Foster Family Home - Corrective Action Report

Provider ID: 1-589822

Home Name: Rosemary Cayabyab, CNA Review ID: 1-589822-3

94-1178 Hoomakoa Street Reviewer:

Waipahu HI 96797 Begin Date: ~ 8/13/2015 End Date: df/&f//j’
Foster Family Home Required Certificate [17-1454-6]

6.(d)(1) Comply with all applicable requirements in this chapter, and

Comment:

Recertification visit for 3 client home made on 08/13/15. Corrective action plan issued with plan of correction due by
09/13/2015. See applicable sections in 6.(d)(1)

Foster Family Home Quality Assurance [17-1454-48.1]
48.1.(b) Adverse events shall be reported
Comment:

48.1.(b)Client #1 ER visit on 07/16/15. No adverse event form completed.

Foster Family Home Records [17-1454-52]
52.(c)(5) Medication schedule checklist;
Comment:

52.(c)(5) client #1 Dr.'s and MAR read order for 2 tabs per -every day. Medication bottle
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