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Initial Comments

On 10/27/2025, Surveyor conducted a complaint
investigation at Paisers Oakhaven S&C LLC
BLDG II. Additional information was gathered
through 10/28/2025. The complaint was
unsubstantiated, and 1 deficient practice was
identified.

Census: 14

83.16(2) Resident care staff at least 18 years old

Resident care staff shall be at least 18 years old.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure Department approval
before hiring a minor as a caregiver. Caregiver B
was a minor and did not have the required waiver
of approval from the Department to work as a
caregiver.

The facility is licensed to serve up to 14 residents
who may be of advanced age, physically
disabled, and/or have irreversible
dementia/Alzheimer's.

Findings include:

On 10/27/2025 at 10:15 AM, Surveyor
interviewed Administrator A. Administrator A
stated there was 1 employee that was a minor
(Caregiver B,) who was 17 years old. Surveyor
noted the facility staff list indicated Caregiver B
was hired on 09/22/2025 and the schedule noted
s/he worked at least 18 shifts since hire. Surveyor
noted no waiver request was located within the
Department's facility file. Administrator A stated
s/he would look for documentation of approval
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from the Department for the minor to work as a
caregiver in the provider's files. After review of the
files, Administrator A stated s/he could not find
any record of the provider asking for, or receiving
approval for, Caregiver B to work as a minor.
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