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Residential Care Services
Investigation Summary Report

Provider/Facility: Maplewood Gardens
Assisted Living
License/Cert.#: 2470

Provider Type: Assisted Living Facility

Compliance Determination #: 69669
Intake ID: 203770

Investigator: Amy Wright
Region/Unit #: RCS Region 1 / Unit B

Investigation Date(s): 12/05/2025 through 12/15/2025
Complainant Contact Date(s): 12/03/2025, 12/16/2025

1. Improper discharge.
2. Facility disposed of former residents' belongings.

Allegation(s):

Total residents: 198
Resident sample size: 2
Closed records sample size: 4

Investigation Methods:

Sample:

Residents
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Observations:

Reporter
Executive Director
Resident Care Coordinator
Human Resources Director
Residents
Alleged Victim's Representative
HCS Case Manager
Director of Nursing Services

Interviews:

*Disclosure of Services
*Characteristic roster
*Staff roster
*COVID-19 outbreak control checklist
*IPC tool
*COVID-19 line listing
*Resident Discharge Policy
*Resident admission agreements
*Infection Control Policy
*Resident discharge notices
*Property removal letters
*Staff in-services
*Resident face sheets

Record Reviews:
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*Progress notes
*Abuse-Neglect-Exploitation Policy
*Medication administration records
*Resident care plans

1. Record review showed that a resident was discharged for known behaviors that were not
addressed in the resident's negotiated service agreement. Failed practice identified and cited
under WAC 388-78A-2130 Service agreement planning (3)(a)(b).
2. Record review showed that, upon admission to the facility, the Alleged Victims had agreed to
remove all personal items from the facility upon discharge. The Alleged Victims could not be
reached after three attempts. One of the Alleged Victim's Representatives was interviewed,
though they had not been in contact with their loved one for nearly a year. One of the other
Alleged Victim's Representatives could not be reached after three attempts, and the third
Alleged Victim had no family or friends to contact. Record review showed that the Alleged
Victims were given written notice to remove their belongings from the facility or accept delivery
of their belongings to their current location, within a specified timeframe. A discharged resident's
belongings were observed being stored in a facility conference room beyond their date of
discharge. No failed facility practice.

Investigation Summary:

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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