Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Soriano Care Home CHAPTER 100.1
Address: Inspection Date: September 6, 2023 Annual
2307 North school Street, Honolulu, Hawaii 96819

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
RECEIV%E) WH;I:HH ST EN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-3 Licensing. (b)}(1)(D) PART 1
Application.
In order to obtain a license, the applicant shall apply to the DID YOU CORRECT THE DEFICIENCY?
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO TELL US HOW YOU 2
demonstrate that the applicant and the ARCH or expanded CORRECTED THE DEFICIENCY iy - [ (.P’.Z

ARCH have met all of the requirements of this chapter.
The following shall accompany the application:

Documented evidence stating that the licensee, primary
care giver, family members lIving in the ARCH or
expanded ARCH that have access to the ARCH or
expanded ARCH, and substitute care givers have no prior
felony or abuse convictions in a court of law;

FINDINGS

Primary care giver, Substitute care giver #1, Substitute care
giver #2 Substitute care giver #3: No documented evidence
of Fieldprint background check.

‘\

for

WSML ro i, D Fuld

e punndt ol

Ll sonee . pre W st 9
rf%/wf& 3 Do 4.

1 Qonano- oyt 1o|26(22
& i - W/[Aa’/

/p/m,u/ back jﬂﬂm‘

Lolon Sonano - mmelehed 19126125

- /0/@6/

~ [

)
R




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-3 Licensing. (b)(1)(D) PART 2
Application.
In order to obtain a license, the applicant shall apply to the FUTURE PLAN
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE
demonstrate that the applicant and the ARCH or expanded PLAN: WHAT WILL YOU DO TO ENSURE THAT
ARCH have met all of the requirements of this chapter. The IT DOESN’T HAPPEN AGAIN? /; _ /uP'Z 2
following shall accompany the application:

Documented evidence stating that the licensee, primary care
giver, family members living in the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse
convictions in a court of law;

FINDINGS

Primary care giver, Substitute care giver #1, Substitute care
giver #2 Substitute care giver #3: No documented evidence
of Fieldprint background check.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-3 Licensing. {b)(1X1)
Application.

In order to obtain a license, the applicant shall apply to the
director upon forms provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter. The
following shall accompany the application:

Documented evidence stating that the licensee, primary care
giver, family members livirg in the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse
convictions in a court of law;

FINDINGS
House hold member #1, House hold member #2: No
documented evidence of Fieldprint background check.

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

§11-100,1-3 Licensing. (b)(1)}1I)
Application.

In order to obtain a license, the applicant shall apply to the
director upon forins provided by the department and shall
provide any information required by the department to
demonstrate that the applicant and the ARCH or expanded
ARCH have met all of the requirements of this chapter. The
following shall accompany the application:

Documented evidence stating that the licensee, primary care
giver, family members living in the ARCH or expanded
ARCH that have access to the ARCH or expanded ARCH,
and substitute care givers have no prior felony or abuse
convictions in a court of law;

FINDINGS
House hold member #1, House hold member #2; No
documented evidence of Fieldprint background check.,

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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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-8 Primary care giver qualifications, (a)}{(9) PART 1
The licensee of a Type 1 ARCH acting as a primary care
gi.yer or the mc‘Em‘dual tl_mt the licensee has designated as the DID YOU CORRECT THE DEFICIENCY?
primary care giver shall:
Have achieved acceptable levels of skill and training in first USE THIS SPACE TO TELL US HOW YOU .
aid, nutrition, cardiopulmonary resuscitation, and CORRECTED THE DEFICIENCY [’L’ /4, -

appropriate nursing and behavior management as required
for care of all residents admitted to the Type 1 ARCH;

FINDINGS
Substitute care giver #1: M~ documented evidence of
cardiopulmonary resuscitation and first aid certificate.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-8 Primary care giver qualifications, (a}(9) PART 2

The licensee of a Type | ARCH acting as a primary care

giver or the individual that the licensee has designated as the FUTURE PLAN

primary care giver shall:

Have achieved acceptable levels of skill and training in first USE THIS SPACE TO EXPLAIN YOUR FUTURE Py 2.9

aid, nutrition, cardiopulmonary resuscitation, and [ -

appropriate nursing and behavior management as required
for care of all residents admitted to the Type ] ARCH;

FINDINGS

Substitute care giver #1: No documented evidence of
cardiopulmonary resuscitation and first aid certificate.

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(a)
All individuals who either reside or provide care or services -
to residents in the Type | ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type ] ARCH, USE THIS SPACE TO TELL US HOW YQU
and thereafter shall be examined by a physician annually, to CORRECTED THE DEFICIENCY
certify that they are free of infectious diseases. [; e 7.4

FINDINGS
Substitute care giver #1: No documented evidence of annual
examination by physician.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services 3
to residents in the Type | ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to PLAN: WHAT WILL YOU DO TO ENSURE. THAT
certify that they are free of infectious diseases. IT DOESN'T HAPPEN AGAIN?
FINDINGS . -
Substitute care giver #1: No documented evidence of annual ,/ A 7%‘« f"‘(/”""(’ JVW‘-/ fevn il }M/\ﬁﬂﬂ- { - /L;[/ 2z

examination by physician.
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b}
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance. ,_»(‘}Q{-,%%-

USE THIS SPACE TO TELL US HOW YOU (B ’
FINDINGS CORRECTED THE DEFICIENCY -
Primary care giver: No documented evidence of annual nes ol rm('é.‘f'\,ﬁ/) / 2 [‘,Lr 2%
tuberculosis clearance. ,/J,w ; P/D’W" ~ 10-49- 37%- d
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b}
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Primary care giver: No documented evidence of annual IT DOESN’T HAPPEN AGAIN?
tuberculosis clearance. > . .
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RULES (CRITERIA)} PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
{b)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance. A
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Substitute care giver #1: No documented evidence of annual N s [ ) 2
tuberculosis clearance. fn /}_ - fufr z
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services
to residents in the Type | ARCH shal?l have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance,
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Substitute care giver #1: No documented evidence of annual IT DOESN’T HAPPEN AGAIN?
tuberculosis clearance. b
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
f:i)l'd' iduais who eitl id d
individuals who either reside or provide care or services
to residents in the Type I ARCH, shsll have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior :
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and_thereafter shall be examined by a physician annually, to CORRECTED THE DEFICIENCY 7 %:.2‘
certify that they are free of infectious diseases. } Z

FINDINGS
Household member #1: No decumented evidence of annual
examination by physiciar
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RULES {CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type | ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type [ ARCH,
and thereafter shall be examined by a physician annuaily, to
certify that they are free of infectious diseases.

FINDINGS
Houschold member #1: No documented evidence of annual
examination by physician.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
I'T DOESN’T HAPPEN AGAIN?




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements,
(b)

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
Household member #1: No documented evidence of annual
tuberculosis clearance.,

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
- CORRECTED THE DEFICIENCY
v e,
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements,
(b}

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
Household member #1: No documented evidence of annual

tuberculosis clearance.

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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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(a)

All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type [ ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Household member #2: No documented evidence of annual
examination by physici~n.

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

§11-100.1-9 Personnel. staffing and family requirements.
(a)

All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Household member #2: No documented evidence of annual
examination by physician.

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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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel. staffing and family requirements. PART 1
)
All individuals who either reside or provide care or services ;
to residents in the Type | ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance,
USE THIS SPACE TO TELL US HOW YOU
E]NDiNI(c;iS er 12 Mo d i . | CORRECTED THE DEFICIENCY
ousehold member #2: No documented evidence of annua ID’I W"ZQ%

tuberculosis clearance.
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to residents in the Type | ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
Household member #2: No documented evidence of annual
tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA} PLAN OF CORRECTION Completion
Date
> | §11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services FUTURE PLAN
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RULES (CRITERIA) PLLAN OF CORRECTION Completion
Date

§11-100.1-23 Physical environment. {r) PART 1
Facilities shall be maintained in accordance with provisions
of state and local zoning, building, fire safety and health
codes. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Smoke alarm beeping during inspection. CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment, (r) PART 2
Facilities shall be maintained in accordance with provisions
of state and local zoning, building, fire safety and health ;
codes. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Smoke alarm beeping during inspection. PLAN: WHAT WILL YOU DO TO ENSURE THAT .
o IT DOESN’T HAPPEN AGAIN? [2-(4-27)
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Licensee’s/Administrator’s Signature: MV\ §’”CJWVD

Print Name: #E/é/u 60@ [4 AO

Date: (&~ (Y-2%
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