Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Family Ties Adult Residential Care Home

Address:

CHAPTER 100.1

1119 Kahauiki Place, Honolulu, Hawaii 96819

Inspection Date: January 14, 2025 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTI

BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COUL
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(¢)(3)-

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18, 12/26/23

ON MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS PER HAR 11-100.1-

3(e)(2). IF IT 1S NOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. {g)3)(1) PART 1
Fire prevention protection,
l?
Type I ARCHs shall be in compliance with, but not limited DID YOU CORRECT THE DEFICIENCY?
to, the following provisions:
USE THIS SPACE TO TELL US HOW YOU
Each resident of a Type I home must be certified by a CORRECTED THE DEFICIENCY
hysician that the resident is ambulatory and capable of . . ) .
?ollowing directions and taking appmp?i’ate m;ﬁn forself- | YES! 1 Bring the document to MD's office to have sign 1/16/25
preservation under emergency conditions, except that a initial and dated. See attach sheet for infarmation.
maximum of two residents, not so certified, may reside in
the Type I home provided that either:
FINDINGS
Resident #4 — No documented evidence of a current self-
preservation status evaluation by a physician or advanced
practice registered nurse (APRN) on file.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)I) PART 2
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited FUTURE PLAN
to, the following provisions:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Each resident of a Type I home must be certified by a PLAN: WHAT WILL YOU DO TO ENSURE THAT
physician that the resident is ambulatory and capable of IT DOESN’T HAPPEN AGAIN?
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a I need to highlight the important information regarding
maximum of two residents, not so certified, may reside in | the resident's care. like for instance the level of care &
the Type I home provided that either: . _— .
self preservation, to make sure the Doctor will filled in
FINDINGS all the important information.
Resident #4 ~ No documented evidence of a current self-
Erlfewamn status evaluation by a physician or APRNon { « | iyt make sure before | leave the Doctor office that all
the necessary information are filled in & sign by the
Doctor.
* I will let my back up care giver to also double check
that all necessary documents are sign & filled in by the
Doctor. And double check with me every 3 to 6 months
to make sure everything are filled in & signed.
S,
‘j; v
hile :[ I ‘E
r"' T-—
b NG
- L




Licensee’s/Administrator’s Signature:

Sipbr

Print Name:

Date:

Felizardo Bali Jr.

Jan 22,2025
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