STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

FRED LIND MANOR

FRED LIND MANOR
1802 17TH AVE
SEATTLE, WA 98122

RE: FRED LIND MANOR License # 864
Dear Administrator:

This letter addresses Compliance Determination(s) 68153 (Completion Date 11/05/2025) and
64240 (Completion Date 09/02/2025).

The Department completed a follow-up inspection of your Assisted Living Facility on 11/05/2025
and found no deficiencies. Your facility meets the Assisted Living Facility licensing
requirements.

The Department found that deficiencies for the following licensing laws and regulations were

corrected:
WAC 388-78A-2140-1-a, WAC 388-78A-2140-1-c, WAC 388-78A-2140-1-d

The Department staff who did the on-site verification:
Lisa Hauk, Complaint Investigator

If you have any questions, please contact me at (253)312-1446.

Jamie Singer, Field Manager

Region 2, Unit J
Residential Care Services

Sincerely,
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Residential Care Services
Investigation Summary Report

Provider/Facility: FRED LIND MANOR Provider Type: Assisted Living Facility
License/Cert.#: 864

Compliance Determination #: 64240 Intake ID: 190097

Investigator: Lisa Hauk Region/Unit #: RCS Region 2 / Unit J

Investigation Date(s): 08/15/2025 through 09/02/2025
Complainant Contact Date(s):

Allegation(s):

1. The Named Resident (NR) went to a doctor appointment and verbalized to his doctor that he
wanted to end his life.

2. The NR left family members distressing messages and they believe the NR required
increased psychological support.

3. The NR's power of attorney (POA) was manipulative and neglectful of the NR and moved the
NR to the state and admitted the NR to the ALF without notifying other family members.

4. The NR had increased anxiety and the NR's POA avoided the NR on purpose.

Investigation Methods:

Sample: Total residents: 83
Resident sample size: 3
Closed records sample size: 0

Observations: Identified resident
Residents
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Interviews: Administration
Identified resident
Nursing staff
Residents

Record Reviews: Medical records
Facility policies

Investigation Summary:

1. Interview and record review showed the NR's physician ordered 1:1 supervision for the NR.
The ALF contacted the NR's POA who refused to consent to charges for 1:1 supervision. The
NR preferred to stay in common areas most of the day and was monitored by staff. The ALF
nurse checked on the NR as often as every 30 minutes to 1 hour. The ALF adjusted the NR's
service plan and staff performed safety checks
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on the NR every 4 hours. During interview, the NR stated he had increased anxiety with
deteriorating vision, but he had no plans to end his life. Interview with sampled residents
showed residents voiced no concerns of care or safety at the ALF.

2. Interview and record review showed the NR had increased anxiety with deteriorating health
conditions and called his family members and police often with health complaints. The ALF
notified the NR's physician and family with information when appropriate. The NR's physician
ordered anxiety medications and the ALF had safety checks in place for the NR. The NR had a
new medical device. Review of a service plan showed the ALF failed to create a plan with
interventions to monitor the device. See written citation 388-78A-2140(1)(a)(c)(d).

3. Interview and record review showed the NR agreed to move to this state and to admission to
the ALF. The NR was alert and oriented and able to make decisions about his care. Initially, the
ALF was unaware of other family members besides the NR's POA, but upon learning of the
other family members, the ALF obtained their phone numbers and permission from the NR to
discuss his care needs with all of his children. No violation of regulations identified.

4. Interview and record review showed the NR was alert and oriented, but had increased anxiety
with health related changes. The increased anxiety caused the NR to make irrational statements
to staff and the NR called law enforcement and made cryptic statements. The NR's physician
ordered anxiety medication for the NR. Record review showed the POA responded to the ALF's
phone calls and emails and was active in health care decisions. The NR stated he was pleased
with his POA and would also be happy to have his daughter be his POA. The NR did not report
that his POA was avoiding him. No violation of regulations identified.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[] Failed Provider Practice Not Identified / No Citation Written

L] N/A
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20311 52nd Ave W, Suite 100, Lynnwood, WA 98036

Statement of Ueficiencies License # 8b4 Compliance Determination #64.240
Plan of Correction FRED LIND MANOR Completion Date
Page1 of3 Licensee: FRED LIND MANCR 09/02/2025

You are required ta 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 08/15/2025 of:

FRED LIND MANOR
1802 17TH AVE
SEATTLE, WA 398122

This document references the following complaint number(s). 189805, 190097

The fallowing sample was selected for review during the unannounced on-site visit: 3 of 83
current residents and 0 former residents.

The department staff that investigated the Assisted Living Facility:

Lisa Hauk, Complaint Investigator

From:

DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 2 , Unit J

20311 52nd Ave W, Suite 100

Lynnwood, WA 98036
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09.09.2025 08:10:04 State of Washington 4/8

Statemest of Ueficencies Licanse ¥ dhd Complhiance Deteiminstion F548240
Blan of Corvection FRED LINDMANTR Cempletion Date
PagazZ of3 Licgnage FRED LIND MANCR BT R05
Ag-a resul of the on-site visitis], the depadment fou 3yl e notir '*xw‘pl wsce with the
seensing faves aitd reguistions as staled i the c.is,.\;;jj_ef\.meﬂx,._,‘.,- i the enclosed raport.

Clammce Singer 09/08/2025

R¥sivential Care Lervices Date

{ understand that iemaintain an Ageisted Lwving Facitity Ecanse the-facilty must bs in
gomplarick with gl the lKCan \:r‘g I 4w<* and redguistions 5t a8 ’mev

A [n 1191.5
Addvinistrater {or Reprs sentstive} Date

WAL 388-T3A-2140 Negotiated service agreenient contents. The assisted living facility must
develop, and document in the resident's récord, the agreed spon planto address and support
each resident's assessed capabilities, neads and preferences, inciuding the following:

(1) Tha care and senvides nedessary fy me ét the rasident’s heeds, indiadiag:

23

(3] Tha pian to- mignidor the resident and address IMenartions for curent risks tv e readent's
healir and-safety thatwere identified In ane or frdfs of the following:

(21 The plan to provide neceasaty intermitient nuraing sevisas, ¥ provided by the-assisted living
faciilty: ’

(d} The plan to provide tecassary hesith suppott servicas, if providsa by the assisted lising facitty;

This requirestent was not met as evidenced by:

Based ar infervisw and second raview, the Assisted Living Facility (ALF) failed ta gnsure the
Meabtiated Servize h\gw—-bmcr«t {NSA} :umtamed a plant dnd intervenitidns to wnaltor § of 3 regidents
(Pesident 1} who had an indwellioy catister {a stenle fabe jserted o tha bladder & diwi arins
1o & coliection by oulaide the body). This falure placed Resident 1 at dsk of harm ahd incressed
health issues. ’ '
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Findings ncluded
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and siher dis abm&, Jagroses: Achange of condifion Assessment, dated @
Fastdant 3 Tiagd an indweling tatheter and requir ed as s stance with deaming and s
soflscticny, ang changng csthetér bags. '
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Statement of Deficiencies License # 864 Compliance Determination #64240
Plan of Correction FRED LIND MANOR Completion Date
Page2 of3 Licensee: FRED LIND MANOR 09/02/2025

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.

Qamee Sengen 09/08/2025

Rfsidential Care Services Date

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

Administrator (or Representative) Date

WAC 388-78A-2140 Negotiated service agreement contents. The assisted living facility must
develop, and document in the resident's record, the agreed upon plan to address and support
each resident's assessed capabilities, needs and preferences, including the following:

(1) The care and services necessary to meet the resident's needs, including:

(a) The plan to monitor the resident and address interventions for current risks to the resident's
health and safety that were identified in one or mare of the following:

(c) The plan to provide necessary intermittent nursing services, if provided by the assisted living
facility,

(d) The plan to provide necessary health support services, if provided by the assisted living facility,

lhisere:]uilut ent was not met as evidenced by:

Based on interview and record review, the Assisted Living Facility (ALF) failed to ensure the
Negotiated Service Agreement (NSA) contained a plan and interventions to monitor 1 of 3 residents
(Resident 1) who had an indwelling catheter (a sterile tube inserted into the bladder to drain urine
into a collection bag outside the body). This failure placed Resident 1 at risk of harm and increased
health issues.

Findings included...

Record review of an undated Move-Iin Record showed the ALF admitted Resident 1 on 024
with a diagnosis of

and other disabling diagnoses. A change of condition Assessment, date , showe
Resident 1 had an indwelling catheter and required assistance with cleaning and emptying the urine
collection, and changing catheter bags.
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09.09.2025 08:10:04 State of Washington 5/8

Statemast of Deficiencies License ¥ g4 Tomplance Detedmination #4250
Fian of Coestion FRED LIND MANGS Csmpietion Date

Pagad 43 Licantses: FRED LIND MANOR 09212025

Récurd revigw-of-a Frogress Note, dated 072472028, shivwso:Risident 1 was ansported by
ambiignce to the Emprgency Room due o Bladd-tngad unne i hig catheter bag.

Révisw 6F 3 Serdite Plon Report (SPR ~ squivaient 6F an NSA], dated 0B/T3/IS, showed Resident
1 had & ingweling catheter. The SER did not insfude interventions of howithe:tareqivers wers to
oo in the svert e catheter bedamie disladged of clogged, of what 1 .du In the absence of
uring, presents of bloody ufing, signs:andisymptams of BHSCROY OF other 3Oversereaiicns o and
indweling catheter. The SPR dig not include who the carsgivers wase 10 contact Thould Rasident
axpationne afverse i '

I irtarview, on OB/X1/2028 3t 1:03 pm, Stalf A {Health Servicks Director} siated that thefp wire 0o
instietine for cavegivers bi the SPR of what ta waetch far 6r Wha to 7epart ta iy the. svent of
problems with Resident U's urise or iidivellitg cathister. S1a A stated, ™ can war on that”

THis s a resumng j:}‘e';fj'«:é.énw previoasly cited on Q41003 and S8ABI20D3

PFlaniAttestation Statement
| hersby conify that | have reviewsd this report ang fave taken of wit take active-
risasures o rowedt this defitiency. By taling Wis sctith, FRED LMD MANCOR is orwi
be i orrpliancs with this fae avid 7 ar regalation an {Date) toryteers  10/17/2025

SB confirmed amended POC date with provider on 9/12/2025.
tn, axiditiba, | will impleraent 3 systentto monifor and enswrs coninued campliance with
this requirement,

4ln)zozs
Admesistrater {or Represantatve] Dhate
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Statement of Deficiencies License # 864 Compliance Determination #64240
Plan of Correction FRED LIND MANOR Completion Date
Page3 of3 Licensee: FRED LIND MANOR 09/02/2025

Record review of a Progress Note, dated 07/24/2025, showed Resident 1 was transported by
ambulance to the Emergency Room due to blood-tinged urine in his catheter bag.

Review of a Service Plan Report (SPR — equivalent of an NSA), dated 08/13/2025, showed Resident
1 had an indwelling catheter. The SPR did not include interventions or how the caregivers were to

monitor in the event the catheter became dislodged or clogged, or what to do in the absence of

urine, presents of bloody urine, signs and symptams of infection or other adverse reactions to and
indwelling catheter. The SPR did not include who the caregivers were to contact should Resident 1

experience adverse reactions.

In interview, on 08/21/2025 at 1:03 pm, Staff A (Health Services Director) stated that there were no

instructions for caregivers on the SPR of what to watch for or who to report to in the event of
problems with Resident 1’s urine or indwelling catheter. Staff A stated, | can work on that”

This is a recurring deficiency previously cited on 04/12/2023 and 06/15/2023.

Plan/Attestation Statement

| hereby certify that | have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, FRED LIND MANOR is or will
be in compliance with this law and / or regulation on (Date) .

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

Administrator (or Representative) Date
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