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This visit was for a fundamental 

recertification and state licensure survey. 

Dates of Survey: April 22, 23 and 24, 

2015.

Facility Number: 000997

AIMS Number: 100249410

Provider Number: 15G483

The following federal deficiency also 

reflects state findings in accordance with 

460 IAC 9.

W 000  

483.470(i)(1) 

EVACUATION DRILLS 

The facility must hold evacuation drills at 

least quarterly for each shift of personnel.

W 440

 

Bldg. 00

Based upon record review and interview, 

the facility failed for 3 of 3 sampled 

clients (clients #1, #2 and #3), and for 3 

additional clients (clients #4, #5 and #6) 

to conduct quarterly evacuation drills for 

the overnight shift.

Findings include:

The facility's evacuation drills were 

reviewed on 4/22/15 at 4:00 PM. The 

W 440 To assure future compliance with 

W440 for all clients, facility will 

implement use of new emergency 

drill tracking forms. Tracking form 

A (attached) will be used by 

house manager to be a "at a 

glance" checklist to assure that 

the required drills have been 

completed each quarter. Tracking 

form B (attached) will be used by 

house manager as a calender to 

assign a specific staff to run the 

appropriate drill on a specific shift 

on the 15th day of each 
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review indicated the facility had failed to 

conduct evacuation drills for clients #1, 

#2, #3, #4, #5 and #6 for the overnight 

shift from 6/28/14 until 12/20/14. 

The QIDP (Qualified Intellectual 

Disabilities Professional) was 

interviewed on 4/23/15 at 2:45 PM and 

indicated there were no drills completed 

on the overnight shift.  

9-3-7(a)

month.House manager to submit 

completed drill report forms and 

tracking form A to QIDP at the 

end of each quarter for 

review.QIDP to provide training to 

house manager on 

implementation of new tracking 

forms on 4-11-15.  Training sheet 

attached as CPersons 

Responsible: House Manger 

and QIDP
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