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 A 000 Initial Comment  A 000

Original complaint #176259

The allegation was substantiated and violations 
were cited. 

Violations cited 295.6000 13) Type 3.

 

 A6000 Section 295.6000 Resident Rights

This Regulation  is not met as evidenced by:

 A6000

Type 3 violation

Section 295.6000 Resident Rights 

13) The right to be free of abuse or neglect or 
financial exploitation or to refuse to perform labor; 

These requirements were not met as evidenced 
by:

Based on interview the establishment failed to 
keep residents free from neglect. 

Findings include:

Interview: Interview with E1 and E2 was 
completed. Both confirmed that E3 fell asleep on 
their shift in a patients room on 5/18/24.
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