Office of Health Care Assurance
State Licensing Section

STATEMENT OF DEFICIENCtES AND PLAN OF CORRECTION

Facility’s Name: Sebastian, Adelina (ARCH) CHAPTER 100.1 )
Address: Inspection Date: April 21,2015 Annual
1630 Leilani Street, Honolulu, Hawaii 96819
Rules (Criteria) ; * Plan of Correction Completion
: Date
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All individuals who either reside or provide care or services to v wal A av-colt et
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No tuberculosis clearance:
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The substitute care giver who provides coverage for a period 213, c% Sroeag Wand gusa Q\\ g\ﬁ“s \l&)\
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Be able to provide personal care to the residents, including ue ‘\'\PCM WA o.\J\ j\_i\'u\(‘z
bathing, dressing, transferring, feeding, and transporting Sy \\A"P\Sﬁj Clx. I—‘ W\ W\w
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schedule of activities or care plan;

| FINDINGS
No record of any primary care giver (PCG) skills training to

perform ADL, medication, food preparation or other ARCH
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Rules (Criteria;)

Plan of Correction Completion
Date
> | §11-100.1-17 Records and reports. (b)(3) . s
= During residence, records shall include: (Qﬁ mg&;(imim\iyﬂ V‘ﬁ MQJ}_‘
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Progress notes that shall be written on a monthly-basis, or VASL W5 n m @
more often as appropriate, shall include observations of the M\F; \'\ - ﬂé'r\
resident's response to medication, treatments, diet, care plan, d‘—”v\\
any changes in condition, indications of illness or injury, ‘\\/\m\%\, M@\_WQ\\—\\)Q ‘\\\3 M \,5 Qj(Q' = }_Q\ \ (o
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FINDINGS
Resident #1:
e From m progress notes
incomplete. No monthly summary of diet tolerance
or activities. -
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] 1 §11-100.1-19 Resident accounts. (d) -
An accurate written accounting of resident's money and
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T disbursements shall be kept on an ongoing basis, including )\g\mv\\rg&w&_ R WJ\-\"\% N \M L
receipts for expenditures, and a current inventory of resident's %@WV\* dﬁ“’ SRt W '3_\3-6\\ g
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FINDINGS

Resident #1 Since admission: No receipts signed by resident
of monthly disbursements/allowance from SSI after care
home fee is taken out.
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