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AND MAINTENANCE

The licensee shall maintain each
required smoke detector in working
condition and test each smoke detector
monthly to make sure that it is
operating. If a unit is found to be

not operating, the licensee shall
immediately replace the battery or

have the unit repaired or replaced.

This Rule is not met as evidenced by:

Based on record review and interview the
provider did not ensure each smoke detector was
tested monthly to ensure operation.

Findings include:

On 10/05/2023 at approximately 9:50 AM,
Surveyor requested smoke detector test
documentation.

On 10/05/2023 at approximately 10:20 AM,
Surveyor interviewed Licensee A. Licensee A
stated that s/he was not doing monthly smoke
detector testing as typically s/he just changes the
batteries when the clocks are set ahead or behind
for daylight savings time. Licensee A stated s/he
was not aware that the smoke detectors had to
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be tested monthly.

88.06(3)(a) INDIVIDUAL SERVICE PLAN &
ASSESSMENT

The licensee shall ensure that a
written assessment and individual
service plan is completed and
developed for each resident within 30
days after placement.

This Rule is not met as evidenced by:

Based on record review and interview the
provider did not ensure Resident 1 had an
individual service plan developed within 30 days
after placement.

Findings include:

On 10/05/2023 at approximately 10:00 AM,
Surveyor requested Resident 1's facility file.
Surveyor reviewed Resident 1's facility filed and
noted there was not an individual service plan
located in the facility file. Resident 1 was admitted
to the facility on 02/01/2023.

On 10/05/2023 at approximately 10:15 AM,
Surveyor interviewed Licensee A. Licensee A
stated there was not an individual service plan for
Resident 1. Licensee A stated s/he had gotten
behind on some of the required paperwork due to
health reasons. Licensee A stated s/he would
make sure it got done immediately.
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