Foster Family Home - Corrective Action Report

ProviderID: 1512831 o _
Home Name:  Zenaida Miller, CNA " ReviewID:  1-512831.7

86-3005 Leihua Place Reviewer: David Ayling

Waianae HI 96792 Begin Date:  7/30/2018 End Date: ¢ / K / A%

Foster Family Home Required Certificate =~ [17-1454-6]

6.(d)(1) Comply with all applicable requirements in this chapter and
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Home visit for a 2 person CCFFH recertifi cation review made on 7/30/18. Corrective Action Report issued during home
visit with all items due to CTA by 8/30/18.

8.(d)(1) - see applicable sections of the review
Foster Family Home Personnel and Staffing ' [17-1454-41]

41.(b)(8) Have documematlon of current training in blood borne pathogen and infection control, cardiopulmonary

Comment:

41.(b)(8) - Blood Bome Pathogen not current for CG #1 and #2. Expired on 1/27/18.
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CCFFH Name:  Z@NAAAR ,-arfﬂé.?

Community Care Foster Family Home (CCFFH)
Written Plan of Correction for Deficiencies
Listed in Corrective Action Report

Chapter 17-1454
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Primary Caregiver’s Signature: @ML LLM/Q/Q/\J

Print Name: Z—Z‘V\ﬂ’iﬁ{ﬁ, \ﬁ'{l; l u’l/

Date of Signature: Q-'/D@ j{ I%
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