Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Bolosan, Domie (ARCH) CHAPTER 100.1
Address: Inspection Date: June 16, 2023 Annual
94-039 Waikele Loop, 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 NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLIN
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
] | §11-100.1-9 Personnel, staffing and family requirements. PART1
(e)(3)
The substitute care giver who provides coverage for a
period less than four hours shall: DID YOU CORRECT THE DEFICIENCY?
Be currently certified in first aid; USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
Substitute Care Giver #1 — No documented evidence of a ) . . . + { -
current First Aid certification. \g u},\sx.'l "Il‘/l‘l'e' Ca(gjf yev im mﬁd tcl1e Y Juhe if,
3
Please submit a copy with your plan of correction as ﬂ"H’ﬁ nd gd &Ad o Pie-f'gc{ o ot H‘ 2 023
evidence of completion. i .
Licet ad and CPR clats Ao Oz
the requi red cerhfication on
Juwae [g,2023. Pleuse ¢ee ﬁ”ﬁdk":/
Copy of certifcation (ot Arch i
and CPR-) .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)(3)
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN
Be currently certified in first aid; USE THIS SPACE TO EXPLAIN YOUR FUTURE
. PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS _ IT DOESN’T HAPPEN AGAIN?
Substitute Care Giver #1 — No docuinented evidence of a . — ¢
current First Aid certification. From now o0, u_)‘/)cr) m lgg{..‘.n&"f’dﬂ’{"?/ J Lw:; 4
o > 3033
Please submit a copy with your plan of correction as cargqvers PR gantd Aest q}d C@f‘!}:ﬁC‘EhM
evidence of completion. s QU;{’/ j:- i H S@‘\d ’ lem o ren Md*éf
memo “at  beth certiRogHon is
requanes  and T ol alto PLNL 4
PO‘HIH ;/L%'{‘(/ P ny rQ (o 5”“"
cafeada. Alse, all swbﬁﬁ“‘}‘i
cocreaness have Leen educo-t
on 21\:5 eqi fement, b pYeven
defcienty frm happen ffﬁ ft Aain
(Twill s end remond e Mmemot TM}
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Licensee’s/Administrator’s Signature: ﬂ £~ ?3

Print Name: .D& mig B o /MQH

Date: jdd}a 19 2e23
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