
STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION

PO Box 99250, Lakewood, WA 98496

10/15/2025

Deer Ridge Memory Care Community
3901 5th St SE
Puyallup, WA 98374

Puyallup Memory Care LLC

RE: Deer Ridge Memory Care Community # 2578

Dear Administrator:

This letter addresses deficiencies occurring in the report(s) for: Compliance Determination(s)
64813 (Completion Date 10/15/2025) and 55940 (Completion Date 06/18/2025).

The Department completed a follow-up inspection of your Assisted Living Facility on 10/15/2025
and found no deficiencies.

The Department found that deficiencies for the following licensing laws and regulations were
corrected:
WAC 388-78A-2371 Investigations. The assisted living facility must:

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial exploitation; or accident or incident jeopardizing or affecting a resident health or
life;

(2) Determine the circumstances of the event;

(3) When necessary, institute and document appropriate measures to prevent similar future
situations if the alleged incident is substantiated; and

(4) Protect residents during the course of the investigation.

WAC 388-78A-2060 Preadmission assessment. The assisted living facility must conduct a
preadmission assessment for each prospective resident that includes the following
information, unless unavailable despite the best efforts of the assisted living facility:

(4) Significant known behaviors or symptoms that may cause concern or require special care;

(6) Level of personal care needs;
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The Department staff who did the On Site verification:
Carol Gijima, Community Compaint Investigator (NCI)

If you have any questions, please contact me at (253)442-3013.

Sincerely,

Laurie Anderson, Community Field Manager
Region 3, Unit D
Residential Care Services
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Statement of Deficiencies License #: 2578
Completion Date

06/18/2025
Deer Ridge Memory Care Community

Licensee: Puyallup Memory Care LLC

Compliance Determination # 55940

of 9Page 2
Plan of Correction

As a result of the on-site visit(s), the department found that you are not in compliance with the
licensing laws and regulations as stated in the cited deficiencies in the enclosed report.

Residential Care Services Date

I understand that to maintain an Assisted Living Facility license, the facility must be in
compliance with all the licensing laws and regulations at all times.

DateAdministrator (or Representative)

WAC 388-78A-2371 Investigations. The assisted living facility must:

(1) Investigate and document investigative actions and findings for any alleged or suspected abuse,
neglect, or financial exploitation; or accident or incident jeopardizing or affecting a resident health or
life;

(2) Determine the circumstances of the event;

(3) When necessary, institute and document appropriate measures to prevent similar future
situations if the alleged incident is substantiated; and

(4) Protect residents during the course of the investigation.

This requirement was not met as evidenced by:

Based on records review and interviews, the Assisted Living Facility (ALF) failed to conduct
investigations to determine the circumstances of the accidents and incidents, implement
interventions to prevent recurrence, and to protect residents for 5 of 5 sampled residents (Residents
1, 2, 3, 4, & 5 [R1, 2, 3, 4, & 5]). These failures resulted in these residents being placed at risk from
continued accidents and incidents without measures to prevent future incidents.

Findings included…

Review of the ALF’s “Abuse, Neglect, and Exploitation policy,” dated 12/01/2024, it stated, “Upon the
notice of reported, observed, suspected… form of abuse… a thorough investigation will be
conducted….”

<Resident 1>
Record review of R1’s “Face Sheet” with a print date of 03/07/2025 showed that R1 was
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A negotiated service agreement dated 05/05/2025 showed that R2 “grabbed others to walk with
her…occasionally resistant to care” with no direction for staff on how to assist resident. There was
temporary service plans provided to review.

Review of the department’s Secure Tracking and Reporting System’s (STARS) records showed that
R2 was loudly scolded and hit on the hand by a staff member on two different occasions, 03/13/2025
or 03/23/2025 and 03/23/2025 or 03/30/2025. There were no investigations available into R2’s
allegations of abuse by the staff members to review.

A record review of an email received from Staff A, Administrator, on 06/03/2025 at 12:26pm showed
that Staff A was notified of the allegation of abuse of R2 by Staff D, Active Living Director, on
04/16/2025.

During an interview on 06/03/2025 at 2:40 pm, Collateral Contact 3 (CC3), R2’s Representative, was
asked whether they had been notified or aware of an allegation of abuse involving R2 in April 2025.
CC3 stated that they had not been informed of any incidents involving R2 from the facility.

During an interview on 06/03/2025 at 2:50pm, Staff C, Medication Technician, was asked about the
alleged incident with R2. Staff C stated that “I don’t even know.” When asked if they did not
remember an allegation of abuse against a resident, Staff C stated, “they said I took a bowl from her,
and she said “ouch.” When asked to explain what happened and where the incident occurred, Staff
C stated, "they didn’t tell me where it had happened.” Staff C was asked if they had been suspended
after the incident, received coaching or some form of education on abuse/neglect prevention. Staff C
stated “no, Administrator talked to me.”

During an interview on 06/03/2025 at 2:59 pm, Collateral Contact 4 (CC4), Anonymous Staff
Member, stated that they were not aware of any allegations of resident abuse. CC4 stated that Staff
C was “rough with residents, inpatient and verbally abusive.” CC4 stated that Staff C did not "like R2
because she (R2) grabbed everything" and that Staff C would find ways to swap assignments with
other staff to avoid feeding R2. CC4 noted that both Staff A and Staff B were aware of concerns
regarding Staff C’s behavior. When asked whether they had received any education or in-service
training on abuse and neglect prevention, CC4 responded, "none."

During an interview on 06/03/2025 at 3:15 pm, Staff D, Active Living Director, stated that Staff E,
Active Living Staff, had reported an allegation of resident abuse involving Staff C and R2. Staff D
stated that they had notified Staff A of the allegation via email. When asked who was responsible for
investigating the allegation, Staff D stated that Staff A “would take care of it.” Staff D stated that they
followed up on the incident about a week later and was told by Staff A that “he (Staff A) took care of
it.” Staff D stated that while they had not personally witnessed Staff C abusing residents, they
described Staff C as “abrasive and disrespectful.” When asked whether they had
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During an interview on 06/10/2025 at 3:44pm, Staff A, Administrator, stated that they were surprised
that a preadmission assessment was not conducted.

Plan/Attestation Statement
I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Deer Ridge Memory Care
Community is or will be in compliance with this law and / or regulation on
(Date)________________ .

In addition, I will implement a system to monitor and ensure continued compliance with
this requirement.

Administrator (or Representative) Date
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