


Residential Care Services
Investigation Summary Report

Provider/Facility: Cottages of Snohomish

License/Cert.#: 2740

Provider Type: Assisted Living Facility

Compliance Determination #: 55079
Intake ID: 159497

Investigator: Cynthia Chenot-Potter
Region/Unit #: RCS Region 2 / Unit A

Investigation Date(s): 12/19/2024 through 05/12/2025
Complainant Contact Date(s):

1. The Assisted Living Facility (ALF) was not providing housekeeping and laundry services to
the Named Resident (NR).
2. The ALF lost a medication.
3. The ALF did not assist with coordination of care.
4. There is not a nurse on duty 40 hours a week at the ALF.
5. The ALF did not notify family/POA when the Named Resident fell.

Allegation(s):

Total residents: 47
Resident sample size: 3
Closed records sample size: 0

Investigation Methods:

Sample:

Identified resident
Residents
Resident rooms
Laundry room

Observations:

Nursing staff
Residents
Family members
Administrator
Housekeeping staff

Interviews:

Medical records
Staff patterns
Incident Report

Record Reviews:

1. The Named Resident (NR) denied having any concerns regarding the housekeeping and
laundry services done by the Assisted Living Facility (ALF) staff. ALF staff report they wash
linens on resident shower days and remove trash from resident's rooms daily as their standard
of light housekeeping. No odors or significant dirt was observed. No failed practice was
identified.
2. Reviewed Medication Administration Record (MAR) for the NR. Medications were received
from the pharmacy and given within 1 day of order received. No  missed
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doses noted. No failed practice was identified.
3. The NR had mild memory loss and records showed they needed assistance with outside
provider coordination. ALF staff verified they did not assist the NR when they had a telehealth
appointment. Failed practice identified. Facility cited under WAC 388-78A-2350 (1).
4. The ALF disclosure of services was reviewed; there was no stipulation of hours a nurse
would be on duty in the ALF. No failed practice was identified.
5. The NR had mild memory loss and was independent in their room. They notified the ALF staff
they had fallen. The staff assessed the NR and EMS was called and assessed the NR, but the
NR declined to go to the hospital. Review of the incident report indicated that the ALF staff
notified the POA and the NR's medical provider at the time of the fall. No failed practice was
identified.

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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