Office of Health Care Assurance
State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION -«

Facility’s Name: Leticia’s Care Home CHAPTER 100.1
Address: Inspection Date: November 6,2015 Annual
1375 Ala Hoku Place, Honolulu, Hawaii 96819
Rules (Criteria) Plan of Correction Completion
Date

DX] | §11-100.1-9 Personnel, staffing and family requirements. (a)
All individuals who either reside or provide care or services to

residents in the Type I ARCH, shall have documented
evidence that they have 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

PROVIDE COPY OF

CURRENT PE WITH PLAN OF CORRECTION (POC).

[Z §11-100.1-9 Personnel, staffing and family requirements. (b)
All individuals who either reside or provide care or services to

residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
_S-ﬁ- no current tuberculosis (TB) test on file.




Rules (Criteria)

Plan of Correction

Completion
Date

PROVIDE COPIES OF CURRENT TB TEST FOR
BOTH SCG’s WITH POC.

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins, minerals,
and formulas, shall be made available as ordered by a
physician or APRN.

FINDINGS
1.

CLARIFY ORDER WITH
PHYSICIAN.

2 | —
LARIFY

ORDERS WITH PHYSICIAN.
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§11-100.1-17 Records and reports. (e)

In the event of an emergency, an oral summary of the
resident’s condition shall be provided to the receiving facility,
followed by a written transfer summary.

FINDINGS

Resident edication listed on emergency data sheet are
incomplete. Unavailable medication omitted but not
discontinued by physician.
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Licensee/Administrator’s Signatur

Print Name: 7E&SS/E FERAMNANDD

Date: /&/&/é“
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§11-100.1-9 Personnel, staffing and family requirements. (a)

All individuals who either reside or provide care or services to
residents in the Type I ARCH, shall have documented
evidence that they have 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.

PROVIDE COPY OF

CURRENT PE WITH PLAN OF CORRECTION (POC).

Plan of Correction Completion
Date

Licensee’s/Administrator’s Signature

Print Name: /EBS/E  FERALIASL

Date: 0’&/@&/4






