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An initial certification survey was conducted on
January 10, 2013 through January 11, 2013. A
sample of three clients was selected from a

; population of six females with varying degrees of
intellectual disabilities. This survey was initiated
utilizing the full survey process.

The findings of the survey were based on
observations in the home and at one day
program, interviews with one client, direct support
staff, nursing and administrative staff, as well as
a review of client and administrative records,
including incident reports.

The survey revealed the facility operated by RCM
of Washington is in substiantial compliance with
the requirements of 42 CFR 483, Subpart |,
Requirements for Intermediate Care Facilities.

No deficiencies were cited.
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A licensure survey was conducted on from
January 10, 2013 through January 11, 2013. A
sample of three residents was selected from a
population of six females with varying degrees of
intellectual disabilities.

' The findings of the survey were based on

observations in the home and at one day
program, interviews with one resident, direct
support staff, nursing and administrative staff, as
well as a review of resident and administrative
records, including incident reports.

[Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectual

disabilities professional (QIDP) within this report.]

No deficiencies were identified.
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