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 W000000This visit was for a recertification and 

state licensure survey.

Dates of Survey: September 11, 12, 13, 

16 and 18, 2013.   

Provider Number:  15G130

Aims Number:  100234360

Facility Number:  000667

Surveyor:  Mark Ficklin, QIDP

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality review completed September 27, 

2013 by Dotty Walton, QIDP.
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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.

W436 - 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 client. - All 

staff will be trained on providing 

clients the opportunity to maintain 

their own adaptive equipment 

including, but not limited to; 

dentures, eyeglasses, hearing 

aids, braces and other 

communication aids. - All staff will 

be retrained on client # 1& 2’s 

goal for glasses maintained. - 

Residential Manger will be trained 

on providing clients the 

opportunity to maintain their own 

adaptive equipment including, but 

not limited to; dentures, 

eyeglasses, hearing aids, braces 

and other communication aids. - 

Residential Manger will be 

retrained on client # 1& 2’s goal 

for glasses maintained. - 

Residential Manager will monitor 

through daily observations to 

ensure that all clients have the 

opportunity to maintain their own 

adaptive equipment including, but 

10/14/2013  12:00:00AMW000436Based on observation and interview, the 

facility failed for 2 of 4 sampled clients 

(#1, #3) and 1 non-sample client (#5) with 

adaptive equipment, to provide 

opportunity for the clients to help 

maintain their eyeglasses. 

Findings include:

An observation was done at the group 

home on 9/13/13 from 5:35a.m. to 

7:04a.m. At 5:45a.m., staff #4 asked 

client #5 for his eyeglasses. Client #5 

took off his eyeglasses and staff #4 

custodially cleaned his eyeglasses and 

gave them back to client #5. Staff 

custodially cleaned client #3's eyeglasses 

at 6:04a.m. Staff #4 custodially cleaned 

client #1's eyeglasses at 6:24a.m.  

Interview on 9/16/13 at 1:32p.m. of staff 

#1 indicated clients #1, #3 and #5 wore 

eyeglasses. Staff #1 indicated clients #1, 

#3 and #5 were capable of participating 

with the maintenance/care of their 

eyeglasses.    
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not limited to; dentures, 

eyeglasses, hearing aids, braces 

and other communication aids. - 

Program Manager will monitor 

through weekly observations to 

ensure that all clients have the 

opportunity to maintain their own 

adaptive equipment including, but 

not limited to; dentures, 

eyeglasses, hearing aids, braces 

and other communication aids. - 

An IDT meeting will be completed 

with client # 3, 4 & 5 to discuss 

each individual’s abilities to 

properly maintain their own 

glasses.  If the IDT deems that a 

client is capable of maintaining 

their own glasses a goal will be 

put into place and all staff and 

Residential Manger will be trained 

on the new goals for each client. - 

The facility has a policy regarding 

client rights which remains 

appropriate, as well as, a policy 

regarding grievance procedures 

which remains appropriate; these 

policies will be reviewed with all 

clients in the home.  Persons 

Responsible: Staff, Residential 

Manger, Program Manager & 

Executive Director.

9-3-7(a) 
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