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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Dates of survey:  April 9, 10, 11, 12, and 

13, 2012

Surveyor:  Kathy Craig, Medical Surveyor 

III 

Facility Number:  000815

Provider Number:  15G296

AIMS Number:  100249080

This federal deficiency also reflects a 

state finding in accordance with 460 IAC 

9.

Quality Review was completed on 

4/19/12 by Tim Shebel, Medical Surveyor 

III.
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483.440(f)(3)(ii) 

PROGRAM MONITORING & CHANGE 

The committee should insure that these 

programs are conducted only with the written 

informed consent of the client, parents (if the 

client is a minor) or legal guardian.

The committee will insure that 

these programs are conducted 

only with the written informed 

consent of the client, parents or 

legal guardian. The Program 

Director will be trained to obtain 

written informed consent for a 

clients behavior development 

plan when it included restrictive 

measures for her behaviors. The 

Program Director will obtain 

informed consent from client #4's 

health care representatives for 

the clients behavior 

developement plan and place a 

copy in the home. A letter has 

been sent to client #4's health 

care representatives and the 

Program Director will follow up 

with a phone call to ensure that 

they have received the 

request.The Program Director will 

review other clients behavior 

developement plans to unsure 

that written consent has been 

obtained for any plan that 

includes restrictive measures for 

behaviors. Responsible Party: 

Program Director

05/13/2012  12:00:00AMW0263Based on record review and interview, the 

facility failed for 1 of 4 sampled clients 

(client #4) by not obtaining the written 

consent for her behavior plan that 

included restrictive measures for her 

behaviors.

Findings include:

Review of client #4's records was 

conducted on 4/10/12 at 11:30 AM.  A 

review of the client's BDP ("Behavior 

Development Program"), dated 7/8/11, 

indicated client #4's target behaviors were 

physical assault, temper outburst, and 

extreme irrability.  The BDP further 

indicated the client was receiving the 

medications of Geodon for 

schizo-affective disorder and Zoloft for 

depression.  The review failed to indicate 

written consent was given for client #4's 

BDP from her health care representatives.  

The Human Rights Committee (HRC) 

reviewed and approved this plan on 

8/4/11.

Review on 4/12/12 at 12:30 PM of client 

#4's "Appointment of Health Care 

Representative" indicated on 6/30/03 
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client #4's parents were appointed her 

health care representatives.  

Interview on 4/10/12 at 11:45 AM with 

the PD (Program Director) was 

conducted.  She indicated she could not 

locate the written consent of client #4's 

health care representatives for her 7/8/11 

BDP.

9-3-4(a)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: F07511 Facility ID: 000815 If continuation sheet Page 3 of 3


