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{A 000} Initial Comments

Arevisit to a re-licensure survey was conducted
at Vangela's ALF, Corp. on . .
Deficiencies were identified at the time of survey,

{AL240} 429.075; 59A-36.020(1) LMH - Licensing

88=D
429.075 Limited mental health license.-An
assisted living facility that serves one or more
mental health residents must obtain a fimited
mental health ficense.

59A-36.020 Limited Mental Health.

(1) LICENSE APPLICATION.

{a}) Any facility intending to admit one or more
mental health residents must obtain a fimited
mental health license from the agency before
accepting the mental health resident.

{b) Facilities applying for a limited mental heaith
ticense that have uncorrected deficiencies or
violations found during the facility'’s last survey,

i igation, or ing visit wilt be
surveyed before the issuance of a limited mental
health license to determine if such deficiencies or
violations have been corrected.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
who served one or more mental health residents,
failed to obtain a Limited Mental Health (LMH)
ticense.

Findings included:
Review of Resident 1's record showed admission

on with a diagnoses of

Review of Resident 3's record showed an
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{AL240} | Continued From page 1 {AL240}
admission date with a diagnoses of
. Type.
On | at 1:15 PM, the Administrator
stated that she spoke to the consultant and the
ficensee department because the consultant was
supposed to send the application for LMH in
, and the licensee department toid her
that as of today, the application was not in the
system,
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