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This visit was for a fundamental annual 

recertification and state licensure survey.

Dates of Survey:  June 3, 4, 5, 8, and 9, 

2015.

Facility number:    000738

Provider number:  15G212

AIM number:        100243260

The following federal deficiency also 

reflects a state finding in accordance with 

460 IAC 9.

W 0000  

483.410(a)(1) 

GOVERNING BODY 

The governing body must exercise general 

policy, budget, and operating direction over 

the facility.

W 0104

 

Bldg. 00

Based on observation and interview, the 

governing body failed to exercise 

operating direction over the group home 

by failing to ensure the home where 3 of 

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

and 3 of 3 additional clients (clients #4, 

#5 and #6) lived was well maintained.

Findings include:

W 0104 W104 Governing body. The 

governing body must exercise 

general policy, budget and 

operatingdirection over the 

facility.  Living roomfurniture has 

been ordered to replace the worn 

furniture in the home.  The patio 

door glass will be replaced.  

Client # 1has received a new 

chest ofdrawers.  In order to 

preventreoccurrence, the 

Residential Manager and QIDP 

will complete a 
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On 6/4/15 from 3:57 P.M. through 6:07 

P.M. observations were conducted at the 

group home where clients #1, #2, #3, #4, 

#5 and #6 lived. In the living room the 

gray striped sofa and chair had rips in the 

cushions and the fabric on the front edge 

of the cushions was worn and tattered. 

The sofa had a ten inch rip on the back 

right cushion. The chair was torn under 

the seat and the front of the seat cushion 

was torn at the edge. The fabric on the 

arms looked darker in color than the rest 

of the fabric. The blue recliner had worn 

fabric on the front cushion and the fabric 

was torn on the left side by the handle. 

There were also rips in the fabric at the 

corners of the back of the chair. The patio 

doors which were glass had the glass of 

the right panel missing and the door was 

covered with wood (plywood). Client 

#1's chest of drawers had the top of the 

five drawers missing and a missing knob 

on two of the other drawers.

An interview was conducted with client 

#1 on 6/4/15 at 5:52 P.M. Client #1 

stated, "Yeah, it's torn (sofa), I want new 

furniture."

An interview was conducted with Direct 

Care Staff (DCS) #2 on 6/4/15 at 5:58 

P.M. DCS #2 stated, "We are supposed to 

get new furniture. Yes, it (sofa and chairs 

definitely has wear and tear."  

monthlyenvironmental checklist 

which will be reviewed by the 

Clinical Supervisor.  The Clinical 

Supervisor will be in the homeat 

least monthly and document the 

condition of the home and 

furnishings andforward that 

information to the Program 

Manager. 
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An interview was conducted with the 

Qualified Intellectual Disabilities 

Professional (QIDP) on 6/9/15 at 3:47 

P.M. The QIDP stated, "I am almost sure 

we put it in the budget to replace the 

furniture this year. Yes, it should be 

replaced."

9-3-1(a) 
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