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A 000 Initial Comments A 000 C.0.0. Chief Operations Offider
) 1. How will the violation be cofrectred?
The following deficieincies were cited as a result The violation for General Licgnsing.
of a Complaint survdy completed on 02/06/19 for Igae fa.‘lf"m%’hzai dﬁr':igigi:at{‘er "Effnss
the state requiremerjis of 7 NMAC 8.2, 02,1"99/'2319 of. Eftective
Regulations for Assigted Living Facilities.
2. How willwe monitor Corrective action.
The facility manager will monjtor the
renewal date and communicalie with
hisfher superiors for help in cgmpleteing
A008 7 NMAC 8.2 8 Genefal Licensing Requirements A 008 the license renwal application| If there

GENERAL LICENSING REQUIREMENTS
A. Licensure is requifed. No person or entity shall
estabhsh, maintain of operate an assisted living

facility without first ofjtaining a license.
B. Application for licgnsure. An initial or renewal
application shall be made on the forms

prescribed by and a

process shall be accyrate and truthful. The

revoked or renewal d

new hcense if the apglicant has been cited

Health Facility Sanctipns and Civil Monetary
Penalties, 7.1.8 NMAL or has been
non-comphant with plans of correction. The

is required by this rul
participate 1in good fai
presented mn the licenping process shall be

ilable from the licensing
authanty. The 1ssuange of an application form is
not a guarantee that the completed application
will be accepted, or that the department will issue
a hicense. Informatior] provided by the facility and
used by the licensingl authority for the licensing

licensing authority will not issue a new license if
the applicant has had a health facility license
nied or has surrendered a
license under threat gf revocation or denial of
renewal. The licensinl authority may not issue a

repeatedly for violatigns of applicable rules found
to be class A or class|B deficiencies as defined in

Iicensing authority will not issue a license until the
applicant has supplied all of the information that
Any facility that fails to

by falsifying information

1s any change in Administratof then the

campany C.0.0. will file the n

eded

paperwork for change of Admjnistrator

with in 10 days. The compan

Co0.0.

will submit for a renewal license 30 days
pror to the current license experation to

allow time for processing.
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denied licensure by the department. The following
information shall be submitted to the licensing
authority for approvai:

(1) aletter of intent that includes the proposed
physical address, the primary population of the
facility and a summary of the proposed services;
after the letter of intent has been received, an
application packet including; the application form,
fee schedule and the licensing rule will be issued
to the applicant by the licensing authority;

(2) the completed and notarized application and
the appropriate non-refundable fee(s);

(3) a program narrative identifying and detailing
the geographic service area, the primary
population including any special needs
requirements, along with a full description of the
services that the applicant proposes to provide
including:

(a) a description of the characteristics of the
proposed population of the facility;

(b) a description of the services and care that will
be provided to the residents;

(c) a description of the anticipated professional
services to be offered to the residents: and

(d) a description of the facility * s relationship to
ather services and related programs in the
service area and how the applicant will
collaborate with them to achieve a system of care
for the residents.

(4) policies and procedures annotated to this rule;
(5) evidence lo establish that the applicant has
sufficient financial assets to permit operation of
the facility for a period of six (6) months; the
evidence shall inciude a credit report from one of
the three recognized credit bureaus with a
minimum credit score of six-hundred fifty (650) or
above;

(6) copies of organizational documents to include
the following list of items:

3. When will corrective action be completed?
Al completed paperwork was mailed to the
state licensing department effective on
02/25/2019. The date of the licensing
completion, wilt be on the date we are
natified of the incesure process is compleled
from the State office. As of 02/25/2018

all required documents have been turned
into the stale licensing depariment
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(a) the names of all ersons or business entities
that have at least fiv percent (5%) ownership
interest in the facility whether direct or indirect
and whether in profi , land or building this
includes the owners f any business entity which
owns all or part of th land or building,

(b) the identities of a [ creditors that hold a
security interestint  premises, whether land or
building;

(c) any changes in o nership or management
shall be reported to e department within thirty
(30) days;

(7) building plans as required at 7.8.2.41 NMAC
of this rule;

(8) fire authority app oval as required at 7.8.2.60
NMAC of this rule;

(9) a letter of approv | or exemption from the
local health authori  having jurisdiction for the
food service and the kitchen facility;

(10) a copy of liquid aste disposal and treatment
system permit from | cal health authority having
jurisdiction;

(1) approval from lo | zoring authority;

(12) building approv | {certificate of occupancy),
and

(13) any other infor ation that the applicant
wishes to provide or hat the licensing authority
may request.

C. Application for a ended license. A licensee
shall submit an appli ation for an amended
license and the requ ed non-refundable fee to
the licensing authori prior to a change with the
facility. An amended license is required for a
change of: location, dministrator, facility name,
capacity or any modi cation or addition to the
building.

(1) An application fo a change of the facility
administrator or cha ge of the administrator ' s
name shall be submi ed to the licensing authority

Division of Health Improvement
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within ten (10) busingss days of the change.
(2) An application fof increase in capacity shall be
accompanied by a blilding plan pursuant to

| 7.8.2.41 NMAC of this rule. A facility shall not
increase census unt|l the licensing authority has
reviewed and approvyed the increase and has

| issued a new licensq that reflects the approved
increase in capacity.

| D. Application for licgnse renewal. Each facility

| shall apply for a rengwal of the annual license

| within thirty (30) business days prior to the license

| expiration date by sbmitting the following items:
(1) an application and the required fee;

| (2) an updated progriam narrative, if the facility
has changed the program or the focus of
services;

| (3) the annual fire ingpection report; and

| (4) the licensing authority may not issue a new

| license if the applicaht has been cited repeatedly

i for violations of this rfule or has been
noncompliant with plans of correction or payment
of civil monetary penalties.

| E. License. Any person or entity that establishes,

| maintains or operates an assisted living facility
shall obtain a licensg as required in this rule

| before accepting resjdents for care or providing
services.

l (1) Each facility that provides care or treatment
shall obtain a separgte license. The license is
non-transferable and is only valid for the facility to
which it is originally issued and for the owner or
operator to whom it i issued. It shall not be sold,
reassigned or transferred.

(2) The maximum capacity specified on the
license shall not be gxceeded.

I (3) If the facility is clgsed and the residents are
removed from the fagility, the license shall be
returned to the licenging authority. Written
notification shall be iisued to all residents or the
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residents ' surrogat decision maker and the
licensing authority a least thirty (30) calendar
days prior to the clo ure.

F. Temporary licens .

(1) Atemporary lice se may be issued to a new
facility before reside ts are admitted provided
that the facility has et all of the life safety code
requirements as sta  in this rule and policies
and procedures for e facility have been
reviewed and appro ed.

(2) Upon receipt of temporary license, the
facility may begin to dmit up to three (3)
residents.

(3) After the facility as admitted up to three (3)
residents, the facili operator or owner shall
request an initial he Ith survey from the licensing
authority.

(4) Following a dete mination of compliance with
this rule by the licen ing authority, an annual
license will be issue . The renewal date of the
annual license is ba ed on the initial date of the
first temporary licen e.

(5) The licensing au ority has the right to
determine complian e or noncompliance.

(6) A temporary lice se shall caver a period of
time, not to exceed ne hundred twenty (120)
calendar days.

(7) No more than tw  (2) consecutive temporary
licenses shall be iss ed. If a second temporary
license is issued, an additional non-refundable
fee is required. If all equirements are not met
within the two hundr d forty (240) day time frame
the applicant shall r peat the application process.
G. Annual license. A annual license is issued for
one (1) year for a fa ility that has met all the
requirements of this ule.

H. Display of license The facility shall display the
license in a conspic ous public place that is
visible to residents, taff and visitors.

Division of Health Improvement
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|. Unlicensed facilities. Any person or entity that
opens or maintains gn assisted living facility
without a license is subject to the imposition of

Failure to comply with the licensure requirements
of this rule within ten|(10) days of notice by the
licensing authority mpy result in the following
penalties pursuant tq Health Facility Sanctions
and Civil Monetary Penalties, 7.1.8 NMAC.
(1) A civil monetary genalty not to exceed
five-thousand dollars; ($5,000) per day.
| (2) A base civil monatary penalty, plus a per-day
civil monetary penalty, plus the doubling of
penalties as applicatile, that continues until the
facility is in compliange with the licensing
requirements in this rule.
(3) A cease and desist order to discontinue
operation of a facility|that is operating without a
license.
(4) Additional crimingl penalties may apply and
| shall be imposed as necessary.
[7.8.2.8 NMAC - Rp, [7.8.2.8 NMAC, 01/15/2010]
| {

| This REQUIREMENT is not met as evidenced
by:
Refer to 7.8.2.8 C (1)[ D

. Based on record review and interview the facility
failed to apply for:

1. Alicense ren
| license expiration. .
i 2. An amended license when there is a
| change of administrator within ten business days
| of the change. |

I

! This deficient practice has the potential to put all
| 15 (R #s 1-15) residents at risk of neglect, abuse,
! and exploitation if thel person in the administrator

al at least 30 days before

civil monetary penaltjes by the licensing authority.

Division of Health Improvement

STATE FORM

|
1.
g
1'
I

sS850

CONT11

If continuation sheat 6 of 10




PRINTED: 02/19/2019
FORM APPROVED
Division of Health im roveme

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING COMPLETED

4006 B. WING 02/07/2019

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY STATE ZIP CODE

108 VISION DR
RUIDOSO, NM 88345

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

DEFICIENCY)

GOOD LIFE ASSISTED LIVING A D MEMORY CARE

A008 Continued Frompa 6 A 008

position is not qualifi d to supervise the facility's
operation. The findi gs are

A. Record review o the facility's license on
display revealed the

1. Licensed had expired on 01/31/19 and did
not have the current dministrator's name listed.

2. Administrator (ADM #1) name whose
employment ended n 06/28/18, was listed on the
license and ithad n  been amended when
Administrator #2 wa hired.

3. License was gain not amended when
Administrator (ADM 2 s) employment ended on
12/16/18 and the cu ent Administrator (ADM #3)
was hired.

B. Record review of a facility list of employment
dates revealed:

1. ADM #1's em loyment dates were
08/15/16 through 06 8/18.

2. ADM #2's em loyment dates were
05/18/18 through 12 6/18.

3. ADM #3's be an her employment as
administrator on 12/ 6/18.

C. On02/06/19 at8 4 am during an interview,
ADM #3 confirmed t at ADM #1's name was still
on the license and th license expired on
01/31/19. She furthe stated that she did not
know if the cooperat ownership had applied for a
new annual license  dfor amended licenses
when there was a ch nge in Administrators.

A016 7 NMAC 8.2.16 Staff Qualifications A016

STAFF QUALIFICAT ONS: A facility shall employ
staff with the followin qualifications.

A. Administrator, dir tor, operator: an assisted
living facility shall be upervised by a full-time

Division of Health Improvement
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administrator. Multiple facilities that are located
within a forty (40) mile radius may have one
full-time administratar. The administrator shall:

(1) be at least twenty-one (21) years of age;
(2) have a high schopl diploma or its equivalent; |
Mexico Caregivers

(3) comply with the réquirements of the New
riminal History Screening

Act, 7.1.9 NMAC;

(4) complete a state approved certification

program for assisted|living administrators;

(5) be able to communicate with the residents in

the language spoken by the majority of the

residents;

(6) not work while under the influence of alcohol

or illegal drugs; |

(7) have evidence of{education and experience to

prove the ability to aqminister, direct and operate |

an assisted living faglity; the evidence of
education and experience shall be directly related
to the services that are provided at the facility;
(8) provide three (3) hotarized letters of reference
from persons unrelated to the applicant; and
(9) comply with the pre-employment requirements
pursuant to the Emplpyee Abuse Registry, 7.1.12
NMAC.
B. Direct care staff:
(1) shall be at least ejghteen (18) years of age,
| (2) shall have adequate education, relevant
training, or experience to provide for the needs of
the residents; |
| (3) shall comply with the pre-employment
requirements pursuant to the Employee Abuse
Registry, 7.1.12 NMAC; and
(4) shall comply with the current requirements of
| reporting and investigating incidents pursuant to
Incident Reporting, Irjtake Processing and
Training Requirements, 7.1.13 NMAC;
(5) if a facility providgs transportation for
residents, the employees of the facility who drive

I
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vehicles and transp rt residents shall have
copies of the followi g documents on file at the
facility:

(a) a valid New Mexi o driver ' s license with the
appropriate classific tion for the vehicle that is
used to transport re idents;

(b) documentation o training in transportation
safety for the elderly and disabled, including safe
vehicle operation;

(c) proof of insuranc ; and

(d) documentation o a clean driving record;

(6) any person who rovides direct care who is
not employed by an gency that is covered by the
requirements of the aregivers Criminal History
Screening Requirem nts, 7.1.9 NMAC, shall
provide current (with n the last 6 months) proof of
the caregivers crimi | history screening to the
facility, the facility sh 1l maintain and have proof
of such screening re dily available; and

(7) employers shall  mply with the requirements
of the Caregivers Cri inal History Screening
Requirements, 7.1.9 MAC.

[7.8.2.16 NMAC-R 7.8.2.16 NMAC
01/15/2010]

This REQUIREMEN is not met as evidenced
by:
Referto 7.8.2.16 A( )

Based on record revi w and interview the facility
failed to ensure that e Administrator had
completed a state ap roved certification program
for assisted living Ad inistrators. This deficient
practice has the pote tial to put all 15 residents
(R#1-15) atrisk of n  lect, abuse, and
exploitation if the pe on in the administrator
position is not qualifi d to supervise the facility's
operation. The findin s are
Division of Health Improvement
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! A. Record requestifpr the Administrator's

. certificate of completion of the certification

: program for Assistgq Living Administrators

I revealed, no certifi¢gdte was available for review,

B. On 02/06/19 at B{39 am during an interview,

the Administrator cotfirmed she had not

completed the certififation program required to
| be an Administratoq! bf an assisted living facility.
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A016 The Administrator completed the

certification program on 02/08/2018.
The paperwork was emailed and mailed
to the state effective 02/25/2019. The
certific is now displayed in the facility.
The facility will ensure if there is a
change in Administrator that completed
certification will be completed with in

10 days
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