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 W0000This visit was for an annual fundamental 

recertification and state licensure survey.

Dates of Survey: 6/4, 6/5, 6/6 and 

6/11/12.

Facility Number:  000662

AIMS Number: 100248730

Provider Number: 15G125

Surveyor:  

Jenny Ridao, Medical Surveyor III 

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality review completed on June 18, 

2012 by Dotty Walton, Medical Surveyor 

III.
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483.450(a)(1)(i) 

CONDUCT TOWARD CLIENT 

These policies and procedures must promote 

the growth, development and independence 

of the client.

The lunch box for consumer #1 

as well as any consumer that has 

a lunch box that is not in good 

condition will be replaced.The 

group home staff will be trained 

on ensuring that all clients’ lunch 

boxes are clean and in good 

repair. The group home staff will 

be trained that if there is an issue 

in this area that they will report to 

their supervisor using the chain of 

command.The Program 

Coordinator will monitor through 

weekly visits to ensure that client 

#1, as well as, all the clients living 

in the group home have lunch 

boxes that are clean and in good 

repair.Responsible Persons: 

Program Coordinator & Group 

Home Staff

07/11/2012  12:00:00AMW0268Based on observation and interview for 1 

of 4 sampled clients (#1), the facility 

failed to promote the client's 

independence, growth and dignity in 

regards to the client carrying a lunch box 

which was clean and in good repair.

Findings include:

During the 6/4/12 observation period 

between 11:40 AM and 12:50 PM at the 

day program, client #1's lunch box's lid 

was dirty, showing wear and had black 

staining across the bottom of the entire 

lunchbox.

Interview with Day Program staff on 

6/4/12 at 12:40 PM stated "I have issues 

with getting new lunch boxes."

Interview with Home Manager (HM) on 

6/6/12 at 11:00 AM indicated she was not 

aware of client #1's lunch box being dirty.  

The HM stated "It can't be that old, maybe 

a month or so.  We will get a new one 

(lunch box)."

9-3-5(a)
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