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STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AGING AND LONG-TERM SUPPORT ADMINISTRATION 

20425 72nd Avenue S, Suite 400, Kent, WA 98032 

Bear Creek Senior Living , Inc 

Redmond Heights Senior Living 
7950 Willows Rd NE 
Redmond, WA 98052 

03/18/2025 

RE: Redmond Heights Senior Living# 2628 

Dear Administrator: 

This letter addresses deficiencies occurring in the report(s) for: Compliance Determination(s) 
56428 (Completion Date 03/18/2025) and 52601 (Completion Date 01/16/2025) . 

The Department completed a follow-up inspection of your Assisted Living Facility on 03/18/2025 
and found no deficiencies. 

The Department found that deficiencies for the following licensing laws and regulations were 
corrected : 
WAC 388-78A-2700 Emergency and disaster preparedness. 

(1) The assisted living facility must: 

(a) Maintain the premises free of hazards; 

The Department staff who did the On Site verification : 
Thomas Forkgen, ALF Licensor 

If you have any questions, please contact me at (253)234-6020. 

Sincerely, 

Laurie Anderson , Community Field Manager 
Region 2, Unit D 
Residential Care Services 



Residential Care Services
Investigation Summary Report

Provider/Facility: Redmond Heights Senior
Living
License/Cert.#: 2628

Provider Type: Assisted Living Facility

Compliance Determination #: 52601
Intake ID: 160355

Investigator: Thomas Forkgen
Region/Unit #: RCS Region 2 / Unit D

Investigation Date(s): 12/23/2024 through 01/16/2025
Complainant Contact Date(s):

Multiple complaints of a resident smoking inside apartment.
Allegation(s):

Total residents: 57
Resident sample size: 7
Closed records sample size: 0

Investigation Methods:

Sample:

Observed Alleged Victims in their apartments next to and across
form Alleged Perpetrator's apartment. Observed Alleged
Perpetrator's apartment.

Observations:

Interviewed Administrative staff, facility staff, Alleged Victims (1),
AP1,  Alleged Victim (2), AP2, and Alleged Victim (3) AP3.
Interviewed Alleged Perpetrator (AP) .

Interviews:

Reviewed Medical records for AV1, AV2, AV3 and AP. Reviewed
facility's policy on smoking, Characteristics Roster, Staff Roster,
Disclosure of Services, and Abuse and neglect policy. See shared
drive.

Record Reviews:

Failed practice substantiated. Facility failed to monitor the Alleged Perpetrator's smoking and
failed to implement Alleged Perpetrator's Service Plan. Complaint was investigated during the
full inspection. See full inspection for additional citation issued under WAC 2160.

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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01.22.2025 13:53:34 state of lla5hington 

STA T'E OF \/W\5HINGTON 

DEPARTN1ErH OF SOCIAL AND HEM ... TH S::RVl CES 
AGING AND LONG-TERM SUPPORT AD~W'~!!:lTRA.TR)N 
1"4t5 n.1tdAvem,e S, Sufte480, Ke.nt, WA !Ji8t)Jl 

S!at;;,mer!t ~l De'fbenc,.,,s 
Phm of Cot"lilction 

b~,rnse :#:. lr.118 C:ompltmw,i- D;,;!.,,in1m ;lfom # s,rnm 
ft!i;dmonii He-lghts Senior Livil"l!} C,1mp!~tfon Dat~ 

f'.-\3g~ 1 of 5 U,:.ensee: Bear Cre~k Se:nior Living, !~c 01.1'16f2D2S 

'r'"ou ~rn reqt1i1~i:I to- tie in carnpfomce at all tirn~s wi!tl1 alf licensing laws and regulations tn 
rmHntain your Assisted Uvinfl Fad!ily !k,;;rtse .. 

·nw,· de.r.rnrtn1ent wrnpt€ted dat~1 -co-fo;;dii:m for an u~~r:inow')CfHJ eti--t;ite ,:omp!aint lnvesti~vitkm 
on 1 21'.13{2014, 01 ft16l2H25 ;:1n-rl 12123/2024 of 

R:1~dmc1nd Heights Senior L1vif~~~ 
79:SO vVillows Rd ~~E 
Redmond, INA. 9:fl{l52 

me foHowmg siu-npte w-as sdtr.-:ted for revi~,w drn·\ng the unanrwunced un-site visit 7 of 57 
torrent re. sidents and ~ former re ~Hd~rits. 

Fwm: 
OSHS, Ag'ing and l.Otiffr~rm ~~-ppo1t Ad1,foh.5tH':bon 
Residential Care s~rvk:es, F'(t£\ion 2 . Unit O 
20425 72nd AveniJe: S, Srnte 400 
Kent, W1\ t38tl~Q 

/4,s a r~~u!t ot the on-site visn(s), the 1.fopartrnert found !.tmtym.{ are nat- in rximpl!anc~ with the 
!ic1~nsin9 fa1ws m1<l: ~-~~ulaticns HS- st'ateti in the i::ite·d del'k:.1em:i~,s in th1: emJusE,d n~port. 

01-22-2025 
Date 

i L!nderstand the."it h:i mafnti:1in an Assisted Uving F;,1d\it-y ik~n:s.e, the fadhty must be ln 
to111pl!rince with ~II the lkensmg !aw:s rind 1··r.:\g1iatiz1ns at aH tirnes 

5112 



STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20425 72nd Avenue S, Suite 400, Kent, WA 98032

Statement of Deficiencies License #: 2628

Completion Date

01/16/2025

Redmond Heights Senior LivingPlan of Correction

Licensee: Bear Creek Senior Living, Inc

Compliance Determination # 52601

of 5Page 1

You are required to be in compliance at all times with all licensing laws and regulations to
maintain your Assisted Living Facility license.

The department completed data collection for an unannounced on-site complaint investigation
on 12/23/2024, 01/06/2025 and 12/23/2024 of:

7950 Willows Rd NE
Redmond, WA 98052

Redmond Heights Senior Living

This document references the following complaint number(s): 160355

The following sample was selected for review during the unannounced on-site visit: 7 of 57
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Thomas Forkgen, ALF Licensor

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 2 , Unit D
20425 72nd Avenue S, Suite 400
Kent, WA 98032

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.
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S!.1t~meot ,;if Oefid~ndes 
Pl.m M Corradit11:1 

Gomplfonc.e Detennin.ifon #51501 

Pags 2 ot5 

Risd111~rnd rfotghts Se~ior U,~lt,g 

Uca;nsee: Bea1 Crn~l1 Senior Li,1\ng. !ti,. 

(1 ) The :assisted Hving fodhty rnust: 

(a} Maintain the pre:mise.s frne rJf haran1s; 

This requir~rm ent was fl!)t nu~t a$ evtdenced by: 

c~1rip!sfo~r1 Date 
{H/16/2028 

8as€d an obseivati:on, inte1v!ti:w, and recnrd review the fadlity frnl:ed to em,ttre l {l.( 1 sampl~d 
F'(t,sid~!nt {Remdent 8} did rn:it Bt1uk~ m their apartrnent This failure plat~!d aH 51 tf.!s1d==~·nts safoty 
and health at risk l'riJm potent!af fire, smo!,e fn11alation, and mmpromised health. 

f~eview of ttlt) ·1c1cHity's umfated Dlsi:;ost:r:c: d Services -~hov\<'ed that the facility rnatnt~ined a ~make 
free ecn'lt"!illnit'y'. The Oiscbmire (1f SeNlce:;,; sh0,\"-.'ezt that sn1oking \At«£ pHmirti?.d in a t.lesign:ated 
iJutskle area. 

Heview of tne lad!ily's polky titled, •srnol<ing Poiicy'', d"ltt.d Ci4iuil2022, showed that ti1e fa~ihty 
prnvkled a S.llfo em.<in:inmtr1t 1'ar af! re.skit nts in re.9anfa to upholdinti: th~ rights ()ff r~sidi::11t ta smi::*i:,: 
if th€')-' d~·sire. The policy showed that srnokin!~ of any 1,ind ',Nas not allow~d within the fadli~t. The 
polk.y srwwed th~t ,..rpon ad1n;sf,ion ,1! resid-~ntwnuh1 b~ inte1v1e'1Ned to det,errninft ifthey sm()ksd. A 
sm-o~ing tv~~t:u~th:)tl Wr)Uld be perform13d by the Wellness D1rf•:tor to rletf;rrrnn-e it the =residaent •was 
atJh, b snml<e safely in tr11 d~~ign~ted smoking ,ifftHl. Th<'l policy sho~·'\i-ed that In~ r~sutt:;; eif the 
eva1hJi:'Jtkm wm, to be disi:,wssed witti tbe tf.isidmrtlre,sp~nsible pmty ttnd placed in the resident's 
recrjrd. The po!h:.y sr1owed tl1t resident str-ric~! phm tNGUld he updated. The pcfa::y stwwed that the 
fadlity H~ser.,·ed the di;iM: to frnmediatejy ~.onfist:.;:lte -srnokini~ mati~r,ials .3:tt we!l i:IS rescind the 
resident's smoking p-rivil<:!·G!~S ·'if foi!in~} to tat-;:e !';t,d1 measures wouM jeoi:mrdize regkftmt safety". Th,e 
policy ;rhowit!d that a nrin-tmnpli1:ltlt re~ii:1£::nt ;,..vauld :r-ect'tive: .~ th\r{y .. m.iy tH}tie~ M ijV\etkm. Fm­
egrr::gious safe~{ risk~,. eviction mav ,Jf:cus- ~nDner than tm days. 

Ohse1Vatlcm on nn 712024, 12/18:/2024, ·12tl St.2024, i 2/20t2u24, 'l2l23i2024 , arH:i =GH06i2024, 
showed J sr-n:iking area, rnvered V\~th a ,::,mopy ,.,,_,~th c:hairs. outside in thi! pt!rktn,;1 lot acm$S frnm 
the main entrnn:c~, a; tiffxtfo. the garh1c1g;;; <:x}!lll:ttion station. Ourin::1 the ttfll ln;;;pet:tlon visit, n-mlt.lpie 
unidentified residents w,~re nbs€tved srnakin~1 in the des:ign.st~d klrea. 
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Statement of Deficiencies License #: 2628

Completion Date

01/16/2025

Redmond Heights Senior LivingPlan of Correction

Licensee: Bear Creek Senior Living, Inc

Compliance Determination # 52601

of 5Page 2

DateAdministrator (or Representative)

WAC 388-78A-2700 Emergency and disaster preparedness.

(1) The assisted living facility must:

(a) Maintain the premises free of hazards;

This requirement was not met as evidenced by:

Based on observation, interview, and record review the facility failed to ensure 1 of 1 sampled
Resident (Resident 8) did not smoke in their apartment. This failure placed all 57 residents safety
and health at risk from potential fire, smoke inhalation, and compromised health. 

Finding included…

Review of the facility’s undated Disclosure of Services showed that the facility maintained a smoke
free community. The Disclosure of Services showed that smoking was permitted in a designated
outside area.

Review of the facility's policy titled, "Smoking Policy", dated 04/01/2022, showed that the facility
provided a safe environment for all residents in regards to upholding the rights off resident to smoke
if they desire. The policy showed that smoking of any kind was not allowed within the facility. The
policy showed that upon admission a resident would be interviewed to determine if they smoked. A
smoking evaluation would be performed by the Wellness Director to determine if the resident was
able to smoke safely in the designated smoking area. The policy showed that the results of the
evaluation was to be discussed with the resident/responsible party and placed in the resident’s
record. The policy showed the resident service plan would be updated. The policy showed that the
facility reserved the right to immediately confiscate smoking materials as well as rescind the
resident’s smoking privileges “if failing to take such measures would jeopardize resident safety”. The
policy showed that a non-compliant resident would receive a thirty-day notice of eviction. For
egregious safety risks, eviction may occur sooner than 30 days.

Observation on 12/17/2024, 12/18/2024, 12/19/2024, 12/20/2024, 12/23/2024, and 01/06/2024,
showed a smoking area, covered with a canopy with chairs, outside in the parking lot, across from
the main entrance, a next to the garbage collection station. During the full inspection visit, multiple
unidentified residents were observed smoking in the designated area. 
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Statement of Deficiencies License #: 2628

Completion Date

01/16/2025

Redmond Heights Senior LivingPlan of Correction

Licensee: Bear Creek Senior Living, Inc

Compliance Determination # 52601

of 5Page 3

During interviews on 12/23/2024 at 10:22 AM and at 1:11 PM, Resident 9 stated they lived across
from Resident 8’s apartment. Resident 9 complained that Resident 8 often smoked in their
apartment, rather than go outside to the designated smoking area. Resident 9 stated that the smoke
would enter their apartment which they shared with their spouse, Resident 10. Resident 9 and
Resident 10 both stated that the cigarette smoke from Resident 8’s apartment entered their
apartment under the entrance door and caused their eyes to water. Resident 10 stated they have
difficulty breathing and the cigarette smoke aggravated their condition. Resident 9 stated that they
complained to the staff and their concerns were ignored. Resident 9 and Resident 10 stated that
they were concerned Resident 8’s cigarette smoking could cause a fire and jeopardize all the
residents and staff safety.

During interviews on 12/23/2024 at 10:23 AM and at 1:20 PM, Resident 11 stated that they live next
door to Resident 8. Resident 11 stated that Resident 8 frequently smoked cigarettes in their
apartment and the smoke entered Resident 11’s room. Resident 11 stated that the cigarette smoke
was strong and bothered them. Resident 11 stated they were a former smoker, and they were able
to identify the smell of cigarette smoke. Resident 11 stated that they like to open their window for
fresh air. Resident 11 stated that they were forced to close the window whenever Resident 8
smoked cigarettes in their apartment, as the cigarette smoke entered Resident 11’s apartment
through the window. Resident 11 stated that they notified staff about Resident 8’s cigarette smoking
in the apartment. Resident 11 stated that the staff ignored the issue, and no one has addressed the
problem with Resident 8. Resident 11 stated they were concerned that Resident 8 could start a fire
and risk the safety of all the residents.

RESIDENT 8
Review of Resident 8’s Negotiated Service Plan, dated 09/16/2024, showed the facility admitted
Resident 8 in  of 2024. 

Observation of Resident 8’s apartment on 12/23/2024 at 10:54 AM, showed tobacco strewn all over
the floor in front of Resident 8’s desk. Observation showed Resident 8’s window was open and a fan
sat on a chair in front of the window. The fan blew the air through the window and out of the room.
Observation showed blackened cigarette ashes covered the white windowsill and the window track
of the open window. Ashes and burnt cigarette butts were observed on the windowsill and laminate
floor. The apartment smelled of a strong, distinct cigarette smoke. A cigarette lighter was observed
on the floor next to the window. 

During an interview on 12/23/2024 at 10:54 AM, Resident 8 denied smoking in their apartment.
Resident 8 stated that they rolled their own cigarettes at the desk which was why there was unused
tobacco strewn all over the floor. 

Observation of Resident 8’s apartment on 12/23/2024 at 11:00 AM, Staff BB, Maintenance
Supervisor, observed the cigarette ashes on the windowsill, floor, the fan and cigarette lighter.
During an interview at this time, Staff BB stated that Resident 8 was not allowed to smoke in the
apartment. Staff BB stated that it was obvious that Resident 8 smoked in the apartment. 
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Stttt~ment iYf Oefid<,:ndes 
Phm M Ccmlildion 
Page 4 of ti 

state of Hashin9ton 

Cc;mpli,mc.e Determin .. fon # 57Wi 

c~iltlp-li?.tfon Dt,te R1uln1tnd ~.1\ghts S8!11i(lt Li,•itil 

Uc.'!!rniee: B«at Creek Slilnior U~•iri:g, In<:: 

Observatirn·i on tY2312D24 ~it 11 : ·t 5 AM, shtiWf.!d SttlN BB irnrnediatd~• directed :ai facility 
hm1sel<:eeper·t:i:1 dean the apartml!!ntlfom, window:silli, and rern-:Jve th~ hm and cigarette Hghter. 

Observatb" an ·t2/23i202,:1 at 11 ·2.4 AM shtw11\'.~d Staff/'-.,, E:< ~t:tJtNe Director, in Resfdll:rit 8's 
apartment g:pea;king wlth Staff BB abtHJt the Ctf1m·ette ar:.hillo .. butts, fart and 1:.igaffJtl.1~ lighter. 
Obse1v.ihon showed that tl:H~ dg.aretl~ d1;;brls w.as ckrnned ~p, am! the fam ,md li.nhtt'lr \.,\'ere rernov~1:l. 
Durin!J i1n inte,1vsev ...... t this tirne, Sttlff A stmed ttmt F~esMer~t 8 m!ied lht!!r own dg.i.rett1;:s and knew 
not ta smoke in their apartment. Staff t\ st'rJ:ted frrnt R~sideni a usild the ou~.1lr:lfi t!e3\gn~t*d ~rrwking 
area to smat.e. Sti1ft .A st;:ited that HeS'ident B did not have, a dgare.tte tighter and w·ould need to 
request~ lf9hter from tlrn staff. Staff A stattri they vv~rn tm;llwar~l Rirnid,mt 8 poss1ss~d :a cigarnlte 
llghter Stl}ff A st:~1ted ttl.11t ~'/hen Staff 89 infonned th1z:m nHhe smi:1king p<llrnphernalia and debris 
found ln f;'esident S':s rcimn, thi~y riimhzed a plan neecitd to be ,1~ve!op~d o:i e,r:'.;;ure Re~h:lent 8 did 
not snlo:,l{e iri the apt:ittrn<1mt. 

Ht.view o-t Resident irs. sfrvice pfam dated tl411Bl2024, shov~·ed thut Resident H we-nt out dai!y· to the 
desi!1nated smoklng £trea to 2rrm:k':1 and independentiy mam~fJ~d their smohtn,g 'Th~ pbn shm,,,";.i 
tflat staf1' rnnhtain-erl Resident B's smoking n-iat"i;;riwis in a desiti~ated secured arell. The pltm sti,:,~..,'.e,d 
th,.itthe Resident 8's srnt1k,11g mate11ah,\i0@!d br~ prl".,vlded ti:, tr1~rn by the Met1icatio11 Tedrnidzm 
(t.mlil:.enied st-,1ff wl'lti d1~p:::nsr:: rrtedi,:;;ations} wt1t)n Rt!Sictem B W!.nted to srnol<1~. 

Obser,aticm on 1212:11202,i at 5:DO PM, showed Resic.le:nt 8 smt:.ikecl a dgarette as they Stlt in tli:eir 
wheekhair in front •JI' severai windovvs un,:kr the e:ntranc:111 br.e£,z~we:;y c:an~py, not the ,fos.1gmited 
smoking area. Ob·se1vaUon sholh'::ld tl·ie ,:Ji:is:ignated sn:ir.i!ring area m:rnss th,e pm'kin9 lot m,"\l:i:1Y frorn 
the entrance was equippet:l with .i cmmpy to pn1vlde tnver from the rain . Ob~tnvatinn sho\/<ied 
sever.al (lther· rn·:;..id;;;n!s were smoh,ni1 in tt1e desi~}nated area. 

Obstrvmkm 1Jf Resident 8's apartn1"irit an ti 1/06i.2D2i3 ,~t 1tU2 AM, S~l)W-ed unw:;to tob<lcc:o v1•m~ 
strewn tm the floor m front of Rm,;ide;nt fr~ cle~k .. Obs.etv;:itron shi:i•.-<,ed &?v1::rnl rol!!l!d dg..:ire-th,:a in a 
,::,)n!.ainer ,:m top o-f the cli;;sk. Observatlm1 showed the ~11Jind,J:1N Wi:.!S d osBd nnd triern :.\<ef<:1 brm-\>11 
m.1tn~ tin th~ v,"1nd0-wst~L 

Durin9 an lnt11;rvie~-v on 01/M.12(1~5 c<1t H.Vii2 AM., StBrf f\ ~tated th::.it Pe-sidi?.nt 8 srnoked outside ,only. 
:::i1idf A denied H\esftfont 8 srn;1l<.ed in their ,w!:)nrn;;;nt 

~ flt iWll~'M of "Vkol.,';'j Pl~:u;·r:" ~,men~fl,Jt,, f and ~WI 
£1,V\il t I'\ -~c-vv,'ce r re -d,Y'W1~ aM.t:l CWY.-C.c/ltv1 . 

F,1re- VvtarrWI ~ 
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Observation on 12/23/2024 at 11:15 AM, showed Staff BB immediately directed a facility
housekeeper to clean the apartment floor, windowsill, and remove the fan and cigarette lighter. 

Observation on 12/23/2024 at 11:24 AM showed Staff A, Executive Director, in Resident 8’s
apartment speaking with Staff BB about the cigarette ashes, butts, fan, and cigarette lighter. 
Observation showed that the cigarette debris was cleaned up, and the fan and lighter were removed.
During an interview at this time, Staff A stated that Resident 8 rolled their own cigarettes and knew
not to smoke in their apartment. Staff A stated that Resident 8 used the outside designated smoking
area to smoke. Staff A stated that Resident 8 did not have a cigarette lighter and would need to
request a lighter from the staff. Staff A stated they were unaware Resident 8 possessed a cigarette
lighter. Staff A stated that when Staff BB informed them of the smoking paraphernalia and debris
found in Resident 8’s room, they realized a plan needed to be developed to ensure Resident 8 did
not smoke in the apartment. 

Review of Resident 8’s service plan dated 04/16/2024, showed that Resident 8 went out daily to the
designated smoking area to smoke and independently managed their smoking. The plan showed
that staff maintained Resident 8’s smoking materials in a designated secured area. The plan showed
that the Resident 8’s smoking material would be provided to them by the Medication Technician
(unlicensed staff who dispense medications) when Resident 8 wanted to smoke. 

Observation on 12/23/2024 at 5:00 PM, showed Resident 8 smoked a cigarette as they sat in their
wheelchair in front of several windows under the entrance breezeway canopy, not the designated
smoking area. Observation showed the designated smoking area across the parking lot away from
the entrance was equipped with a canopy to provide cover from the rain. Observation showed
several other residents were smoking in the designated area.

Observation of Resident 8’s apartment on 01/06/2025 at 10:32 AM, showed unused tobacco was
strewn on the floor in front of Resident 8‘s desk. Observation showed several rolled cigarettes in a
container on top of the desk. Observation showed the window was closed and there were brown
stains on the windowsill. 

During an interview on 01/06/2025 at 10:32 AM, Staff A stated that Resident 8 smoked outside only.
Staff A denied Resident 8 smoked in their apartment. 

Plan/Attestation Statement
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St~tem~nt af Defid€:nc1es 

Plan M COJTe1di<m 
Page e. of 6 

State of ~ashington 

Lk.'i!i~se #: 2628 G(;rriplmnoa Detennirrnti~11 #52601 

Rscl1t,~rnd rfoights Seniot U,,dflg Ct.mpiatl,rn Dzit€i 
Uc:1:ti'ts~e: Beat Crn~k Senior li'.•i11gJt1:{. tHlHV202S 

l hemhy certif~, that I rimve revifWf.:d this reo ort and t1,W".i titwn or \·Vt!! tak~~ actlvi& 
:nel~s:u_re;~ t() ~:Qff-::i:.t_this defk:ien~y: Bv ta~d~g ~nl:s.l filCtkH'l, RedJ'Tmnd ~':trhts renkrr Uvlng 
rs or will tie ,n cDmpH.snc;:i ·ll'vltn this i~w and tor reg,t.imwn on (D&te)_ '. .t 4- 2-'.> . 

in c,dditinri, I wm impkune.nt a systarri ·b rnonit,:;r and ~nsu:ri1.; C{mtinu~d c1::-mpfiance 1,,\1lth 
this requitl?.!l'lc:trtt. 
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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, Redmond Heights Senior Living
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 This docum
ent w

as prepared by R
esidential C

are Services for the Locator w
ebsite.




