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This visit was for a fundamental 

recertification and state licensure survey.

Dates of  Survey:  February 11, 12, 13, 

and 14, 2014

Facility number:  000919

Provider number:  15G405

AIM number:  100244400

Surveyor:  Tim Shebel, LSW

The following federal deficiency also 

reflects a state finding in accordance 

with 460 IAC 9.
Quality Review completed 2/20/14 by Ruth 

Shackelford, QIDP.  

 W000000

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.

W000436

 

Based on observation, record review, 

and interview, the facility failed to 

encourage and teach 1 of 3 sampled 

clients who wore eyeglasses (client #3) 

to wear her prescribed eyeglasses.

Findings include:

It will be the responsibility of 

Alternative Lifestyles, Inc. to 

furnish and maintain in good 

repair for each identified program 

participant dentures, eye glasses, 

hearing and other communication 

aids, braces, & other devices as 

identified as needed by the IDT or 
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Client #3 was observed during the 

workshop observation period on 2/11/14 

from 12:31 P.M. until 1:31 P.M., and 

during the group home observation 

periods on 2/11/14 from 4:08 P.M. until 

6:15 P.M. and on 2/12/14 from 5:53 

A.M. until 7:50 A.M.  During all the 

observation periods, client #3 did not 

wear her eyeglasses nor did direct care 

staff #1, #2, #3, and #4 prompt or assist 

client #3 to wear her eyeglasses.

Client #3's record was reviewed on 

2/12/14 at 9:15 A.M.  A review of the 

client's 5/31/12 vision exam indicated 

client #3 was to be wearing eyeglasses. 

QIDP (Qualified Intellectual Disabilities 

Professional) #1 was interviewed on 

2/12/14 at 10:30 A.M.  QIDP #1 stated, 

"[Client #3] should have been wearing 

her glasses and staff (direct care staff #1, 

#2, #3, and #4) should have prompted 

her to wear them."  

9-3-7(a)

prescribing medical 

practitioners.It will be the 

responsibility of the QIDP to 

in-service all the residential and 

day program staff to teach clients 

to use and or make informed 

choices about the use of 

dentures, eyeglasses, hearing 

and other communication aids, & 

other devices identified by the 

IDT as needed to enchance the 

independence of each program 

participant.In the future it will be 

the responsibility of the QIDP 

through unannounced 

documented random 

observations in the home and 

work place during the first 90 

days following the initiaql 

in-service and at a minumum of 

once a month going forward to 

ensure a pattern of appropriate 

staff/client interaction has been 

estqablished to teach and 

reinforce informed choice 

concerning the use of all required 

addaptive equipment.
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