Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: T & F Home Service, LL.C

CHAPTER 100.1

Address:
45-339 Kahowaa Place, Kaneche, Hawaii 96744

Inspection Date: March 24,2016 Annual

Rules (Criteria)

Plan of Correction Completion
Date

] | §11-100.1-83 Personnel and staffing requirements. (5)
In addition to the requirements in subchapter 2 and 3:

Primary and substitute care givers shall have documented
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent to
the management of an expanded ARCH and care of expanded
ARCH residents.

FINDINGS
Primary Care Giver, and Substitute Care Givers #1, #2, #3;
documentation of only 10 hours of continuing education.
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X | §11-100.1-84 Admission requirements. (b)(4)
Upon admission of a resident, the expanded ARCH hcensee
shall have the following information:

Evidence of current immunizations for pneumococcal and
influenza as recommended by the ACIP; and a written care
plan addressing resident problems and needs.
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Rules (Criteria)
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Licensee’s/Administrator’s Signature: \M fV-A

Print Name: _ MMW

Date: \ tl\ \

Licensee’s/Administrator’s Signature: \ (\("’4? M
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