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Base on observation and interview, the assisted living facility failed to inform the agency not less than
30 days prior fo the discontinuance of operation.

Finding included:

On at 8:40 A M. arrived at the facllity was observe entrance door was locked and no one
answered or opened the door.

On at 8:45 A.M., called was made to facility phone number posted on the entrances door, the
administrator answer the phone she stated "the facility closed down two month ego.” She stated at the
time of the closure was only two residents, one went with his family and the other one went o the
hospital. She stated | don't know if the consultant notified the agency about the facility closure but we
were planning to do it on the 25 of this month.

The agency for heaith care administration ALF ficensure unit was contacted, they were not notified of the
closure of the facility.
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