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R 0000

 

Bldg. 00

This visit was for a State Residential Licensure 

Survey. 

Survey dates: January 14, 15 and 16, 2025.

 

Facility number: 014148

Residential Census: 104

These State Residential Findings are cited in 

accordance with 410 IAC 16.2-5. 

Quality review was completed on January 24, 

2025.

R 0000  

410 IAC 16.2-5-1.4(e)(1-3) 

Personnel - Noncompliance 

R 0120

 

Bldg. 00

Based on record review and interview, the facility 

failed to ensure dementia education was 

completed for 2 of 10 staff members reviewed for 

dementia training. (Staff Member 5 and 6) 

Findings include:

1. The employee record for Staff Member 5 was 

reviewed on 1/15/25 at 1:05 p.m. The employee's 

dementia training was not completed. 

2. The employee record for Staff Member 6 was 

reviewed on 1/15/25 at 1:25 p.m. The employee's 

dementia training was not completed. 

During an interview, on 1/15/25  at 1:32 p.m., the 

Executive Director indicated Staff  Member 5 and 6 

did not have dementia training in their files. She 

indicated the Human Resources Department did 

R 0120 1      1. Staff #5 & 6 will complete 

dementia training by 2.16.2025.

2      2. The facility audited 

personnel records for dementia 

training completion. Dementia 

training due per regulation will be 

completed by 2.16.2025.

3     3.  The Executive 

Director/designee will run report 

monthly to ensure all new 

employees have completed 

dementia training. The Executive 

Director/designee will audit 

employee completion reports 

monthly x 6 months. 

4      4. Audits will be reviewed at 

monthly x 6 months in the QA 

meetings and QA committee will 

make recommendations as 
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not release the dementia training for Staff Member 

5 and 6 for the year. The facility did not have a 

policy and procedure and she was not aware the 

training had not been completed.

appropriate.
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