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M 000 INITIAL COMMENTS M 000
On 06/22/2026, Surveyor conducted a standard
survey at Murphy's Helping Hand For The
Independent Living. As a result, one deficiency
was identified.
Census: 2
M 406 88.06(3)(b) PERSONS INVOLVED WITH ISP & M 406
ASSESSMENT
The individual service plan and
written assessment shall be developed
by the placing agency, if any, the
service coordinator, if any, the
licensee, the resident and the
resident's guardian, if any and
designated representative, if any,
with the resident participating in a
manner appropriate for the resident's
level of understanding and method of
communication.
This Rule is not met as evidenced by:
Based on record review and interview, the facility
did not ensure 2 of 2 (Resident 1 and Resident 2)
resident individual service plans (ISPs) were
developed, signed, and dated by all persons
involved in developing the plan. Resident 1's and
Resident 2's ISPs were not signed by a case
manager, or guardian.
Findings include:
On 06/22/2026, at approximately 4:45 PM,
Surveyor reviewed resident records and identified
the following:
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Resident 1 was admitted on 11/11/2025. Resident
1's file contained an ISP dated 05/10/2026
Resident 1's file indicated s/he had a managed
care organization (MCO) and a guardian.
Resident 1's ISP was not signed by her/his MCO
or guardian.

Resident 2 was admitted on 02/01/2022 Resident
2's file contained an ISP dated 01/17/2026.
Resident 2's file indicated s/he had a MCO and
guardian. Resident 2's ISP was not signed by
her/his MCO or guardian.

On 06/22/2026, at approximately 5:15 PM,
Surveyor interviewed Licensee A. Licensee A
reported s/he was responsible for updating
resident ISPs. Licensee A reported s/he was
unaware of the code requirement. Licensee A
reported s/he would ensure all parties involved
would sign future ISP updates.
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