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The visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:  12/4, 12/7 and 12/8/15.

Facility Number:  000828

Provider Number:  15G309

AIMS Number:  100239660

This deficiency also reflects state 

findings in accordance with 460 IAC 9.

Quality Review of this report completed 

by #15068 on 12/15/15.  

W 0000  

483.440(c)(2) 

INDIVIDUAL PROGRAM PLAN 

Participation by the client, his or her parent 

(if the client is a minor), or the client's legal 

guardian is required unless the participation 

is unobtainable or inappropriate.

W 0209

 

Bldg. 00

Based on record review and interview for 

1 of 4 sampled clients (#2), the facility 

failed to obtain the client's guardian's 

approval/signature for his IPP (Individual 

W 0209 Client #2’s IPP was mailed for 

guardian approval on 12-11-15.

 

All pertinent IDT members will be 

retrained on ensuring allrequired 
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Program Plan).

Findings include:

Client #2's record review was completed 

on 12/7/15 at 9:42 AM. The IPP dated 

9/29/15 did not include the client's 

signature or the signature of his 

parent/guardian to indicate participation 

in the development of the plan.

Interview with the QIDP (Qualified 

Intellectual Disabilities Professional) was 

completed on 12/7/15 at 10:20 AM. She 

stated "[Client #2's] guardian could not 

attend his annual IDT (Interdisciplinary 

Team) meeting this year. I spoke with 

[Name of Administrative Assistant for 

the Residential Coordinator] and she 

indicated it (the IPP) hasn't even been 

mailed out to the guardian for her 

signature/approval. I'm not sure what the 

delay is."

9-3-4(a)

paperwork for IPP annuals are 

turned in within 2 weeks of the 

AnnualIDT meeting. 

 

To prevent further occurrence, 

the OfficeCoordinator will begin 

tracking when IPP annual 

paperwork is due.  The Office 

Coordinator will then notify theIDT 

members of needed paperwork to 

ensure IPP’s have the client’s 

guardian’sapproval/signature for 

their IPP in a timely manner.  The 

Office Coordinator will be trained 

onthis additional job 

responsibility. 
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