Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Macusi (DDDH) CHAPTER 89

Address: Inspection Date: May 7, 2021 Annual
91-730 Poloula Place, Ewa Beach, Hawaii 96706

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
SHSKINT 34vis WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-89-9 General staff health requirements. (a) PART 1
All individuals living in the facility including those who
provide services directly to residents shall have
documented evidence that they have had examination by a DID YOU CORRECT THE DEFICIENCY?
physician prior to their first contact with the residents of
the home and thereafter as frequently as the department USE THIS SPACE TO TELL US HOW YOU
deems necessary. The examination shall be specifically CORRECTED THE DEFICIENCY
oriented to rule out communicable disease and shall include
tests for tuberculosis.
FINDINGS Rl r ',Aé Al - ¢
Responsible Adult #1 — No documented evidence of annual ’
tuberculosis screening/clearance. v /s Ao m;,.h‘ZZJ .}P“"‘dm‘-‘ ‘% .){/7/ 2 20
7/
Y S T A Zﬁlévm ,@MA‘%
){drivvd&.a
LA 4/ b Anrta Aé Y
o e fotia /zw-eu_ S O1 L2202
/wula?_, btre. Lf. s 202y
v ¢n g
B
3o 2
S0 :q.
ZOE!
il »
5 2 ©
4
Ut

08/16/16, Rev 09/09/16, 04/16/18




”_
L]

RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
@ $11-89-9 Genera} staff health requirements. (a) PART 2
All individuals living in the facility including those who
provide services directly to residents shall have documented FUTURE PLAN

evidence that they have had examination by a physician
prior to their first contact with the residents of the home and

thereafter as frequently as the department deems necessary. USE THIS SPACE TO EXPLAIN YOUR FUTURE
The examination shall be specifically oriented to rule out PLAN: WHAT WILL YOU DO TO ENSURE THAT
communicable disease and shall include tests for IT DOESN’T HAPPEN AGAIN?

tuberculosis.
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Licensee’s/Administrator’s Signature:
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Licensee’s/Administrator’s Signature: ”gg,omdléd— O e
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