Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Connie’s CHAPTER 100.1

Address: Inspection Date: October 5, 2021 Annual
94-1040 Kuhaulua Street, Waipahu, Hawaii, 96797

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 N@X
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED @NLINE,
WITHOUT YOUR RESPONSE. A
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (a) PART 1

Type I ARCHs shall admit residents requiring care as

stated in section 11-100.1-2. The level of care needed by 9

the resident shall be determined and documented by that DID YOU CORRECT THE DEFICIENCY?

resident’s physician or APRN prior to admission,

Information as to each resident’s level of care shall be USE THIS SPACE TO TELL US HOW YOU

obtained prior to a resident’s admission to a Type I ARCH CORRECTED THE DEFICIENCY

and shall be made available for review by the department, {0 / b / 2{

the resident, the resident’s legal guardian, the resident’s 0y %,\,. 87‘ h b W ,{fa kl‘r e fd.@/\-l— el +o

responsible placement agency, and others authorized by the T/ o \ Vo dbcymen + 60(

resident to review it. \N" P(,\o a\po{ g@rH‘ ] Y§ '\QVQ, | D’F @Vl Y ‘

FINDINGS

Resident #2: No documented evidence of level of care form

prior to admission.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (a) PART 2
Type I ARCHs shall admit residents requiring care as stated
in section 11-100.1-2. The level of care needed by the
resident shall be determined and documented by that FUTURE PLAN
resident’s physician or APRN prior to admission.
Information as to each resident’s level of care shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
obtained prior to a resident’s admission to a Type I ARCH PLAN: WHAT WILL YOU DO TO ENSURE THAT
and shall be made available for review by the department, IT DOESN’T HAPPEN AGAIN?
the resident, the resident’s legal guardian, the resident’s \ /6 / /
responsible placement agency, and others authorized by the . ; : [O/4] %
resident to review it. I W} [\ NEVIY ‘-H/\l(_ doe's Y\+ M" FU WiZ ‘l:):\f/
Y tcare docvmen
FINDINGS Lotuwie b mldumﬂ love «0+6 re
Resident #2: No documented evidence of level of care form Jf o M\/ adwmiss Ti7aN CJ/\;QCH ST
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-80 Licensing. (e)

At no time shall the total bed capacity of the expanded
ARCH exceed the licensed capacity under the original
ARCH license.

FINDINGS

Resident #3: Resident returned to care home using
wheelchair after hospitalization. Licensed capacity allows
for ambulatory residents only.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-80 Licensing. (e) PART 2
At no time shall the total bed capacity of the expanded
?ﬁgg le'xceed the licensed capacity under the original FUTURE PLAN
icense.
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #3: Resident returned to care home using PLAN: WHAT WILL YOU DO TO ENSURE THAT
wheelchair after hospitalization, Licensed capacity allows IT DOESN’T HAPPEN AGAIN?
for ambulatory residents only.
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Licensee’s/Administrator’s Signature: = /—ﬁ“‘

U
Print Name: €190 forftu é?é,,/\

Date: ’D/é/il
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