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INITIAL COMMENTS

The following represent the findings of a resurvey
for the above named assisted living conducted on
09/08/26 and 09/09/26.

The facility reported a census of 33 residents.
The sample included three residents.

26-41-202 (h) NSA Signatures

(h) Each individual involved in the development of
the negotiated service agreement shall sign the
agreement. The administrator or operator shall
ensure that a copy of the initial agreement and
any subsequent revisions are provided to the
resident or the resident's legal representative.

This REQUIREMENT is not met as evidenced
by:
KAR 26-41-202(h)

Based on interview and record review the facility
failed to ensure each individual involved in the
development of the "Negotiated Service
Agreement" (NSA) signed the agreement for
Resident (R)1, R2 and R3.

Findings included:

- Record review for R1 revealed an admission
date of 06/15/26 with diagnoses of atrial
fibrillation and dizziness and giddiness.

The 08/11/26 "Functional Capacity Screen" (FCS)
identified R1 required physical assistance with
bathing, dressing, toileting, transfers,
walking/mobility, and management of
medications and treatments. He was frequently
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incontinent of bladder and was at risk for falls.

The 08/11/26 "NSA" identified R1 received
assistance from facility staff for bathing, dressing,
toileting, and transfers. He received reminders
from facility staff to use his walker for
walking/mobility. Facility staff managed
medications and treatments and R1 wore dignity
underwear supplied by his family for bladder
incontinence. After a fall, staff notified the nurse
before moving him.

The 08/11/26 "NSA" lacked a signature by the
resident or his legal representative.

- Record review for R2 revealed an admission
date of 03/26/24 with diagnoses of diabetes
mellitus type 2 and cerebral infarction.

The 04/24/26 "FCS" identified R2 required
physical assistance with management of
medications and treatments, was occasionally
incontinent of bladder. She had long-term
memory and decision-making cognitive difficulties
and was at risk for falls and impaired
decision-making.

The 04/24/26 "NSA" identified R2 received nurse
delegation to direct-care staff to administer
medications and treatments per physician's
orders and R2 self-administered insulin. She
wore incontinence products for bladder
incontinence and received all treatments,
medications, and routine monitoring tasks timely
per physician's orders for cognitive difficulties.
She received completion of a fall risk assessment
every assessment period for falls and had a
durable power of attorney (DPOA) for impaired
decision-making.
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The 04/24/26 "NSA" lacked a signature by the
resident or her legal representative.
- Record review for R3 revealed an admission
date of 06/04/25 with diagnoses of dementia and
diabetes mellitus type 2.
The 04/10/26 "FCS" identified R3 required
physical assistance with management of
medications and treatments and was at risk for
impaired decision-making.
The 04/10/26 "NSA" identified R3 received
management of medications and treatments per
physician's orders by facility staff and had a
DPOA for impaired decision-making.
The 04/10/26 "NSA" lacked a signature by the
resident or her legal representative.
On 09/09/26 at 11:37 AM Administrative Staff A
confirmed R1, R2, and R3's "NSAs" lacked
signatures of all individuals involved in the
development of the "NSAs."
The facility failed to ensure each individual
involved in the development of the "NSA" signed
the agreement for R1, R2, and R3.
83320 28-39-254 CONSTRUCTION S$3320
SS=F
(a) The assisted living facility or residential health
care facility shall be designed, constructed,
equipped and maintained to protect the health
and safety of residents, personnel and the public.
(b) All new construction, renovation,
remodeling and changes in building use in
existing buildings shall comply with building and
STATE FORM 6899 D9R411 If continuation sheet 3 of 5
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fire codes, ordinances and regulations enforced
by city, county, and state jurisdictions, including
the state fire marshal.

(c) New construction, modifications and
equipment shall conform to the following codes
and standards:

(1) Title Il of the Americans with disabilities
act, 42 U.S.C. 12181, effective as of January 26,
1992; and

(2) "Food Service Sanitation Manual," health,
education, and welfare (HEW) publication no.
FDA 78-2081, as in effect on July 1, 1981.

This REQUIREMENT is not met as evidenced
by:
KAR 28-39-254(a)

Based on observation and interview the facility
failed to protect the health and safety of the
residents and visitors by ensuring all chemicals
were stored within locked areas.

Findings included:

- Observation on 09/08/26 at approximately
12:30 PM of the facility's beauty shop revealed a
cabinet with a lock installed that was unlocked. A
sticker on the cabinet door read "keep locked."
The cabinet contained the following chemicals
with labels that read "Keep out of reach of
children:"

One 16-ounce (o0z) bottle of barbacide with
approximately 1/8th amount of blue liquid
remaining

One 16-0z bottle of creme developer
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Five boxes that contained one tube each of hair

color dye

On 09/08/26 at approximately 12:30 PM Certified

Medication Aide (CMA) C confirmed the

chemicals were in an unlocked area.

The facility failed to protect the health and safety

of the residents and visitors by ensuring all

chemicals were stored within locked areas.
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