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compliance for 3 of 3 staff (Staff A, B, C).

Findings:

An employee records review of Staff A, B and C's file was completed on
employee files revealed no evidence of an attestation of compliance form.

Based on record review and interview, the facility failed to ensure staff completed an attestation of

at 11:30 AM. The

An interview was conducted on at 11:40 AM with the Home Manager. The Home Manager
stated she did not know that the form was needed in the employee’s file, the forms were provided fo the
employee.
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