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Biennial report and fees. Every 24 months, on a
date determined by the department, the licensee
shall submit a biennial report on the form
provided by department, and shall submit
payment of the license continuation fees.

This Rule is not met as evidenced by:

Based on record review and email interview, the
licensee did not ensure the biennial report and
license fee were submitted to the department
within 30 days prior to the license expiration date.

Findings include:

On 07/25/2024, the department sent a notice to
Licensee A informing them the license for
Hampton Supportive Care, would expire on
09/30/2024. The notice indicated the biennial
report and license fee were due to the
department by 08/31/2024.

On 08/22/2024, the department sent a second
notice to Administrator B and Person C (Licensee
Representative) informing them the license for
Hampton Supportive Care, would expire on
09/30/2024. The notice indicated the biennial
report and license fee were due to the
department by 08/31/2024.

On 08/22/2024, the department received a
confirmation of delivery for the above notice.
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On 02/10/2025, Surveyor conducted a desk
review for Hampton Supportive Care. As a result,
1 deficiency was identified.
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On 09/13/2024, the department sent a third notice
to Licensee A by certified letter, indicating the
biennial report and license fee were past due.
The notice indicated if the biennial report and
license fee were not received by 10/30/2024, the
Division of Quality Assurance will proceed with
enforcement action, which may include license
revocation.

On 09/17/2024, the department received a
confirmation of delivery.

On 01/08/2025 at 9:40 AM, Person C sent an
email to Regional Director D (Bureau of Assisted
Living Regional Director) asking about the status
of the Change of Ownership (CHOW) with the
plan for Administrator B become licensee.

On 01/08/2025 at 10:28 AM, Regional Director D
sent the following reply, "(Administrator B) was
informed yesterday during the [onsite survey] exit
conference that the verification survey conducted
in December cleared all the citations. (Person C)
and (Administrator B) should receive receipt of
that via email within the next day or two...
(Regional Director D) also will check with our
office to determine if there are any other
outstanding fees under the current license that
would need to be settled prior to the CHOW to
occur. If any fees are outstanding, (Person C)
and (Administrator B) will be notified of those
fees. They would need to be paid prior to the
CHOW."

On 01/08/2025, the department sent a fourth
notice to Administrator B and Person C by email,
indicating the biennial report and license fee were
past due. The notice indicated if the biennial
report and license fee were not received by
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10/30/2024, the Division of Quality Assurance will
proceed with enforcement action, which may
include license revocation.

On 02/10/2025, Surveyor reviewed department
records and found no evidence a biennial report
and license fees were received from the provider.
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