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 A 000 Initial Comment  A 000

Change of Ownership License Survey  

 A3010 Section 295. 3010 Manager's Qualifications

This Regulation  is not met as evidenced by:

 A3010

Section 295.3010 Manager's Qualifications 
a) Each assisted living establishment shall have a 
full-time manager. 

Type 3 Violation

Based on observation, interview and record 
review,  the establishment failed to have a full 
time manager on duty.  This has the potential to 
affect all 29 residents currently residing in the 
establishment.

Findings include:

On 1-22-25 at 11:15 am, E1 (Executive Director) 
was not in the building.  At approximately 11:45 
am, E1 arrived stating she had been at the 
Memory Care establishment close by.  

On 1-23-25 at 11:40 am, E1 stated she was the 
Executive Director of both this Assisted Living 
establishment and the Memory Care 25 bed unit 
located in a separate building close by.  E1 and 
E6 (Business Office Manager) stated on Monday 
and Tuesday, E1 is working at this establishment. 
On Wednesday, Thursday, and Friday, E1 works 
at the Memory Care establishment. 

The establishment license documents the 
establishment has 39 regular assisted living units.
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