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INITIAL COMMENTS

On 01/21/2026, Surveyor conducted a standard
survey at Heritage At Deer Creek.

One deficiency was identified.

Census: 32

89.29(2)(b) 3. ADMISSION & RETENTION OF
TENANTS

(2) RETENTION.

(b) A residential care apartment
complex may retain a tenant who
becomes incompetent or incapable of
recognizing danger, summoning
assistance, expressing need or making
care decisions, provided that the
facility ensures all of the following:

3. That both the service agreement and

risk agreement are signed by the

guardian and by the health care agent

or the agent with power of attorney,

if any.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure the service agreement
was signed by the health care power of attorneys
for 2 of 2 tenants reviewed.

Tenant 1's and Tenant's 2 service agreements
were not signed by their Power of Attorney for
Health Care (POA-HC) agents following
activation of their POA-HC documents.

Findings include:

On 01/21/2026, Surveyor reviewed Tenant 1's
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Continued From page 1

and Tenant 2's records.

Example 1- Tenant 1

Tenant 1 was admitted 10/05/2021. His/her
record contained 1 service agreement, titled
"RCAC Residency and Service Agreement"
signed by Tenant 1 on 09/22/2021.

The record contained a POA-HC Statement of
Incapacity, signed by 2 physicians (1 signature
dated 06/10/2025 and the 2nd signature dated
06/11/2025).

Example 2- Tenant 2

Tenant 2 was admitted 08/14/2025. His/her
record contained 1 service agreement, titled
"RCAC Residency and Service Agreement"
signed by Tenant 2 on 08/13/2025.

The record contained a POA-HC Activation Form
signed by a certified physician assistant on
01/15/2026

and an MD on 01/16/2026.

On 01/21/2026 at 1:54 PM, Surveyor interviewed
Executive Director A and Regional Director B.
Executive Director A stated s/he was not aware
the POA-HC agent was required to sign the
service agreement after POA-HC activation,
especially for Tenant 1 because there were no
changes to his/her agreement. Executive Director
A state since no one had questioned previously
questioned them about the requirement, they
were not aware of it.

On 01/21/2026 at 2:49 PM, Surveyor discussed
concern of service agreement with Executive
Director A, Regional Director B, Regional Nurse
C, and Director of Nursing D. Executive Director A
stated since Surveyor's interview (on 01/21/2026
at 1:54 PM), s/he spoke with both Tenant 1's and
Tenant 2's POA-HC agents who stated they
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