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February 20, 2025
License Number: AL1405

Ms. Judy Kirkland, Administrator

Arbor House Assisted Living Center

4501 West Main Street

Norman, OK 73072

Survey Event ID: EJH711

Dear Ms. Kirkland:

Enclosed is a report of the complaint investigation conducted at your Assisted Living facility on
February 12, 2025. No deficiencies were cited. Oklahoma Statutes require that this report be
made available for public inspection within the facility for the next three years.

If you have any questions concerning this report, please call me at (405) 426-8200.
Respectfully,

Clorissa Nubine, Enforcement Analyst

Long Term Care | Enforcement Division

Oklahoma State Department of Health

Enclosure
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INVESTIGATIVE REPORT
Facility: ARBOR HOUSE ASSISTED LIVING CENTER
Address: 4501 WEST MAIN STREET
City, State, Zip: NORMAN, OK, 73072
Provider #: AL1405
Complaint #: OKO00073446

Investigation Date(s): 02/11/2025 and 02/12/2025

ALLEGATION(S)

The center failed to ensure residents were not physically, verbally or psychesocially abused.

The center failed to have and/or implement an effective grievance policy and procedure.

The center failed to have and/or implement an effective pest control program.

An unannounced on-site investigation was initiated 02/11/2025 at 4:00 p.m.

A sample of six residents, including any identified residents, was selected for the investigation based on the
concerns relevant to the allegations.

The investigation was conducted following standards set by the statutes, rules and regulations of the State of
Oklahoma utilizing Investigative Protocols. Evidence was obtained through observations; interviews with

residents, family members, staff members and others as indicated; and review of pertinent written and electronic
records.

A Summary of Complaint Investigation:

Observations were made of staff and resident interactions. Residents were observed receiving assistance with
care in a non-aggressive manner. Residents rooms were observed for pest and no signs of pest were observed
including bed bugs.

Residents were asked about treatment from staff including any staff identified in the allegations. Residents
were asked about abuse and who to report it and how the facility resolved any problems and grievances. They
were asked about the pest control the facility has and if there were any problems with pests, including bed bugs.

Staff were asked about their knowledge of the abuse policy and how to identify abuse. They were asked about
the care they have observed being provided by other staff including those identified in the allegations. The staff
were asked how problems and grievances were resolved and addressed.

Abuse policy, grievances policy, and pest control policy were reviewed. Resident council minutes, grievances,
employee files, pest control invoices, abuse investigations, and employee training records were all reviewed.

The attached State form, Statement of Deficiencies, will identify any deficiencies cited.

Thank you for bringing your concerns to our attention.

Rev. 04/2024



k' Ay

& okLaHOMA

.‘ < State Department
W~ of Health

Oklahoma State Department of Health
Long Term Care Service

Date report completed: 02/12/2025

- __________________________________________________________________________]
Rev. 04/2024
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