate #: 8D I €

House #: H'HYW'O ﬂj

INSTRUCTIONS: Inspect all times and asswer all questions. Check all satisfactory inspection items. All
unsatisfactorv items showdd be-mexked and give description of unsatisfactory condition in the space.
Lo SK 228k ace.

{ INSPECT UNSATISFACTORY INSPECT
ITEMS | |
| Head Lights v | Bumpers/ Slash Page .
High Beam v Gl Work
Rear Lights v ol | A Hood T
| Stop Lighs Vi crabdhas o bok dde [€ | Fendes
.Back—up Lights v m ,;9 Afay ol .-’.<o- Roof
Side Lights v o Trunk i
Emergency Flashers ./ h—""| Quarter Pagels
Turn Signal Lights i SOMDE o g | PaintFinis
Windshield/ Window Glass v ' o+ Hub Caps
Windshield Wipers/ Wash v’ «71 Bright Work Trim
Defroster/ Heater v need pre o b bt od ¢ o < Seat Blt/ Sid. Harness
Rear Window Defogger (Ve ' ‘v~ | Upholstery
Brakes v’ w1 Ceiling Carpeting
Parking Brake v 1| Trunk Interior
Motor vl " | Muffler ]
Moszor Oil Level v L~ Air COﬂdiﬁﬁﬁng ]
Transmission v He COARILS Door and Trugk [ ocks T
Transmission Fluid Level v i~ Front Tires ]
! Radiator Level v” | Rear Tires ]
1 Power Steering Fluid Lvl. v’ L~ Spare and Snow Tires
} Steering | v’ v | Emergency Flares ‘
Epeedomcter/ Odometer v’ | Jack and Lug Wrench
Average %bove Average — Below Averag

Inspector’s Opinion of Safety & Care:

6"\*

Title: H’F Mavager

Inspect «r’s Signature=—t¥

Date of [nspection: i I l‘% “L}-




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

TAX ID. 52-1348838

P.O. Box 60672 914 SILVER SPRING AVENUE,
WASHINGTON, DC 20039 SUITE 103
’ © SILVER SPRING, MARYLAND 20910

TELEPHONE: (301) 650-5722
FAX NUMBER: {301) 650 -5720

Reviewed : 10/17/2013

TRANSPORTATION POLICY

1. The driver and all passengers must use a seat belt at all time. If the seat belt is not working, the
individual/s must be transferred to another van.

2. Each Vehicle must have its basic operational and safety systems (brake, fluids, steering, heating,
cooling, lifts, seatbelts, wheeichair tie-downs etc) checked on a weekly basis.

3. All individuals onboard transportation must be secured by seatbelts at all times when in transit,
should an individual remove the seat belt, the drive must pull over and the seat- belt must be

re-secured by the escort.

4. All wheelchairs must be properly tied down as per wheelchair instructions to ensure individuals
safety.

5. Any suspected mechanical malfunction (brakes, fluid leaks, engine noise, steering problems,
heating and cooling systems) must be reported to the Director of Operations immediately. The

vehicle will be removed from service until the repair is completed.

6. Each driver must complete a pre-check and complete a checklist before every use, and complete a defect
malfunction report to maintenance and the Director of Operations immediately.

7. Each van will have a driver and an escort when transporting more than (2) individuals to the day
program / event appointment etc.

8. Only management personnel at the position of a Manager and above will authorize any change of
(item #5). Taking into consideration the consumer/s functional level, community survival skiils and
the kind of supervision required to provide for the safe transportation of the individua!.

9. Each vehicle will have the oil changed bi-monthly or every 3000 miles.

10.  The escort will sit with the individuals and not in the front passenger seat when individuals
are being transported.

11. Alternative transportation (lease, metro-access, taxi) will be utilized should a vehicle be removed
from service for a mechanicai / safety concern.

12. Day Program and the individual/s will be informed of any delay in departure or arrival
times.

13. After each use of the van; before the van is locked, staff must check to see that no one
is left init,



SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

TAXD. 52-1348838
P.Q. Box 60672 914 SILVER SPRING AVENUE,

WASHINGTON, DC 20039 SUITE 103
SILVER SPRING, MARYLAND 20910

TELEPHONE: (301} 650-5722
FAX NUMBER: (301) 650 -5729

TRANSPORTATION POLICY

Wheelchair Ramp Requirement

* Alltransport vans must have a retractable access ramp able that lifts and lowers smoothly. This ramp will
be equipped with a guardrail system to prevent a wheelchair from rolling off while the ramp is in motion.
While in motion the ramp will attended by an assistant to monitor the wheelchair. The wheelchair has to
be locked (brakes on) while the ramp is in motion. The ramp also will have a manual retraction or
extension system in addition to an automatic system, in case the van suffers a power failure. For ramps
longer than 30 inches, the load capacity will be 600 pecunds; under 30 inches, the capacity will be 300

pounds.

Wheelchair Tie Downs

* After the wheelchair is in place on the van, the chair must have the brakes on and be firmly secured to
prevent rolling. This is accomplished by four tie downs near each wheel. The tie downs will be anchored
firmly to the floor of the van and wrapped around the frame of the wheelchair near each wheel. The belts
must secure firmly but be able to be quickly disconnected. This is accomplished by having a seat belt-like

latch on the tie downs.

Seat Belis

» All persons on the van (driver included) will wear a seat belt or a shoulder belt while the van is in
motion. If a person cannot fasten the seat belt by herself (due to the disability}, then the driver or

the attendant must fasten and undo the belt. This belt must meet all safety requirements of the
Fecleral Motor Vehicle Safety Standards (FMVSS) Section 49 CFR part 571.

Lighting

« The van will be well lit when loading and unloading passengers at night. The lighting requirements are
that all areas must have at least 2 foot-candles of illumination at all points during the loading/unloading
process. This includes all steps, ramps, and stairwells. The 2-foot candles of illumination must be at the

ficor level,

The vehicle shall be used for transporting individual's on official business i.e. day program, community and social
activities, a nd appointments, family visits etc. and any other business in the individual/s interest as directed by

the administration,

Note: This policy will be reviewed at least annually and will be revised as necessary.

UPDATED: 2/5/2014



SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.O. Box 60672
WASHINGTON, D.C. 26039

914 SILVER SPRING AVENUE,
SUITE 103

SILVER SPRING, MARYLAND 20910
TELEPHONE #: (301) 650-5723

FAX NUMBER: (301) 650-572%

INSERVICE TRAINING
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SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.0. Box 60672 914 SILVER SPRING AVENLE,
WASHINGTON, D.C. 20039 SUITE 103
: SILVER SPRING, MARYLAND 20910
TELEPHONE #: (301) 6505722
FAX NUMBER: (301) 650-57»

TONC: <ELF MEBICHTIIN SKILLS

TovwuaL: (rREGoRY ANIREIES

INSTRUCTOR: ’) A W l@u DA'AI’E:-‘ /1 //-‘2-,1%/
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
Department on Disability Services
Developmental Disability Administration

* Friday, February 07. 2014

Alin: Mr. Ademola Dovie

Symbrat Foundation for Community Services, Inc,
§21 Kennedy St. NE

Washington, DG 20011

RE: BRIAN DEWITT ISP AMENDMENT
ToWhom it May Cancem:

The rasidents of 5217 Kennedy St. NE, Washingion, DC 20011 underwant an annual
Department of Hestth Revew during January 2014. Srian Dewitt's case wes surveyed.
On January 16, 2014, SC (Audmy Lester) teloconferenced with eam members far
survey ciosing. DOM Surveyor noted Brian Dewilt's ISP contained “informal gagis”
which were not being tracked in his residence. 8C, Audney Lester, suggested "infoanal
foals” be removed from Mr. Devitt’s ISP and residential feam members agreed,

On Friday, February 07, 2014, SC amended Mr. Dewitt's ISP i reflect only goals baing
tracked in his residence and day program. Mr. Dgvis has received Brien's amended
18P via wmail from SC. Tearmn membors are alse scheduling Mr. Dewitt's Pre-ISP
Maating in preparation i his upcoming ISP in Apri 2014,

i you have additional questions or cancems, please feel welcome to contact me by o-
Audeey Lesterd@dc gov o phone &t 202.615,0641.

DAvIS

e —

50, D.C. 20005

1125 16" Stroet N Washingty

T 202.730-1700 weww: dds.do.gov
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SYMBRAL F OUNDATION FOR COMMUNITY SERVICES, INC.

P.0. Box 60672
WASHINGTON, D.C. 20039

TELEPHONE #: (301) 650-5722

914 SILVER SPRING AVENUE,

SUITE 103

SILVER SPRING, MARYLAND 2091¢
FAX NUMBER: (301) 650 -5729

MEETING SIGN IN SHEET

Types of Meetin

' - .. Intake Meeting
INDIVIDUAL’S NAME: § S[%QQ“A Aﬂd e uws ___ 30 Day Review
DATE: 0!'25‘ iy Annual ISP

f Case éonference
. Human Rights Meeting
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___ Other
Participants Participants Agency / Title Telephone |
(Print Name) Signature Number
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Tpeph T - 7
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SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.0. Box 50672
WASHINGTON, D.C. 20039

914 SILVER SPRING AVENUE,
SUITE 103

SILVER SPRING, MARYLAND 20910
TELEPHONE #: (301) 650-5722

FAX NUMBER: (301) 650-572%

INSERVICE TRAINING -

TOPIC: IS0 ]1PP  Soc Q(Qﬁ Ardrews

INSTRUCTOR: A A o nola Do ors

SUMMARY OF TRAINING: ﬁ_“ S'\"‘\g: w\\\ QQ.:’\‘\VQ,W\
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SYMBRAL INDIVIDUAL SUPPORT PLAN

NAME: Gregory Andrews ISP DATE: 01/30/14
DOMAIN: Self Medication.
ACTION PLAN
GOAL SUPPORT SRATEGY FREQUENCY/ TARGET
1 EVALUATION DATE.

With Verbal Prompts, Mr. | During the PM Medication Pass, | Symbral Staff will docoment
Andrews will get his own | The Staff will verbally notify Mr. | Mr. Andrew’s participation
water for his own Andrews that it is time to get his | Five times a week (7 times a
Medication during the Medication. . week). (PM) 01/30/15
Medication
Administration, 80% of all | During the Medication
opportunities for 6 Process, Staff will observe
consecutive months. Mr. Andrews when getting his

Water, punching of the
Medication and document after
completion.

In other for Mr. Andrews to
successfully accomplish this
goal, Staff will give verbal
prompts to assistance Mr.
Andrews.

Staff will always praise Mr.
Andrews after every
completion and encourages
him as needed.

MONITORING OF PLAN: QMRP will monitor the progress of this goal on a quarterly basis
using the following schedule: 04/30/14, 07/30/14, 10/30/14 and 01/30/15.

PROIJECT

IMP LEMENTATION DATE: 02/30/14

PROJECT

COMPLETION DATE: 01/30/15




SYMBRAL INDIVIDUAL SUPPORT PLAN

ISP DATE: 01/30/14

NAME: Gregory Andrews
DOMAIN: Ambulation Endurance.
ACTION PLAN . .
GOAL SUPPORT SRATEGY FREQUENCY/ TARGET
2 EVALUATION DATE.

With Verbal Prompt, Mr. | With Staff encouragement and Symbral Staff will document
Andrews will participate in | support, Mr. Andrews will engage | Mr. Andrew’s participation
Ambulating in the in a Simple Physical Ambulation | Three times a week (3 times
Community for 20 minutes Exercise in the Community to a week). (M‘mdali 01/30/15
3 days per week for 6 improve ambulation endurance. Wednesdajg)and Friday)
consecutive months. ' *

During the Ambulation
Exercise, Staff will encourage
and assist Mr. Andrews as much
at all time.

In other for Mr. Andrews to
successfully benefit from this
goal, Staff will give verbal
praises during Ambulation and
after the completion.

MONITORING OF PLAN: QMRP will monitor the progress of this goal on a quarterly basis
using the following schedule: 04/30/14, 07/30/14, 10/30/14 and 01/30/15.

PROJECT

IMP LEMENTATION DATE: 02/30/14

PROJECT
COMPLETION DATE: 01

/30/15




SYMBRAL INDIVIDUAL SUPPORT PLAN

ISP DATE: 01/30/14

NAME: Gregory Andrews
DOMAIN: Personal Hygiene Skills.
: ACTION PLAN
GOAL SUPPORT SRATEGY FREQUENCY/ TARGET -
3 ' EVALUATION DATE.
With Verbal Prompt, Staff will make sure that all tools | Symbra] Staff will document
Mr. Andrews will brush his | are available during the cause of | Mr. Andrew’s participation
tooth to improve his this goal (Tooth Brush, Tooth seven days a week (7 times a
Dental Hygiene 80% of all | paste and Water), week). 01/30/15
opportunities for 6 Staff will assist/ o+ M
5 W1 assist/suppo: I.
consecutive months. Andrews during the Tooth
Brushing.

In other for Mr. Andrews to be
successful, Staff will give
verbal praises during the cause
and at the completion of this
goal.

MONITORING OF PLAN: QMRP will monitor the progress of this goal on a quarterly basis
using the following schedule: 04/30/14, 07/30/14, 10/30/14 and 01/30/15.

PROJECT

IMPLEMENTATION DATE: 02/30/14

PROJECT

COMPLETION DATE: 01/30/15




SYMBRAL INDIVIDUAL SUPPORT PLAN

NAME: Gregory Andrews

DOMAIN: ADL Skills.

ISP DATE: 01/30/14

ACTION PLAN
GOAL SUPPORT SRATEGY FREQUENCY/ TARGET
4 EVALUATION DATE.
With Staff assistance, Staff will verbally tell Mr. Symbral Staff will document
Mr. Andrews will take his | Andrews to take his plates to the | Mr. Andrew’s participation
plates to the dish washer | Kitchen after completing his five times a week (5 times a
in the kitchen after each Meal. ("Mr. Andrews, can you week, Mon—Fri. Dinner | 01/30/15
meal 80% of all please take your Plates to the Dish Time). . :
opportunities for 6 Washer for cleaning please™). '
Staff will encourage Mr. Andrews

consecutive months

to take his plates to the kitchen
right after his Meal. (This will

also discourage his Ghost eating).

In other for Mr. Andrews to be
successful in this goal, Staff
will give verbal praises for
every compliance.

MONITORING OF PLAN: QMRP will monitor the progress of this goal on a quarterly basis
using the following schedule: 04/30/14, 07/30/14, 10/30/14 and 01/30/15.

PROJECT

IMP LEMENTATION DATE: 02/30/14

PROJECT

COMPLETION DATE: 01/30/15




SYMBRAL INDIVIDUAL SUPPORT PLAN

NAME: Gregory Andrews

DOMAIN: Recreation/Social Community Activities.

ISP DATE: 01/30/14

. ACTION PLAN
GOAL SUPPORT SRATEGY FREQUENCY/ TARGET
5 EVALUATION DATE.
Mr. Andrews will Every month a schedule of Symbral Staff will document |
participate in a Social Social Community Mr. Andrews’s participation
Community Activities of | Activities/Recreational twice a week (2 times a
week). 01/29/14

his choice twice a week,
80% of all opportunities
for 12 consecutive
months.

Activities will be developed.

Staff will verbally prompt Mr.
Andrews that it is time to
choose a Social community
activity of his choice,
presenting to him a couple of
choices and possibly provide
him with a Catalog,
Weekender etc to choose from

In other for Mr. Andrews to
successfully accomplish this
goal, he will be given a lot of
choices to choose from weekly
by Symbral Staff.

MONITORING OF PLAN: QMRP will monitor the progress of this goal on a quarterly basis
using the following schedule: 04/30/13, 07/30/13, 10/30/13 and 01/30/14.

PROJECT

IMPLEMENTATION DATE: 02/30/14

PROJECT

COMPLETION DATE: 01/30/15




SYMBRAL INDIVIDUAL SUPPORT PLAN

5/5 trials 4 times a week for A

é months

time to exercise with the Cuff.

Staff will assist, support and
encourage Mr. Andrews during
the exercise.,

In other for Mr. Andrews to be
successful in this goal, Staff
will give verbal praises during
the cause and completion of
this goal.

Weds, Fri and Sunday.

NAME: Gregory Andrews ISP DATE: 01/30/13
DOMAIN: Gross Motor Exercise.
ACTION PLAN
GOAL SUPPORT SRATEGY FREQUENCY/ TARGET
EVALUATION DATE.
Mr. Andrews will complete | Staff will make sure that the 4Lbs Symbral Staff will document

upper body and lower body | Cuff Weights is available, and Mr. Andrew’s participation
conditioning exercise with when time for the exercise, staff | five times a week (5 times a
the use of 4Lbs Cuff weights | is will tell Mr. Andrews that it is week). (Monday, _Tues, | 01/29/14

MONITORING OF PLAN: QMRP will monitor the progress of this goal on a quarterly basis
using him following schedule: 04/30/13, 07/30/13, 10/30/13 and 01/30/14.

PROJECT

IMPLEMENTATION DATE: 02/30/13

PROJECT

COMPLETION DATE: 01/29/14




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.O. Box 60672 914 SILVER SPRING AVENUE,
WASHINGTON, D.C. 20039 SUITE 103

SILVER SPRING, MARYLAND 20910
TELEPHONE #: (301) 650-5722
FAX NUMBER: (301) 650-5729

' INSERVICE TRAINING -

TOPIC: A C»'HV e T(Qﬂhﬂm

. ._ \ .
INSTRUCTOR: AO\ ool o BC{Q'\Q | DATE:
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SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.0. Box 60672 914 SILVER SPRING AVENUE,
SUITE 103

WASHINGTON, D.C. 20039 :
SILVER SPRING, MARYLAND 20910

TELEPHONE #: (301) 650-5722
FAX NUMBER: (301) 650-5729

INSERVICE TRAINING

TorIC: ‘V\cxm}- Qo_fovh\r\% ’

INSTRUCTOR: A 3o "~ SN ig DATE: | [2s] 14
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GOVERNMENT OR THE DISTRICT OF COLU

MBIA

INCIDENT REPORT FORM
DDS Report Number: DATE OF INCIDENT REPORT:
PRIMARY Irndividua) IDENTIFYING INFORMATION
Name of Person (s) Involved in Incident (Individual): 1. 2.
Date of Birth;
Individual's Residential Address:
Evans Class Member Yes No Waiver: Yes No
Provider Name: _Symbral Foundation Phone: _ (301) 650-5722
LOCATION OF INCIDENT:
Address of Incident (if different from above)
OTHER Individual/s INVOLVED: Name: Date of Birth:
Name: Date of Birth:
STAFF INVOLVED: Name: Title:
Name: Title:
‘Name and Title of Person Reporting the Incident: Title:
Phone:
Fax:
Section 1 Incident Categorization (Circle all that apply )
SERIOUS REPORTABLE REPORTABLE PRIMARY LOCATION
1. Death Alleged abuse / neglect {Report written and 1. Residential Facility

2. Allegation of Abuse

3. Neglect

4. Exploitation

5. Serious physical injury
6. Serious Medication error

7. Inappropriate use of approved
restraints that results in injury

8. Unplanned or emergency
inpatient Hospitalization

9. Suicide Attempt
10. Missing Pexrson

11. Repeated emergency use of
restricted contarols

12. Use of unagpproved restraints

13, Other

Categories
Physical
Sexual
Verbal
Psychological
Self Abuse
Mistreatment

Mo pe o

For abuse and neglect
allegations, staff must be
removed from all customer
contact immediately. Please
indicate below that this
action has been taken.

Name of Supervisor certifying
that action has been taken
(print):

Title:
Signature:

maintained in-house for
internal investigation and
trending/ tracking report)

Property Destruction
Medication Error
Emergency use of
restrictive controls
Suicide Threat

Fire

Vehicle Accident
incidents involving the
Police

8. Emergency Relocation
9. a. Emergency Room Visit
b.. Urgent Care Visit

W

Nowa

10. Physical Injury

11, Inappropriate use of
approved restraint (no injury)
12. Other

a. ICF/DD

b. Supervised Apartment
c. Residential Habilitation
d. Respite

2. Day Treatment Program

3. Supportive Employment
4. Community Outing

5. Transportation Vehicle
6. Natural Home

7. Hospital

8. Nursing Home

9. Other

Tindated 1/14/200 12




# GOVERNMENT OR THE DISTRICT 1%5[ COLUMBIA

INCIDENT REPORT FO
DDS REPORT NUMBER: : DATEOFINCIDENTREPORT: ____
Name of Person (s) Involved in Incident (Individual): 1. 2.
Section 2 DESCRIPTION OF INCIDENT (Check or complete, as appropriate)
Date of Incident: Time: am O pv O Wimessed O Discovered [ Informed by: .
Reporter Code: O 1. Employee 3 2, Individual O 3. Pamity O 4. visitor O 5, Other (Name):
Witness Name: Witness Telephone Number:
Witness Name: Witness Telephone Number:

Description of the Incident (please provide all information in a clear and concise manner - use addition pages as necessary.,

Write neatly - PRINT IF NECESSARY)

Immediate Action Taken: ( Include what actions were taken and by whom, i.e. medical treatment provided)

Date: Time: AMO PMOD

Signature of Reporter:

VERBAL NOTIFICATION { Check All That Apply) PERSON NOTIFIED DATE TIME

O Department on Disability Admin. FAX: (202) 730-1841
(Report to Case Managers day time and after hotirs contact answers please)

{0 ANSWERS PLEASE (202) 463 6211  FAX: (202) 671-2506

D' Department of Health / Health Regulation Administration (202) 724-8914
FAX: (202) 442-4924  VOICEMAIL: (202) 442-5833

O Medical Examiner’s Office (ALL DEATH) (202) 698-9000

0 ceo

0 Supervisor / House Manager / QMRP

O Family / Guardian

0 Nurse/ Physician

O count Moniteor

O Legal Representative / Attorney

O Ppotice Department / (MPD)

0 Other

Updated 1/14/2013

DCRA/DOH MUST BE VERBAL NOTIFIED AND A COPY OF THE, REPORT RE. FAXED TO NORAMNY ABTIeT




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

914 SILVER SPRING AVENUE, SUITE 103
SILVER SPRING, MARYLAND 20910
TELEPHONE: (301) 650-5722

Sulaiman ialloh Symbral Foundation for Community Services
agrees to contract your services, for ICE/MR/WAIVER/MR/SUPERVISED
APARTMENT under the conditions and the purpose(s) stated below:

Position Title: Direct Support Professional

Effective period of employment, from__01/09/2014 to 01/08/2015

Salary for the period of employment:_($8.00 first 40hrs.) $12.50 per hr.

Probationary period procedures:__90 days from the date hired

‘Payment schedule:_15th and the ending of each month

The applicant agrees to adhere to all established policies and procedures of
Symbral Foundation (applicable job description and available benefits are

< attached to this contract.)
7. This contract will automatically be renewed unless employer or employee

decide to end same.
8. The Applicant/Employee must attend all in-services in order to continue

employment.

Rs N

Executive Director

L, thee undersigned, have accepted the position at Symbral Foundation under the
conditions and for the purpose(s) stated.

Sigmature:_w Date:_ /- 9- JZpr4




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.0. Box 60672
WASHINGTON, D.C. 20039

914 SILVER SPRING AVENLE,
SUITE103 .

SILVER SPRING, MARYLAND 20910
TELEPHONE #: (301) 650-8732 :

FAX NUMBER: (301) 650-5729

ORIENTATION CHECKLIST
L Welcome
2 Goal, Philosophy and Missions
3 Incident Management and Reporting
4. Household Operations
(a) Discussion of Job Description
{b) Job Duties and Expectations of all staff
{c) Data Coliection - logs, reports, etc.
5. ICF vs Waijver .
6. Household Maintenance
7. Discussion of Individuals - Review ISP's
. 8. Programming
(a) How to train the MR person
(b))  Documentation procedures
9. Emergency Plans and Procedures
(a) Fire and Disaster Evacuations
(b) Medical Emergencies
(c) AWOL
(d) Individual Aggressive Behavior
(e) Death of a Group Home Resident
)) Other unusual occurrences involving Group Home Individual
10. Work Schedules
@ Requesting and Reporting leave
(b) Absenteeism
1. Grievance Procedures
(a) Initial Review
(b) Internal Appeal
(c) External Appeal
12. Confidentiality of Information
(a) . Access Rights
) Record of Access
©) Record Keeping
@ Destruction of Information
I3. Resident Rights
14, Personnel Benefits
(a) Status
- (b) Leave
{c) Medical
(d) Travel Insurance
(e) Pay

Rt ST /- 10- 14
Date

Slgnature of Staff Person



SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC,

914 SILVER SPRING AVENLUIE,

P.O. Box 60672 .

WASHINGTON, D.C. 20039 SUITE 103SILVER SPRING,

Email: symbral@aol.com MARYLAND 20910
TELEPHONE: (301} 650-5722

FAX NUMBER: (301) 650 -§729

JOB DESCRIPTION

POSITION: Direct Support Professional

SUPERVISOR: House Manager/Residential Director

QUALIFICATIONS: Incumbent must be at leas eighteen (18) years of age, have a High Schoo|
Diploma and one (1) years experience with mentally retarded citizens.

Suitable Applicants may be trained.

Additional Education in a, closely related field may be substituted for experience.

SPECIFIC RESPONSIBILITIES:

1. Assist residents in the refinement of independent living skills.

(@) - Such skills are:

Appropriate behavior, dress, hygiene and grooming
Meal preparation, shopping and nutrition
Effective communication

Money management

Appropriated sexual behavior

Traveling independently

Housekeeping

Clothing purchases and maintenance
Socialization

10. Use of phone, clock, calendar, etc.

11, Personal responsibility

12, Basic reading, writing and math

13.  Recreation
14 Motivation for personal development.

A S R R NET

(b)  Assists new residents in adjusting to the residence as easily as possible.

2. Manage day to day operation of the Residence:

(a) Does so according to the principles of normalization,
(b) Reads as follows all relevant program standards and policies and in

particular, those of SYMBRAL and the licensing agencies,



Page 2
within their

(¢)  Assists the residents in purchasing household items as necessary,
ential Services.

budget limits, and only with the approval of the Director of Resid

(d)  Ensures, that grounds and interior of house are appropriately maintained and

utilized,

(e)  Ensures, that the residence and yard are properly maintained.

3. Ensures, that residents use appropriate community resources (e. g. educational, pools, parks,

etc.).

4. Prepare and maintain records, written reports, correspondence and files regarding:

(a) Residents evaluations.
(b)  Resident Individual Habilitation and Program Plans.

(c) Fire Safety checklist.

(d) Conducts monthly fire drill and complete log report, to the Director of Residential

Services.
(e) Visitors log, -
63 Reports on residents, meetings attended, staff issues, evaluations, etc., as requested.

(g)  Safeguards the confidentiality of all residents records and information.

5. Participates in meetings and training sessions as needed.

6. Strives for the health, safety, and welfare of the residents: .
(a) follows proper procedures and take appropriate precautions for the security and safety of

the residence, occupants and furnishings.

(b)  ensures, that all residents are trained in fire safety and evacuation,

7. Assists with Public Relations and Community Education by sharing program information with f
family, officials, etc., as requested by the Director of Residential Services, _

8. And all other duties as required.

X3allat ,
Date

Employee Signature
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914 SILVER SPRING AVE., SUITE 103, SILVER SPRING, MD 20910

TELEPHONE: (301) 650-5722

EMPLOYEE WORK AGREEMENT

PLEASE READ THE AGREEMENT BELOW AND SIGN YOUR NAME IN THE APPROPRIATE
SPACE. IF YOU HAVE ANY QUESTIONS CONCERNING THE AGREEMENT, FEEL FREE 10

CONTACT THE ADMINISTRATOR OF THE GROUP
HOME.

L. I'shall be employed on a salary/ hourly basis.
2. My employment shall be governed under the provisions by the Fair Labor Standards

Act of 1939, as amended.

3. My working schedule is based according to the staffing need of the home,

4. I'will document on my Time Sheet as to the reason for hours worked above and my
. normally scheduled work hours. . -

5. Holidays recognize by SYMBRAL FOUNDATION are: (1) New Year’s Day

(2) Memorial Day (3) independence Day (4) Labor Day (5) Veterans Day (6)

Thanksgiving Day (7) Christmas Day (8) Birthdays. -
6. I will receive Vacation and Sick Leave in the line with SYMBRAL FOUNDATION

Personnel Policies, for Community Homes. My Annual Vacation and Sick Leave pay
will be based upon normal working hourly rate. All Vacation and Sick Leave pay will
be issued at straight time.

7. I'have read my Job Description and the Polic

responsibilities, and policies as outlined.
8. I agree to be responsible for any petty cash refund provided to me. I further agree to

allow SYMBRAL FOUNDATION to reduce my final pay cheque to any liabilities .
that I may have occurred in relation to a petty cash fund or any outstanding telephone

bills, that I may have made.
9. I agree to provide the Administrator with a written notice of my resignation at least

30 days in advance of my last day of work.
10. T have read and understood the SYMBRAL F OUNDATION’S Personnel Policies and

Procedures for Community Homes, and agree to have my employment subject to the
provisions thereof.

y Procedure Manual., agree to the duties,

_Kattots /= G oty .
. Date -

Employee’s Si gnaturé



SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

914 SILVER SPRING AVENUE, SUITE 103
SILVER SPRING, MARYLAND 20910
TELEPHONE: 301 650 5722

CERTIFICATION

REGARDING A DRUG-FREE WORK PLACE

The unlawful manufacture, distribution, dispensing,
possession or use of controlled substance is prohibited  at

Symbral Foundation facilities.

A random drug test will be administered to find out if
the staff are drug-free.

Any staff who is found dispensing, using drugs or refuses to
take a drug test will be terminated.

Name of Employee: _ S y/a, sman  TFasiok
Signature of Emiployee: __ﬂ/m

Date:_ /=~ 9~ Rprs¥
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SYMBRAL FQUNDATION FOR COMMUNITY SERVICES, INC,
914 SILVER SPRING AVENUE, SUITE 103
SILVER SPRING, MARYLAND 20910
TELEPHONE: (301) 650-5722

CONFIDENTIAL REFERENCE REQUEST

. ey 4
7 o Lo ¢ v o)

Dear Sir/Madam:

/she was previously employed by you. Your evaluation of him/her will be

The above-named applicant has indicated that he.
y in confidence. Both the applicant and { will benefit from an early reply, since

sincerely appreciated, and wili be held completel
his/her employment is pending,

Thank You.

NAME;
TITLE:
FACILITY:
ADDRESS:

L, the undersigned, give permission to the above agency 1o release employment information from my personal file to Symbral

Foundation,

PERIOD OF EMPLOYMENT: TO,

TITLE:

REASON FOR SEPARATION:

WOULD YOU RE-HIRE? YES NO  IF NOT, WHY NOT?

APPLICANT'S HEALTH: ABOVE AVERAGE _ AVERAGE BELOW AVERAGE
QUALITY OF WORK: ABOVE AVERAGE AVERAGE BELOW AVERAGE
PRODUCTIVE OUTPUT: ABOVE AVERAGE AVERAGE BELOW AVERAGE
ATTENDANCE: ABOVE AVERAGE AVERAGE BELOW AVERAGE
COOPERATICN: ABOVE AVERAGE AVERAGE BELOW AVERAGE

Other comrments (your remarks are the most importaat part of this questionnaire):

SIGNED:
TITLE:
DATE:
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SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

DISCLOSURE

ALL APPLICANTS TO FILL VACANCIES ARE REQUIRED TO
DISCLOSE CURRENT EMPLOYER, IF THAT EMPLOYER IS ANOTHER
DDA/DDS PROVIDER.

(ICR/DD, RESIDENTIAL OR DAY TIME PROVIDER)

SHOULD AN EMPLOYEE WORK F OR ANOTHER DDA/DDS PROVIDER AND
FAIL TO DISCLOSE EMPLOYMENT WITH OTHER PROVIDER MAY RENDER
THE EMPLOYMENT CONTRACT VOID.

AUTHORITY: DDS INCIDENT MANAGEMENT POLICY UPDATE 2010.

SIGNATURE: ___ £ etsol;

DATE: _ ¢/~ 23~ 220/%




SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

P.0. Box 60672 914 SILVER SPRING AVENUE,
WASHINGTON, D.C. 20039 SUITE 103
SILVER SPRING, MARYLAND 20910

TELEPHONE #: (301) 650-5722 FAX NUMBER #: (301) 650-5729

To: Applicant / Staff

From: Training Department

Once you are employed by Symbral, you are required to attend training throughout your
employment. Symbral will pay for the following trainings:

First Aid |

CPR

Maryland Medication Technician

Maryland Med Tech Refresher

DC Trained Medication

If you decide to leave the company within six (6) months, you are required to pay the full

payment of the training back to Symbral.
If you decide to leave the company within one (1) year, you will pay half the amount for
your training,

If you have any questions, feel free to contact the Training Department at the above
nurnber,

e /)4 4
Date

Staff Signature
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. * This recognizes that
SULAIMAN A JALLOH
has completed the requirements for
_ Adult and Pedlatrié First
' Ald/CPR/AED
conducted by
New Horizons Consulting
Date completed: 04/06/2013
The American Red Cross recognizes
this certificate is valid from
completion date for: 2 Years

TR O
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SULAIMAN A, JALLOH
frerd campleted in @ Jalg’éelogﬁ mrsiner @t e

Duval High School

ar cﬁérmm//xgmm fé/a{gﬁ in aceordance with fla’c/tébzd
cstablished by the Mapyland Dhate Doard of Eidusation
and /éﬁ%//e awarded Yiis

IN TISTIMONY WHEREOT, dhe deul of the Board of Cutucation of

= .
Tste e Dty and (Ae dig nadieres regeived! 9 bt awe hewennts
ffpved this month of Sane 2006

oy L derd,,



SYMBRAL FOUNDATION FOR COMMUNITY SERVICES, INC.

TAX 1D. 52-1348838

P.O. Box 60672 914 SILVER SPRING AVENUE,
WASHINGTON, D.C. 20039 SUITE 103
' SILVER SPRING, MARYLAND 20910

TELEPHONE #: (301} 650-5722 FAX NUMBER: (301} 650 -5729

HEPATITIS B VACCINE

I'wish to receive the Hepatitis B Vaccine.

y

I do not wish to received the Hepatitis B Vaccine.

I'have been completely vaccinated against Hepatitis B and will provide documentation

within ten (10) days.

I have commence vaccination and completed shot # | D, #2 1, and will provide

documentation of the shot/s completed and will provide additional documentation of completing
the series. Proof of completing all three (3) shots will be provided within six (6) months of date

hired.

0’/0‘?!,}”,*

¢

Date

Signature
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Y v GOVERNMENT OF THE DISTRICT OF COLUMBIA

M "DEPARTMENT OF HEALTH
o — HEALTH CARE REGULATION AND LICENSING ADMINISTRATION DEPARTHENT OF HEALTh
CHILD & RESIDENTIAL MAILING ADDRESS:

CARE FACILITIES DIVISION
825 North Capitol
Phdne: ¢202) 442.5929 Street, NE
Fax: (202) 442-9430 Second Floor
: Washington, DC 20002

PROVIDER HEALTH CERTIFICATE

Name: _§ plorwon  Tusjok Sex: [ Male [] Female
Date of Birth:  p . »/- /959 Telephone No: o 2-9572.0v 54
Address: /3026 A < Rop, &

I'have examined the above-named person and certify that he/she is:
/Free from disease in communicable form.

-/Appears to be in satisfactory physical and mental health condition, capable of doing physical
household tasks, supervise and give care to adults.

In addition to a general physical health examination, the following tests have been done:

Tuberculin test (Check One): ﬁ PPD [J Chest X-Ray ,

Date; V-V 4 oo & Result: qqecg.m{ua

"Signature of Recorder

Other:

SO MD/NP Date of Examination: /M 4/ 2

{

Six;nalum of Exa pining Pl(ysicimmurscyil‘o(!j
Robert W, Yancey My Telephone No.: 9—09’*’ 22r - Bsos.

raes120 Georgia Avenug N.W. TAres Codej .

200 72gvgshington, DC 20010
"O122 (P) 2023280108 WETAIN A COPY FOR YOUR RECORDS



. v MARC

Metropolitan Assessment & Renewal Centers, LLC
3120 Georgia Avenue, NW
Washington, DC 20010 _
(202) 722-0122 Main (202) 722-0123 Fax

TB TEST
~ (PPD)

2o/l 04
Middle Initial

(Print) Last Name

First Name

Date of Birth QG -o04 /958

| pEC 1 g I '
Date PPD Planted on the Right \Left Forearm

Date PPD Read —l&lﬁl&@i
_Results 42 mm Negativ. Positive

Referred for Chest X-ray Yes /No

Commen §s:

Robert Yancey, QD.

Crystal Taylor-Davis, M.D.
Patricia Clark, N.P.



BCS Person Summary ' ' ' Page ] of :

* & % Help | My Account { Logout

Person Summary

]—Sulalman_}alloh XXX-XX-9828, 6/1/1989
‘ Current Fitness Determination: Eligible for Employment - Valid Through 7/8/201 4

Employment Authorization FormJ Add New Applicatton 3' Case Notes !

f ; s
JLProﬁla ‘: Applications { Employment L’ Documents J

—Personal and Demographic Information

* Requiced .
* First Name: Sufaiman S8N: XXX-XX-9828 This is an ITIN: No
Middle Name: * Date of Birth: 6/1/1288
* Last Name: Jailoh *Race: Black
Suffix: ' * Gender: Male
* Eye Color: Brown
Pemnanent/Physical Address

* Hair Color: Black
* Address Line 1: 13024 8th Street
. *Height: 5'7"

* Weight: 160 lbs

Address Line 2:
* City: Bowie
* US Citizen: Yes
* State: Maryland

* Place of Birth: Sierra Leone
* ZIP; 20720 )
¥ Primary Phone: 202-957-0766
County:
Secondary Phone:
Maiiing Address Email Address: sjahhoh88@yahoo.com

Same as Permanent Address: Yes

¢ e
{ History of Changes | [ Edit |

_Alfases/Prior Namas (includes all names by which an applicant
I | I8 curreatly known or has been Identified as) "If

rPrior Addresses within the last 7 years

' This individual does not have any prior addresses entered.

This individual does not have any aliases entered.

{add NewA]

;\dd New

i

| Beverleyw | DC Production - Version: 20131028 |




2/62014 4:11:29 PM
Symbral Foundation
914 Silver Spring Avenue, Suite 103

Silver Spring, MD 20810 _ :
Live Scan Fingerprinting Form
You have applied for a position with a health care employer that requires a fingerprint-hased background check.

Your fingerprints must be collected by a fingerprint vendor (Live Scan Service Provider) to initiate this
background check. Your resuits will be listed on the state’s secure background checking system web site.
Authorized health care providers will access this secure site to determine your employment eligibility status.
Please take this form with you to the Live Scan location at which you will be fingerprinted and give to the

fingerprinting technician.
Applicant Information

Application #: 9496

ORI: DCLTCO009Z
Name: Zenebech Gemeda SSN: XXX-XX-2126
Address: 7520 Maple Ave Date Of Birth:  12/28/1972

- Apt. 410 Race: Black

Takoma Park, MD 20912 Gender: Female
Country: Eye Color: Brown
Place Of Birth: Ethiopia Hair Color: Black
(If not US}) Weight: 150
Height: 5'0"

If you are scheduling your own appointment:
. Appointments can be scheduled on the MorphoTrust web site https://dc.ibtfingerprint.com/.

You will need to enter the following ID number when scheduling your appointment: 8538

Fingerprint Appointment Information .
You must present this form and a current, valid government-issued photo identification to be fingerprinted
{i.e. driwer’s license, state ID, military ID, etc.). If you are unable to make this appointment, please contact the

Live Scan vendor listed below to re-schedule your appointment. .

‘Date: &“J‘ Y Live Scan Vendor:  uJvSainaion. Geengia AL
Time: <" Lo/ Address: 3 d ga é{m\ﬁ Ave, W

Phone:

Complete and Return .
Please have the fingerprinting technician complete the information below. Then return the form to the provider.

TCN: Technician Name (Print): -‘P‘PD’DE 827 o,
Technician Name (Signature): . A4y 2/ /] %
: r - bite

¥



3 ‘_CS Determinationg Available

Applications: Determination Available -

Page 1 of-

MIM@SMHLQQM

Enter Fiiger Options '
Application #: f
Last Name: [ . l :

_Jto[

Determination Date: [
Employment: [

Provider: ijmbral Foundation @

] Determination;

HL"_ [ [Foundation

Reaulis —— .
Lockad #-Provider fLast - |First SSN Determination Determination Employment
Type i Date Statiss .
| ' ' ' ! = —
18094 ]&’-”9—@ / Hydara ! Haddijatpi quzs lEllgtbla A f12m,2013 I ;\rﬂ?} lgi"jffﬁ"f‘j_'_'?ff
DC Production - Version: 20133 028

La_elerfeyw.




2/7/2014 9:56:14 AM
Symbral Foundation
914 Silver Spring Avenue, Suite 103

Silver Spring, MD 20910

Live Scan Fingerprinting Form

You have applied for a position with a health care employer that requires a fingerprint-based background check.
Your fingerprints must be collected by a fingerprint vendor (Live Scan Service Provider} to initiate this
background check. Your results will be listed on the state’s secure background checking system web site.
Authorized health care providers will access this secure site to determine your employment eligibility status.
Please take this form with you to the Live Scan location at which you will be fingerprinted and give to the
fingerprinting technician. :

Applicant Information

Application #: 9514

ORI: - DCLTC008Z :

Name: Nnamdi Erowele SSN: XXX-XX-0633

Address: 6221 Spring Hill Court Date Of Birth:  10/21/1977
Apt. 302 Race: Black
Greenbelt, MD 20770 Gender: Male

Country: Eye Color: Black

Place Of Birth: Nigeria Hair Color: Black

(if not US) Woeight: 20

| Height: 510"

If you are scheduling your own appointment:
Appointments can be scheduled on the MorphoTrust web site https://dc.ibtfingerprint.com/,

You will need to enter the following ID number when scheduling your appointment: 8556

Fingerprint Appointment Information
You must present this form and a current, valid government-issued photo identification to be fingerprinted
{i.e. driver’s license, state ID, military ID, etc.). If you are unable to make this appointment, please contact the

Live Scan vendor listed below to re-schedule your appointment.

Date: | 0Dt A& T4 Live Scan Vendor: DOt OLQice
Time: 51; Address: ¥¢q A N w‘-i-o{ 54, NE
LObloy reved

Waghigton DC o003

Phone:

Complete and Return
Please hawve the fingerprinting technician complete the information below. Then return the form to the provider,

TCN: Technician Name {Print}: _DDO‘D’E; 8 2‘7‘ y

Technician Name (Signature): “(J . '( "fTDQ, 2

' Cat




GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF HEALTH

GULATION AND LICENSING ADMINISTRATION

Il

L ivsgibogd
el L T

CRRCFD 024 Fevovm HEALTH CARE RE

OEPARTMENT oo o T
CHILD-& RESIDENTIAL . MAILING AD >, .
" CARE FACILITIES Division eSS
' 825 Narth Cap;
Phone: (202) 442-5929 . _ _ Street, I\I.Em)l
Fax: (202) 442.9430 Second Flog,
Washington, D
— g C 26002

PROVIDER HEALTH CERTIFICATE

Name: BQSMOHQ 8\[—?1"{13’1@ Sex: Q/Male (1 Female

Date of Birth: - Telephone No:
Address: : .
“-‘—-ﬁ-_.—
I'have examined the above-named person and certify that he/she is:

C/Free from disease in communicable form.

Ve Appears to be in satisfactory physical and mental health condition, capable of doing physical

" household tasks, supervise and give care to adults. :

In addition to a general physical health examination, the following tests have been done:
Tuberculin test (Check One): EZ/PPD [J ChestX-Ray

Date: ]} &&j / 41/  Result: A Ig (2] éﬂgl‘-f«

{ P ' .. Signature of Recorder
Other: |
mir\dzgp’\ f;/[;) Date of Examination: | QQJ I '
Signature of Exa svining Physician/Nurse Practiioner O ! } L;} T
i ' y §
WILKIVEON MINALA, MD
344 UNIV.BLV. W.5TE 113 TelephoneNo.: 3O3R S F F-Fo 0
Addross: Ry ; (Arca Code}
* SILVER SPRING, MO 20501 .
301-593-3400

PLEASE RETAIN A COPY FOR YOUR RECORDS



SILVER SPRING MEDICAL CENTER

Lt

HEALTH CERTIFICATE

DATE: 01/131/14

NAME: _GEMEDA, ZENEBECH ALEMD SEX: FRMILE

ADDRESS: 7520 MAPLE AVENUE 410 TAROMA PARK, MD 20912

DOB. 12/28(1972

1 have examined the above named person and certify that he/she is:
gLy Free from conummicable diseases
___.cé._-/_ In satist‘acmry physical condition

In addition to 2 general physical exsmination, following test have been
performed:

Tubertulin

Type _ PED Date _ €1/13/14 Result _ NEGATIVE Ompm
Chest X-Ray Date _ * Resyh
VDRL Date Result
CBC _ Date Result
Urinalysis Date Result

Comments: ’

NEGATIVE ROUTINE MEDICAL EXAM.
Date of Exam: 01/14/14  Signanure of Physician )A#
| Rebest G. Greenfield] MD.

Sitoex Speing Medical Conter

WORLD BUILDING 8121 GEORGIA AVENWE, SUITE 208-0 SILVER SPRING, MARYLAND 20810
TELEPHONE SEB7-B60O



Yolunieers of Amcrice
uedso Cane
: Ttellectual Disability Services
Date of Exem: 02/"*//‘1’ . s
Name: ((t /1 w/)
Adaress: )40 F m;[/qé/m @fa
ynham gy

Date of Birth: 8”/98///48”

Height: & & weight: 270
mnp_Q__ pase T2 Booirressae_22[ B0

I bave examined. and cextify that he/she is:

(Circle oll that apply)

.' |84 3 . . "o R
ﬂl@ mmmmmmnm,w . '\';-v RIS
maddmonmagmerdphyswalexmnanmﬂwfonowingmhasbunpufumd:

' mmunm

' Sﬁ_,nm v 91 1% paorest: B[P mesite Nt @0"’(}6
i n ’ ——l——l _[%L Mﬁ W £

Date of nation M.D. Signature



