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 W0000This visit was for an annual fundamental 

recertification and state licensure survey.

Dates of Survey: 12/27, 12/28, 12/29, 

12/30/11 and 1/3/12

Facility Number: 000934

Provider Number: 15G420

AIM Number: 100244600 

Surveyor:  

Jenny Ridao, Medical Surveyor III 

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality Review completed 1/19/12 by 

Ruth Shackelford, Medical Surveyor III.   
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The facility must establish and maintain a 

system that assures a full and complete 

accounting of clients' personal funds 

entrusted to the facility on behalf of clients.

The Program Coordinator (PC) 

failed to document that she was 

given $1.00 from client #2. The 

$1.00 came from money that had 

been been previously chained out 

to him. The PC failed to update 

client #2's financial records 

causing client #2 to have $1.00 

more then what was recorded on 

his ledger. The ledger indicated 

$59.40, but the client had $60.40 

in his account.The PC will be 

retrained on client finances & 

finance documentation by the 

Operations Manager.

02/08/2012  12:00:00AMW0140Based on interview and record review for 

1 of 4 sampled clients' (#2) finances 

reviewed, the facility failed to assure a 

full and complete accounting of the 

client's funds.

Findings include:

Client #2's finances were reviewed on 

12/30/11 at 11:35 AM.  Client #2's cash 

on hand at the group home indicated the 

client had $60.40.  Client #2's Cash 

Ledger sheet dated 12/20/11 indicated 

client #2 should have $59.40.  

Interview with the Operations Manager 

on 12/30/11 at 11:45 AM stated "No 

money has been taken out and no money 

has been put back in.  He should have 

$59.40, but we have $60.40.  We will 

start an investigation."
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