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This visit was for a fundamental
recertification and state licensure survey.

Dates of survey: April 12, 13, and 19,
2016.

Facility Number: 000918
Provider Number: 15G404
AIM Number: 100235430

This deficiency also reflects state
findings in accordance with 460 IAC 9.
Quality Review of this report completed
by #15068 on 4/26/16.

483.420(a)(4)

PROTECTION OF CLIENTS RIGHTS

The facility must ensure the rights of all
clients. Therefore, the facility must allow
individual clients to manage their financial
affairs and teach them to do so to the extent
of their capabilities.

Based upon record review and interview,
the facility failed to ensure money was
available for 1 of 2 sampled clients
(client #1) and one additional client
(client #6).

W 0000

W 0126

W126

The QIDP will establish a system to
ensure that cash isavailable to
clients in the home as determined
by their requests, fundsavailable,
and ability to manage cash.
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TITLE
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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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Theidentified clients do have the
Findings include: capability to manage spending
money as they hadrequested as do
Client financial records and personal cash on additional clients that live in the
hand were reviewed on 4/12/16 at 5:40 PM. facility. The direct carestaff will
Client #1 had $11.93 on hand. Client #6 had receive training on this system which
$17.72 on hand. shall include theirresponsibility to
provide cash to clients when
Clients #1 and #6 were interviewed on requested and per the
4/12/16 at 5:50 PM and indicated the systemimplemented. The direct care
) L . staff will also receive a refresher
staff on duty had indicated they did not o . ;
training onall client rights. Client
have any cash on hand when they rights will also be an ongoing topic
requested money that morning. of discussionduring monthly staff
meetings. The QIDP is responsible
The QIDP (Qualiﬁed Intellectual for the accounting ofhow client
. e . funds are spent. The QIDP gathers
Disabilities Professional) was P QibPs
. . receipts and updates
interviewed on 4/13/16 at 2:26 PM and - .
o ] financialrecords for clients weekly.
indicated the clients should have been When this is done the QIDP will
given money as requested on 4/12/16 in review the informationto ensure
the mgrning_ clients have been provided funds per
their requests. Any issues willbe
9.3 2(a) addressed with the responsible
employees. The financial records are
postedelectronically in a shared
cloud. The administrator will
routinely review toensure clients are
being provided cash for spending.
Responsible Party: QIDP
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