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Paper compliance was completed 8/7/12 

for the Fundamental Certification and 

State Licensure survey completed 5/9/12.

Facility Number: 001064

Provider Number: 15G550

AIMS Number: 100245440

Surveyor: Steve Corya, Surveyor 

Supervisor

Tags Corrected; W149, W153, W154, 

W262, W323, W436

Not Corrected: W198
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483.440(b)(1) 

ADMISSIONS, TRANSFERS, DISCHARGE 

Clients who are admitted by the facility must 

be in need of and receiving active treatment 

services.

CORRECTION: Clients who are 

admitted by the facility must be in 

need of and receiving active 

treatment services. Specifically 

regarding client #1, with 

assistance from the facility, the 

client and his family are exploring 

providers, roommates and 

housing for Supported Living. 

PREVENTION: The facility will 

continue to work with the client, 

family members and the Bureau 

of Developmental Disability 

Services until such time that a 

provider has been determined 

and the transition process 

completed. Responsible 

Parties: BDDS Service 

Coordinator, QDDPD, Home 

Manger, Support Associates, 

Quality Assurance Team, 

Operations Team 
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