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A 000 |nitial Comments A 000
Assisted Living Programs for People with
Dementia are defined by the population served.

The census numbers were provided by the

Program at the time of the on-site.

Number of tenants without cognitive disorder: 0

Number of tenants with cognitive disorder: 9

Total Census of Assisted Living Program for

People with Dementia: 9

The following regulatory insufficiencies were

cited during the initial visit conducted to

determine compliance with certification rules for

an ALP/D: :

A 118 481-67.19(3) Record Checks Ate W 'tes will e audited
481-67.19(135C,231B,231C,231D) Criminal, ' gh}‘ {:a/ﬂ',MO
dependent adult abuse, and child abuse record m JOfsi ) 9. ]\Io UNP ar pavm
checks.

67.19(3) Requirements for employer ‘}' U F’Y R eMpliE> Wi i\l e 2 llowed]
priorI to emplo;;ing an individual. Prior toh rilla & r'q reLord s by
employment of a person in a program, the
program shall request that the department of dom/ m&l‘b e mw M
public safety perform a criminal history check m{v\ \0\{%
and the department of human services perform
child and dependent adult abuse record checks m(,ragcr %EHN,SS af, Yy %U(
of the person in this state. !

will dwelop a 5p wtati

L C\\WM dC%Y*W‘}' P
This REQUIREMENT is not met as evidenced Witk ED. s SW
by wilnairjoln dafes o)
Based on interview and record review the d
Program failed to complete dependent adult @w—% T
abuse and child abuse checks prior to W ALY | - \)\H__
emplont for 1 of 3 staff reviewed (Staff A). ria i - f R4
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A 121 Continued From page 2 A 121 &WQMAH— m E
2. Record review on 9/10/18 revealed the SW W C)
Program hired Staff B on 3/30/18. According to
available documentation Staff B had not ‘rfd . “‘]N
completed the required eight hours within 30 -
days of employment. 0

When interviswed on 9/11/18 the Executive W @1& j

Director admitted no documentation existed to
confirm Staff A and B had completed the required
training.
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