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Plan of Correction

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 the unannounced on-site full inspection on
10/28/2025 and 10/30/2025 of:

810 Fieldstone Dr SW
Olympia, WA 98502

Fieldstone Cooper Point

The following sample was selected for review during the unannounced on-site visit: 9 of 89
current residents and 0 former residents.

The department staff that inspected the Assisted Living Facility:

Anissa Bearden, Licensor
Celeste Vashey, ALF LTC Licensor

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 3 , Unit E
800 NE 136th Ave Ste 200
Vancouver, WA 98684
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at the facility. 

Record review of the Department database on 10/29/2025 at 5:00 PM, documented there was no
facility reported incidents related to any residents’ oven smoking or a fire that resulted in the fire
department coming to the facility and the implementation of the facility’s fire disaster plan in the last
six months. 

In an interview on 10/30/2025 at 11:24 AM, Staff D, Caregiver, stated that approximately one month
ago something caught fire in Resident 11 (R11)’s apartment oven. Staff D said due to the smoke
R11 had to be evacuated from their apartment. Staff D said the other residents in the facility
sheltered in place. 

In an interview and observation on 10/30/2025 at 11:35 AM, Staff C, Senior Maintenance Director,
stated that a few months ago a resident, who resided on the third floor, accidentally set their oven to
the cleaning cycle. Staff C stated that the resident had items stored inside their oven which caused a
lot of smoke to fill the room. Staff C stated they assumed there had been a lot of smoke because the
fire department came and the smoke detector alarmed in the apartment. Staff C stated that the
facility staff had to implement their disaster plan. Observation of the oven showed the front glass had
been broken, that Staff C stated was done by the fire department. Inside the oven on the top rack,
there were two metal pans stacked together and a pot with a black handle that had been heated and
when Staff C touched it, the handle material crumbled. Inside the oven on the bottom were large
amounts of a black chard substance. 

In an interview on 10/30/2025 at 3:23 PM, Staff A, Executive Director, confirmed in the summertime
R11’s oven had been smoking and that the facility staff member pulled the fire alarm which resulted
in the fire department coming to the facility. Staff A stated that they had to reeducate their facility
staff on proper protocol because some facility staff knew the residents were to shelter in place
whereas other facility staff tried to get the residents to start evacuating the building. Staff A stated
they did not report the incident to the department hotline.

In an interview on 10/31/2025 at 3:45 PM, Staff A acknowledged that the facility staff implemented
their disaster plan when the fire alarm was pulled and the fire department came to the facility and the
residents had to shelter in place.
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
800 NE 136th Ave Ste 200, Vancouver, WA 98684

FFII Olympia Tennant LLC
Fieldstone Cooper Point

810 Fieldstone Dr SW
Olympia, WA 98502

RE: Fieldstone Cooper Point # 2688

Dear Administrator:

The Department completed a full inspection of your Assisted Living Facility on 10/31/2025 and
found that your facility does not meet the Assisted Living Facility requirements.

The Department:

• May inspect your program to determine if you have corrected all deficiencies; and

• May take licensing enforcement action based on many deficiency listed on the enclosed
report; and

• Wrote the enclosed report; and

• Expects all deficiencies to be corrected within the timeframe accepted by the department.

• Contact the Field Manager for clarifications related to the Statement of Deficiencies (SOD);

  o Sign and date the enclosed report;

• Within 10 calendar days after you receive this letter, complete and return the enclosed
'Plan/Attestation Statement';

• Begin the process of correcting the deficiency or deficiencies immediately;
You Must:

  o For each deficiency, indicate the date you have or will correct each deficiency;
 o Return the Plan/Attestation Statement and report with signatures to:

Clinton Fridley, Adult Family Home Nurse Field Manager
Residential Care Services
Region 3, Unit E
Preferred methods:
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800 NE 136th Ave Ste 200
Vancouver, WA 98684

• Complete correction(s) within 45 days, or sooner if directed by the Department, after review of
your proposed correction dates.
• Have your plan approved by the Department.

Optional method:

eFax: (360) 992-7969
Email: rcsregion3email@dshs.wa.gov

Consultation(s):
In addition, the Department provided consultation on the following deficiency or deficiencies not
listed on the enclosed report.

WAC 388-78A-2320 Intermittent nursing services systems.

(1) When an assisted living facility provides intermittent nursing services to any resident, either
directly or indirectly, the assisted living facility must:

(b) Ensure the requirements of chapters 18.79 RCW and 246-840 WAC are met.

Based on interview and record review 3 of 3 residents showed the residents were not reviewed by
the Registered Nurse delegator every 90 days. The facility identified the concern and the Registered
Nurse delegator reviewed the residents that were over the 90 day review on 10/29/2025.  The
deficiency was corrected by the exit conference on 10/30/2025.  

WAC 388-78A-2230 Medication refusal.

(1) When a resident who is receiving medication assistance or medication administration services
from the assisted living facility chooses to not take his or her medications, the assisted living facility
must:

(c) Notify the physician of the refusal and follow any instructions provided, unless there is a staff
person available who, acting within his or her scope of practice, is able to evaluate the significance
of the resident not getting his or her medication, and such staff person;

(i) Conducts an evaluation; and

(ii) Takes the appropriate action, including notifying the prescriber or primary care practitioner when
there is a consistent pattern of the resident choosing to not take his or her medications.

Based on interview and record review 1 of 9 residents reviewed had refused their medication daily
for two months and their physician had not been notified. The facility identified the concern, notified
the physician of the refusals, received new order to discontinue the medication, and educated the
medication technicians of the procedure when a resident refused their medication. The deficiency
was corrected by the exit
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Region 3, Unit E
Residential Care Services

Enclosure
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