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{S 000} INITIAL COMMENTS {S 000}

An offsite revisit survey was conducted on 

02/06/2023 for all previous deficiencies cited on 

01/10/2023 All deficiencies have been corrected 

as of the compliance date of 02/06/2023, and no 

new noncompliance was found. The facility is in 

compliance with all regulations surveyed.

 

{S3085}

SS=F
26-41-202 (a) Negotiated Service Agreement

(a) The administrator or operator of each 

assisted living facility or residential health care 

facility shall ensure the development of a written 

negotiated service agreement for each resident, 

based on the resident ' s functional capacity 

screening, service needs, and preferences, in 

collaboration with the resident or the resident ' s 

legal representative, the case manager, and, if 

agreed to by the resident or the resident ' s legal 

representative, the resident ' s family. The 

negotiated service agreement shall provide the 

following information:

(1) A description of the services the resident will 

receive;

(2) identification of the provider of each service; 

and

(3) identification of each party responsible for 

payment if outside resources provide a service.

This REQUIREMENT  is not met as evidenced 

by:
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