Office of Health Care Assurance

State Licensing Section
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STATEMENT OF DEFICIENCIES AN PLAN OF CORRECTION -
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Facility’s Name: Amodo, Gloria (ARCH)

CHAPTER 100.1

Address:
1437 Ala Leleu Street, Honolulu, Hawaii 96818

Inspection Date; November 13, 2013 Annual

|
|
B

Rules (Criteria)

Plan of Correction

Completion
Date

§11-100.1-9 Personnel, staffing and family requirencents. (a}
AH individuals who either reside or provide care or services to

residents in the Type 1 ARCH, shall have documented
evidence that they bave been examined by a physician prior to
their first contact with the residents of the Type I ARCH, and
thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS

Substitute care giver (SCG)-:nrrent physical examination
document not in record; per primary care giver physical
examinations completed, waiting for physician to send
document to home. PROVIDE COPY WITH YOUR PLAN
OF CORRECTION {PQC).

$11-180.1-9 Personnel. staffing and family requirernents. (b}

Al individuals who either reside or provide care ot services ta
residents jn the Type 1 ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.
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Licensee/Administrator’s Signature: _

PrintName: G?f’:’ﬁ’f.-’é?, /4,%5&'@

Date: 22112 /15






