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This visit was for a fundamental annual 

recertification and state licensure survey.

Dates of  Survey:  August 17, 19, 20 and 

21, 2015.

Facility number:    012483

Provider number:  15G787

AIM number:         201011380A

The following federal deficiency also 

reflects a state finding in accordance with 

460 IAC 9.

W 0000  

483.440(c)(3) 

INDIVIDUAL PROGRAM PLAN 

Within 30 days after admission, the 

interdisciplinary team must perform accurate 

assessments or reassessments as needed 

to supplement the preliminary evaluation 

conducted prior to admission.

W 0210

 

Bldg. 00

Based on record review and interview, 

the facility failed to complete 

sensorimotor assessments (fine motor, 

gross motor or need for adaptations) or 

speech/language assessments within 30 

days after admission for 3 of 3 newly 

admitted clients (clients #1, #2 and #3).

Findings include:

W 0210 Occupational Therapy, Physical 

Therapyand Speech Therapy 

Assessments have all been 

scheduled for clients#1, #2 and 

#3 for October 9, 2015. The team 

will ensure that theclients be 

evaluated at the appointments 

and if any specificindividual 

recommendations are made for 

client #1, #2 or #3 for 

thosetherapies, the team will 
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Client #1's record was reviewed on 

8/19/2015 at 2:46 P.M. Client #1's record 

indicated she was admitted to the group 

home on 10/20/2014. Client #1's record 

did not include initial sensorimotor 

assessments (fine motor, gross motor or 

need for adaptations) or speech/language 

assessments. 

Client #2's record was reviewed on 

8/19/2015 at 3:08 P.M. Client #2's record 

indicated she was admitted to the group 

home on 12/31/2014. Client #2's record 

did not include initial sensorimotor 

assessments or speech/language 

assessments. 

Client #3's record was reviewed on 

8/20/2015 at 12:50 P.M. Client #3's 

record indicated she was admitted to the 

group home on 11/11/2014. Client #3's 

record did not include initial 

sensorimotor assessments or 

speech/language assessments. 

The Qualified Intellectual Disabilities 

Professional (QIDP) was interviewed on 

8/21/15 at 8:47 A.M. The QIDP stated, 

"It was by accident that their initial 

evaluations got missed."

The Residential Director (RD) was 

interviewed on 8/20/15 at 2:20 P.M. and 

ensure the recommendations are 

followed upon for each individual.

The residential manager, 

residentialnurse and QIDP all 

received training to ensure within 

30 days afteradmission the 

interdisciplinary team must 

perform accurateassessments or 

reassessments as needed to 

supplement the 

preliminaryevaluation conducted 

prior to admission. This would 

include OT/PT andSpeech 

assessments.

The residential manager, 

residentialnurse and QIDP also 

all received training on 

Benchmark Human Services“New 

Admission Checklist for Group 

Homes”. This checklist helpstrack 

the 30 day required assessments 

/appointments when anindividual 

is admitted to a Benchmark 

Group Home.
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indicated the evaluations were missed for 

clients #1, #2, and #3. The RD indicated 

the facility was aware initial assessments 

were to be completed for each client 

within 30 days of their admission.
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