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Office of Health Care Assurance 
 

State Licensing Section  
 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 
 
 

Facility’s Name: TLC Ohana Hale, Inc. 
 
 

CHAPTER 100.1                                                                      

Address:  99-019 kealakaha Drive, Aiea, Hawaii 96701 
 
 

Inspection Date: August 16, 2023 Annual  

 
 
 

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) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED 
ONLINE, WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 
 

Completion 
Date 

 §11-100.1-10  Admission policies. (a)   
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 
resident’s physician or APRN prior to admission.  
Information as to each resident’s level of care shall be 
obtained prior to a resident’s admission to a Type I ARCH 
and shall be made available for review by the department, 
the resident, the resident’s legal guardian, the resident’s 
responsible placement agency, and others authorized by the 
resident to review it. 
 
FINDINGS 
Resident #3: Level of care unclear. 

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 
 §11-100.1-10  Admission policies. (a)   

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 
resident’s physician or APRN prior to admission.  
Information as to each resident’s level of care shall be 
obtained prior to a resident’s admission to a Type I ARCH 
and shall be made available for review by the department, 
the resident, the resident’s legal guardian, the resident’s 
responsible placement agency, and others authorized by the 
resident to review it. 
 
FINDINGS 
Resident #3: Level of care unclear. 

PART 2 
 

FUTURE PLAN 
 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 
PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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                                                                    Licensee’s/Administrator’s Signature: _________________________________________  
 

            Print Name: __________________________________________ 
  

 Date: __________________________________________ 
 
 


