Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Fely Irons’ Adult Residential Care Home

CHAPTER 100.1

Address:
2036 Komo Mai Drive, Pearl City, Hawaii 96782

Inspection Date: January 17, 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 CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS PER HAR 11-100.1-
3(e)(2). IF IT IS NOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULT IN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3).
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-3 Licensing. (b)(1)I)
Application.

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shail
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter.
The following shall accompany the application:

Documented evidence stating that the licensee, primary
care giver, family members living in the ARCH or
expanded ARCH that have access to the ARCH or
expanded ARCH, and substitute care givers have no prior
felony or abuse convictions in a court of law;

FINDINGS
Primary Care Giver (PCQ), Substitute Care Giver (SCG)
#1 —No current documented evidence that care givers have

no prior felony or abuse convictions in a court of law on
file.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

Primary care giver and Substitute care giver finger
printing was done at Field print on Jan. 28, 2025 and

Jan. 29,2025

01/30/202
5




RULES (CRITERIA PLAN OF CORRECTION Completion
P
Date
§11-100.1-3 Licensing. (b)(1)(1) PART 2
Application.
In order to obtain a license, the applicant shall apply to the -FlJ—TLB-Ll—)L—AE
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE
demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT
ARCH have met all of the requirements of this chapter. The IT DOESN’T HAPPEN AGAIN?
following shall accompany the application:
Documented evidence stating that the licensee, primary care faé o+ SCé )Vu: 74 /‘vﬂé’/‘w ‘Z&( , /c..z; é %
giver, family members living in the ARCH or expanded é‘ 2/i3 /}g -
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convictions in a court of law; £ . -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-13 Nutrition. (i) PART 1

Each resident shall have a documented diet order on

admission and readmission to the Type I ARCH and shall DID YOU CORRECT THE DEFICIENCY?

have the documented diet annually signed by the resident’s = e

physician or APRN. Verbal orders for diets shail be

recorded on the physician order sheet and written USE THIS SPACE TO TELL US HOW YOU

confirmation by the attending physician or APRN shall be CORRECTED THE DEFICIENCY

obtained during the next office visit. . . ..

& Called and notified primary physician and requested to | 01/30/2025

FINDINGS change special diet to regular diet.

Resident #1 — No documented evidence of a current diet

order by a physician or advanced practice registered nurse

(APRN) on file.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-13 Nutrition. (i) PART 2
Each resident shall have a documented diet order on
admission and readmission to the Type | ARCH and shall
have the documented diet annually signed by the resident’s FUTURE PLAN
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTURE
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT
obtained during the next office visit. IT DOESN’T HAPPEN AGAIN?
FINDINGS PG+ 3CE sty T Ak T
Resident #1 — No documented evidence of a current diet & AL (g0
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (d) PART 1
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of ww
resident's possessions.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #3 — No documented evidence of 2 current .
inventory of belongings. Last inventory on file was in 2023. Inventory and personal belongings updated Jan. 18, 01/30/202
2025 5
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (d) PART 2
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including FUTURE PLAN

receipts for expenditures, and a current inventory of
resident’s possessions.

FINDINGS
Resident #3 — No documented evidence of a current
inventory of belongings. Last inventory on file was in 2023,

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

burder sy fﬁa&? A e
onontfl Fo T omcelr
6-7L/u-.<rr»—v€ M»—j;r?..

bﬂ/ﬁa/x"




Signature: M

Email: nykskee@gmail.com

Licensee’s/Administrator’s Signature: _ - Y
Print Name: Felyirons
Date: Jan 30, 2025
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Licensee’s/Administrator’s Signature: . y,
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