
[bookmark: countryside home inc 2567.pdf]Kansas Department on Aging

Exhibit A

FORM APPROVED
PRINTED: 04/29/2026


STATE FORM
6899
6JDS11
If continuation sheet 1 of 7

	STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION
	(X1) PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER:


N021006
	(X2) MULTIPLE CONSTRUCTION
A. BUILDING: 	


B. WING 	
	(X3) DATE SURVEY COMPLETED

C
04/23/2026

	NAME OF PROVIDER OR SUPPLIER	STREET ADDRESS, CITY, STATE, ZIP CODE
2454 HIGHWAY 15
COUNTRYSIDE HOME INC
ABILENE, KS 67410

	(X4) ID PREFIX TAG
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY)
	(X5) COMPLETE DATE

	S 000
	INITIAL COMMENTS
	S 000
	
	

	
	The following citations represent the findings of complaint investigations KS00198642, KS00198643, KS00198641 and KS00198650.
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	26-39-102 (f) Discharge Notice
	S 195
	KAR 26-39-102(f)
	

	
	(f) The administrator or operator, or the designee, shall provide a notice of transfer or discharge in writing to the resident or resident ' s legal representative at least 30 days before the resident is transferred or discharged involuntarily, unless one of the following conditions is met:
(1) The safety of other individuals in the adult care home would be endangered.
(2) The resident's urgent medical needs require an immediate transfer to another health care facility.
	
	
	

	
	

This REQUIREMENT is not met as evidenced by:
The facility reported a census of 5 residents. Based on observation, interview, and record review the facility failed to provide a notice of transfer in writing to the residents and/or resident's legal representative at least 30 days before all five residents (R1, R2, R3, R4, and R5) were evicted from the facility. Facility Staff A found a letter taped to the front door of the facility on 04/21/26 stating the entity had 3 days to leave the premises. This failure placed all five residents in immediate jeopardy to their health and safety, risk for an unsafe transfer/discharge, sadness/depression, and likely negative impact on their psychosocial well-being.
	
	
	

	
	Findings included:
	
	
	



LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE	TITLE	(X6) DATE

	STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION
	(X1) PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER:


N021006
	(X2) MULTIPLE CONSTRUCTION
A. BUILDING: 	


B. WING 	
	(X3) DATE SURVEY COMPLETED

C
04/23/2026

	NAME OF PROVIDER OR SUPPLIER	STREET ADDRESS, CITY, STATE, ZIP CODE
2454 HIGHWAY 15
COUNTRYSIDE HOME INC
ABILENE, KS 67410

	(X4) ID PREFIX TAG
	SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY OR LSC IDENTIFYING INFORMATION)
	ID PREFIX TAG
	PROVIDER'S PLAN OF CORRECTION (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY)
	(X5) COMPLETE DATE

	S 195
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- An onsite visit conducted on 04/23/2026 9:00 AM revealed five residents 's were in the facility and one staff member was on duty.

Review of the "Three Day Commercial Notice of Cure or Quit" revealed it was formal notice of default of the terms of the formal lease dated 02/01/2026. The notice formally gave the occupants a three-day notice to evacuate the premises.

Observation on 04/23/2026 at 9:00 AM, revealed 5 residents remained in the building. One family member was packing his mother's belongings. Observation also revealed there were ample supplies and food for residents' needs. Staff A was the only staff in the facility.

Interview on 04/22/2026 at 8:45 AM, Staff A revealed when she arrived at work on 04/21/26 she found the eviction notice on the door. She immediately called Staff B, but he did not answer the phone, nor had he called her back. She further stated due to lack of pay, which was due on 04/17/26 that staff were not coming into the facility. Staff A was the only staff member in the building to care for the five independent residents. She further stated she had called all the families on 04/21/26 to let them know.

On 04/22/2026 at 12:58 PM, via text message Staff A noted that Staff B stated he would contact the property owner and get back with her. At 5:35 PM, Staff A text that she had not heard from Staff B.

On 4/23/2026 at 7:05 AM, Staff A noted she had not heard from Staff B.
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Interview on 04/23/2026 at approximately 9:30 AM, Staff A revealed five residents were in the facility. She stated four residents had found a new place to live and one would know today if they were accepted to a new facility. She stated families had been in on 04/22/2026 packing up resident's belongings. Staff A stated the 5 residents were independent but required standby assist with showering and laundry. The facility prepared all meals.

Interview on 04/23/2026 at 09:40 AM a confidential family member revealed that the facility had changed a lot since his mother moved in several years ago. He revealed he wasn't aware that it had recently sold in 2026. He stated he was sad the five residents who had become very good friends were not going to be together anymore.

On 4/23/2026 at 1:28 PM, via text Staff A noted that Staff B stated he "was advised by his lawyer to not come to the property.

Interview on 4/23/2026 at 4:17 PM via email,
Long Term Care Ombudsman (LTCO) Z
revealed he had visited the facility on 4/22/26. He revealed that a couple of the residents were very anxious and upset about the eviction notice. He reported that residents were concerned as they all had been paying thier monthly rent. LTCO Z revealed several residents had family in the facitity at the time of his visit. He stated both family and residents questioned on what to do next.

Per text message on 04/25/26 at 2:55 PM from Staff A revealed all residents had discharged from the building to other facilities across Kansas.
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	Continued From page 3
The facilities Negotiated Service Agreement under 3. Termination of Agreement revealed: The Facility may terminate this Agreement for reasons including but not limited to non-payment, failure to follow the Facility's rules, or any change in the Resident's medical or personal care needs that the Facility is unable to accommodate. The Facility will provide _30	days written notice before termination.
Immediate Termination: Either party may terminate this Agreement immediately if the other party breaches any material provision of the Agreement, subject to applicable law.

26-41-101 (b) Administrator/Operator Criteria

(b) Administrator and operator criteria. Each licensee shall appoint an administrator or operator who meets the following criteria:
(1) Is at least 21 years of age;
(2) possesses a high school diploma or the equivalent;

(3) holds a Kansas license as an adult care home administrator or has successfully completed an operator training course and passed the test approved by the secretary of Kansas department of heath and environment pursuant to K.S.A.
39-923 and amendments thereto; and
(4) has authority and responsibility for the operation of the facility and compliance with licensing requirements.




This REQUIREMENT is not met as evidenced by:
3005
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	Continued From page 4 KAR 26-41-101 (b) (3) (4)
The facility reported a census of 5 residents. Based on interview and record review, the facility failed to appoint an operator who held a Kansas license as an adult care home operator training course and passed the test approved by the secretary of Kansas Department of Health and Environment pursuant to K.S.A. 39-923 and amendments thereto; and had authority and responsibility for the operation of the facility and compliance with licensing requirements as of 12/2025 when the state agency was notified by Staff C he had left employment of the facility in 09/2025. The facility did not have an operator of record for approximately 6 months.

Findings included:

Interview 04/23/26 at approximately 09:00 AM, Staff A stated the she became the operator of the facility in July 2025 when Staff C left employment of the facility. Staff A stated she was not aware the state agency was not notified of the change.

Record review revealed that Staff C remained the operator of record until he notified the state agency in 12/2025 that he no longer worked at the facility.

Final Observations KSA 39-937

The facility reported a census of five residents. Based on observation, interviews and record review the facility failed to pay 8 staff members in a timely manner. This placed all 5 residents in
	S3005
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immediate jeopardy due to lack of staff to help with activities of daily living.

Findings included-

Review of an email sent on 04/17/26 to Staff A revealed that payroll would be delayed until Monday and that he was "sincerely sorry for the inconvenience".

Review of an email sent on 4/20/25 at 12:11 PM from Staff B to Staff A revealed that he was aware that some paychecks remained outstanding and that he was working diligently on resolving the matters. He further stated he was aware that staff had chosen to seek other employment.

Interview on 4/22/26 at 8:45 AM, Staff A revealed that staff were not paid on 4/17/26. She stated that on 4/20/26 that 2 of 8 staff members were paid. She further revealed that on 04/16/26 she went to the grocery store to purchase food for the facility and the facility purchasing card was declined. She had to use her personal funds to pay for the facility food. She stated Staff B later electronically sent her a "portion" of the funds.

Interview on 4/23/26 at 9:30 AM, Staff A stated she was one of the staff not paid on the 17th and had not received her paycheck. She stated she was also not paid on 4/3/26 and when she notified Staff B, he stated her check "comes from a different account". Staff A stated she was paid on 4/10/26. Staff A had been at the facility since 4/21/22 and had not left due to staff not being paid and refusing to come to work. Staff A was tired and very upset that Staff B was not returning her calls regarding the eviction notice. Staff A stated she would stay at the facility until the last resident left.
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	Continued From page 6

Per KAR 44-315 (b) If an employer willfully fails to pay an employee wages as required by K.S.A.
44-314, and amendments thereto, or as required under subsection (a) of this section, such employer shall be liable to the employee for the wages due.
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