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 W000000This visit was for an annual fundamental 

recertification and state licensure survey.

Dates of Survey: 10/22/13, 10/23/13, 

10/24/13 and 10/25/13.

Facility Number: 000719

Provider Number: 15G186

AIMS Number: 100234670

Surveyor:

Keith Briner, QIDP

This deficiency also reflects a state 

finding in accordance with 460 IAC 9.

Quality Review completed 10/30/13 by 

Ruth Shackelford, QIDP.  
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483.470(g)(2) 

SPACE AND EQUIPMENT 

The facility must furnish, maintain in good 

repair, and teach clients to use and to make 

informed choices about the use of dentures, 

eyeglasses, hearing and other 

communications aids, braces, and other 

devices identified by the interdisciplinary 

team as needed by the client.

Residential CRF will write and 

implement a goal for Client # 1 for 

using her prescription 

eyeglasses. The QIDP will review 

each client's programming on a 

monthly basis to ensure that 

those clients needing 

programming on wearing/using 

adaptive devices will have 

programs in place for that 

need.Staff Responsible: QIDP, 

Nursing

11/24/2013  12:00:00AMW000436Based on observation, record review and 

interview for 1 of 8 clients with adaptive 

equipment, the facility failed to teach client 

#1 to use her prescription eyeglasses.

Findings include:

Observations were conducted at the group 

home on 10/23/13 from 6:20 AM through 

8:30 AM. Client #1 was observed throughout 

the observation period. Client #1 did not 

wear eyeglasses. 

Observations were conducted at the group 

home on 10/23/13 from 4:22 PM through 

5:30 PM. Client #1 was observed throughout 

the observation period. Client #1 did not 

wear eyeglasses.

Client #1's record was reviewed on 10/23/13 

at 1:30 PM. Client #1's Vision examination 

form dated 9/19/13 indicated, "Wear 

eyeglasses as tolerated." Client #1's ISP 

(Individual Support Plan) dated 9/12/13 did 

not indicate a formal training objective to 

support client #1 increase her tolerance for 

the use of her prescription eyeglasses.

QIDPD (Qualified Intellectual Disabilities 
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Professional Designee) #1 was interviewed 

on 10/24/13 at 4:40 PM. QIDPD #1 indicated 

client #1 had a pair of prescription 

eyeglasses. QIDPD #1 indicated client #1 

refused to wear her eyeglasses. QIDPD #1 

indicated client #1's ISP dated 9/12/13 did 

not include supports to increase client #1's 

tolerance for the use of her prescription 

eyeglasses.

9-3-7(a)
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