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This visit was for a post certification
revisit (PCR) survey to the recertification
and state licensure survey completed on
January 13, 2012.

Dates of survey: February 20 and 21,
2012

Surveyor: Kathy Craig, Medical Surveyor
111

Facility Number: 001102
Provider Number: 15G588
AIMS Number: 100235320

This deficiency also reflects state findings
under 460 IAC 9.

Quality Review completed 2/27/12 by
Ruth Shackelford, Medical Surveyor III.
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must allow and
encourage individual clients to exercise their
rights as clients of the facility, and as citizens
of the United States, including the right to file
complaints, and the right to due process.
Based on record review and interview’ the WO0125 Client #1's guardianship is 04/30/2012
facility failed for 1 of 4 sampled clients currently still pending. The
. . . attorney has prepared the
(client #1) by not ensuring representation documentationbut is waiting for a
of a legally sanctioned representative to signature from Client #1's
assist in making informed health or physician. The paperwork has
financial decisions been sent to thephysician’s office
' to be signed. The attorney has
o . informed Wabash Center that a
Findings include: hearing to declare guardianship
will be set once all documentation
Client #1's records were reviewed on has been successfully submitted.
2/20/12 at 5:10 PM. The Medication
Administration Record dated 2/12
indicated the client received the
medications Aricept for Dementia and
Zoloft for depression. Client #1's
Individual Support Plan (ISP) dated
8/9/11 indicated she was emancipated, did
not have a legally sanctioned
representative and had diagnoses
including, but not limited to: Mental
Retardation, Psychosis, Depression,
hypertension, Chronic Interstitial Lung
Disease and Mild Cardiomegley (enlarged
heart). Client #1's Comprehensive
Functional Assessment (CFA) dated 1/12
indicated client #1 was not able to
independently manage her own finances.
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The CFA indicated client #1 required
assistance with maintaining personal
skills of daily living, required physical
therapy exercises for her health daily and
needed physical assistance to identify
money values, to have awareness of the
value of money and to make small
purchases. The CFA indicated client #1
was unable to manage her health needs
including the use of medication and
financial needs independently.

Interview on 2/20/12 at 2:05 PM with the
Medical Coordinator was conducted. She
indicated an attorney has been contacted
regarding to start the process of obtaining
a guardian for client #1 but it is a long
process.

Interview on 2/20/12 at 5:15 PM with the
QMRP (Qualified Mental Retardation
Professional) was conducted. The QMRP
stated "no guardian yet" but was it "in the
works."

9-3-2(a)

This deficiency was cited on 1/13/12.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
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Wo0125 Client #1's guardianship is 04/30/2012
currently still pending. The
attorney has prepared the
documentationbut is waiting for a
signature from Client #1's
physician. The paperwork has
been sent to thephysician’s office
to be signed. The attorney has
informed Wabash Center that a
hearing to declare guardianship
will be set once all documentation
has been successfully submitted.
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