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 A 000 Initial Comments  A 000

Assisted Living Programs for people with 
dementia are defined by the type of population 
served. The census numbers were provided by 
the Program at the time of the on-site.

Number of tenants without cognitive impairment: 
32  
Number of tenants with cognitive impairment: 21
Total census: 53

The following regulatory insufficiencies were cited 
during the investigation of Complaints #125149-C 
& #127934-C.

 A 180 481-67.3(6) Tenant Rights

481-67.3 Tenant rights. All tenants have the
following rights:

67.3(6) To associate and communicate privately 
and without restriction with persons and groups of 
the tenant's choice, including the tenant 
advocate, on the tenant's initiative or on the 
initiative of the persons or groups at any 
reasonable hour.

This REQUIREMENT  is not met as evidenced 
by:

 A 180

Based on interview and record review the 
Program failed to ensure tenants were always 
able to meet with persons of their choice. This 
affected 1 of 1 tenants reviewed who was denied 
visitors (Tenant #1) and potentially affected future 
tenants. Findings include:

On 6/02/25 at 10:58 a.m. interview with the 
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 A 180Continued From page 1 A 180

Director revealed when a tenant moved into the 
memory care unit, a short time of visitor 
restrictions was typical in order to allow the tenant 
to transition to their new home. Visits were slowly 
added as the individual adjusted. The Director 
said the restriction was noted in the Residency 
Agreement. 

On 6/03/25 review of the Residency Agreement 
revealed under Rights and Responsibilities 
section 10, it was noted the Program specialized 
in caring for seniors with Alzheimer's and other 
related diseases. A transition period may be 
utilized upon move-in to take time for the tenant 
to form a routine. (The transition period was not 
defined). 

On 6/03/25 at 2:38 p.m. interview with Tenant #2 
revealed her two sisters had driven from Omaha 
to visit her but the Program turned them away. 
She said she told the Director she did not think 
that was fair for her sisters to drive all that way 
just to have to go back home. They had already 
waited a couple of weeks to see her. Tenant #2 
thought this occurred when she first moved in 
back in November. 

On 6/04/25 at 10:57 a.m. interview with Staff B 
revealed she worked in the memory care unit as 
a Universal Worker. Staff B said there was an 
adjustment period for some of the tenants like 
Tenant #2 who did not want to be there. She 
recalled Tenant #2 wasn't allowed to see a couple 
of her daughters or grandchildren for a while but 
wasn't sure for how long.  

The Program had no policy or written directives in 
place documenting what a transition period 
entailed. In addition, there were no written 
guidelines for staff to follow regarding restrictions 
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 A 180Continued From page 2 A 180

on visitors.

On 6/05/25 at 12:14 p.m. the Director denied 
knowledge of the daughters or granddaughters 
being denied visitation and agreed the visitor 
restrictions should be clarified to ensure 
continuity of care from shift to shift. Visitor 
restrictions should be spelled out in the tenant's 
service plan to ensure consistency.

 A 220 481-69.24(1)b Involuntary Transfer from Program

69.24(1) Program initiation of transfer. If a 
program initiates the involuntary transfer of a 
tenant and the action is not the result of a 
monitoring, including a complaint investigation or 
program-reported incident investigation, by the 
department and if the tenant or tenant's legal 
representative contests the transfer, the following 
procedures shall apply:

b. The program shall immediately provide to the
office of long-term care ombudsman, by certified
mail, a copy of the notification and notify the
tenant's treating physician, if any.

This REQUIREMENT  is not met as evidenced 
by:

 A 220

Based on interview and record review the 
Program failed to provide the office of long-term 
care ombudsman a copy of the notice of 
involuntary transfer for 1 of 1 former tenants 
reviewed (Tenant C-1)  Findings include:

On 6/02/25 at 1:10 p.m. the Director emailed a list 
of former tenants that identified Tenant C-1 was 
given an involuntary discharge on 4/08/25. Tenant 
C-1 moved to skilled care on 4/21/25. Tenant C-1
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 A 220Continued From page 3 A 220

had no guardian in place or an enacted Power of 
Attorney at the time of her discharge from the 
Program. 

On 6/02/25 at 4:45 p.m. the Director confirmed a 
copy of the notification of discharge was not 
provided to the Ombudsman. She stated she was 
not aware of this requirement. 

On 6/03/25 at 12:54 p.m. interview with Tenant 
C-1 revealed she was given an involuntary
discharge notice because the Program was no
longer able to meet her care needs. She said she
made it clear she did not want to move. She had
been at the Program for two years.

On 6/03/25 at 1:38 p.m. the Director confirmed 
Tenant C-1 had not wanted to move to a higher 
level of care and reconfirmed the Program had 
not provided a notification of discharge to the 
office of the long-term care ombudsman.

 A 395 481-69.26(4)a Service Plans

69.26(4) The service plan shall be individualized 
and shall indicate, at a minimum:

a. The tenant's identified needs and preferences
for assistance

This REQUIREMENT  is not met as evidenced 
by:

 A 395

Based on interview and record review the 
Program failed to ensure visitor restrictions were 
included in the service plans of 2 of 2 tenants 
reviewed with known restrictions (Tenants #1, 
#2). Findings include:
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 A 395Continued From page 4 A 395

1. On 6/02/25 at 10:58 a.m. interview with the
Director revealed Tenant #1 had visitor
restrictions put in place by his Power of Attorney
(POA).

On 6/4/25 review of Tenant #1's file revealed he 
was admitted to the Program on 4/17/25 with 
diagnoses of dementia and Alzheimer's disease. 
His 30 day assessment completed on 5/16/25 
revealed a GDS (Global Deterioration Scale) 
score of 5 indicating moderately severe cognitive 
decline. A review of his initial service plan dated 
4/17/25 and 30 day service plan dated 6/30/25 
contained no information regarding this 
restriction, including who the person(s) not 
allowed to visit the tenant.

2. On 6/03/25 record review revealed Tenant #2
was admitted to the program on 11/06/24 with a
diagnosis of dementia, depression and anxiety.
The tenant's 30 day assessment dated 12/01/24
revealed she had a GDS score of 2 indicating
very mild cognitive decline. Tenant #2 was alert
and oriented at times. There were days or
evenings where she becomes confused and
occasionally delusional.

On 6/04/25 at 10:57 a.m. interview with Staff B 
revealed she worked in the memory care unit as 
a Universal Worker. Staff B said there was an 
adjustment period for some of the tenants like 
Tenant #2 who did not want to be there. Tenant 
#2 wasn't allowed to see a couple of her 
daughters or grandchildren for a while but wasn't 
sure for how long.  

On 6/02/25 at 10:58 a.m. interview with the 
Director revealed when a tenant moved into the 
memory care unit, a short time of visitor 
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 A 395Continued From page 5 A 395

restrictions was typical in order to allow the tenant 
to transition to their new home. Visits were slowly 
added as the individual adjusted. The Director 
said the restriction was noted in the Residency 
Agreement. 

On 6/03/25 review of the Residency Agreement 
revealed under Rights and Responsibilities 
section 10, it was noted the Program specialized 
in caring for seniors with Alzheimer's and other 
related diseases. A transition period may be 
utilized upon move-in to take time for the tenant 
to form a routine. (The transition period was not 
defined)

On 6/03/25 review of Tenant #2's initial service 
plan dated 11/02/24 revealed there were no 
restrictions on visitation.

On 6/05/25 at 12:14 the Director denied 
knowledge of the daughters or granddaughters 
being denied visitation and agreed the visitor 
restrictions should be spelled out in the tenant's 
service plan.
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