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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Dates of Survey:  December 10, 11, and 

12, 2012.  

Facility number:  001111

Provider number:  15G597

AIM number:  100245600

Surveyor:  Tim Shebel, Medical Surveyor 

III 

The following federal deficiency also 

reflects a state finding in accordance with 

460 IAC 9.  

Quality review completed December 14, 

2012 by Dotty Walton, Medical Surveyor 

III.
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483.470(g)(2) 

SPACE AND EQUIPMENT 

The facility must furnish, maintain in good 

repair, and teach clients to use and to make 

informed choices about the use of dentures, 

eyeglasses, hearing and other 

communications aids, braces, and other 

devices identified by the interdisciplinary 

team as needed by the client.

The QDDP will have a goal in 

place for client #2 to wear his 

glasses as prescribed by 

12/21/12. All staff will be trained. 

The resident had previously been 

wearing his glasses and just 

recently decided not to but he 

continues to carry them on his 

person as usual. In the future, the 

QDDP will address any issue 

when an individual does not use 

adaptive equipment. Failure to 

comply will result in disciplinary 

action.PERSON 

RESPONSIBLE:QDDP

12/21/2012  12:00:00AMW0436Based on observation, record review, and 

interview, for 1 of 2 clients who wore 

eyeglasses (client #2), the facility failed to 

encourage and teach client #2 to wear his 

eyeglasses.

Findings include:

Client #2 was observed at the group home 

during the 12/10/12 observation period 

from 3:16 P.M. until 6:15 P.M., and 

during the 12/11/12 observation period 

from 5:48 A.M. until 7:45 A.M.  During 

both observations, client #2 did not wear 

his eyeglasses nor were direct care staff 

#1, #2, #3, #4, #5, or #6 observed to 

prompt or assist client #2 in wearing his 

eyeglasses.

Client #2's record was reviewed on 

12/11/12 at 8:38 A.M.  A review of the 

client's 8/15/12 vision exam indicated 

client #2 was to "wear new glasses full 

time" for distance vision. 

Program Director #1 was interviewed on 

12/11/12 at 10:15 A.M. Program Director 
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#1 indicated client #2 wore eyeglasses but 

did not want to wear them.  When asked 

if staff should encourage and teach client 

#2 to wear his eyeglasses, Program 

Director #1 stated,  "Yes."  

9-3-7(a)
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