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 W0000This visit was for an annual fundamental 

recertification and state licensure survey. 

 

Dates of survey:  June 13, 14, and 15, 

2012  

Surveyor:  Tracy Brumbaugh, Medical 

Surveyor III

Facility number:  000785

Provider number:  15G265

AIM number:  100249010

The following federal deficiency also 

reflects state findings in accordance with 

460 IAC 9.

Quality Review completed 6/15/12 by 

Ruth Shackelford, Medical Surveyor III.   
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483.420(b)(1)(i) 

CLIENT FINANCES 

The facility must establish and maintain a 

system that assures a full and complete 

accounting of clients' personal funds 

entrusted to the facility on behalf of clients.

The facility will establish and 

maintain a system that assures a 

full and complete accounting of 

the clients personal funds 

enstrusted to the facility on behalf 

of clients.The Program Director 

will retrain the Home Manager 

and Direct Support Staff on policy 

and guidelines for client finances, 

maintaining client checking 

accounts, cash accounts, and 

reconciling bank statements, to 

ensure that client accounts are 

never overdrawn.The Program 

Director will review all finances 

monthly.   Finances will be turned 

in to the Client Financial 

Specialist, to ensure proper 

documentation and reconciliation 

per company and social security 

guidelines.Responsible Parties:  

Program Director, Home 

Manager, Client Financial 

SpecialistsCompletion Date:  

7/15/12

07/15/2012  12:00:00AMW0140Based on record review and interview, the 

facility failed for 3 of 4 sampled clients 

(clients #1, #2, and #3) to ensure the cash 

ledger and cash amount were the same 

amount and for 2 additional clients 

(clients #6 and #7) to ensure checking 

accounts were not overdrawn.

Findings include:

1.  On 6-13-12 at 4:30 p.m. a review of 

clients #1, #2, and #3's cash on hand was 

conducted.  Client #1's ledger indicated 

she had $22.04 but the cash available was 

$21.80.  Client #2's ledger indicated he 

had $10.65 but the cash available was 

$10.60.  Client #3's ledger indicated he 

had $0.00 but the cash available was $.03.

2.  On 6-13-12 at 12:00 p.m. a review of 

the facility's Bureau of Developmental 

Disability Services (BDDS) reports was 

conducted.  The BDDS reports indicated 

the following:

-A BDDS report dated 8-5-11 for client 

#7 indicated her bank had notified the 

facility

that her checking account had been 
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overdrawn.  The facility did reimburse 

client #7 the $33.00 overdraft fee.

-A BDDS report dated 4-16-12 for client 

#6 indicated he had written 3 checks 

which caused the overdraft fee of $33.00.  

The facility did reimburse client #6 for 

the overdraft fee.

On 6-13-12 at 12:45 p.m. an interview 

with the Qualified Mental Retardation 

Professional indicated clients #6 and #7 

needed assistance with budgeting and 

facility staff should assist to ensure 

insufficient checks are not written.

9-3-2(a)
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