Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: T & F Home Services, L.L.C.

CHAPTER 100.1

Address:
45-339 Kahowaa Place, Kaneohe, Hawaii 96744

Inspection Date: March 22, 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 PER HAR 11-100.1-
3(e)(2). IF IT IS NOT RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL
BE POSTED ONLINE, WITHOUT YOUR RESPONSE.

FAILURE TO CORRECT CITED DEFICIENCIES AS PER THE PLAN OF CORRECTION COULD RESULT IN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3).

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18, 12/26/23




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1 04/01/2024

(e)(3)
The substitute care giver who provides coverage for a
period less than four hours shall:

Be currently certified in first aid;
FINDINGS

Substitute Care Giver (SCG) #1 and #2 — No current first
aid certification.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

| made my substitute caregiver take the first aid courses




Be currently certified in first aid;

FINDINGS
Substitute Care Giver (SCG) #1 and #2 — No current first
aid certification.

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

In the future I'd double check that the cpr includes first
aid too or have mv subs take the course separate to
meet the requirements.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
P ? el)};;ﬂ(l 1-9 Personnel, staffing and family requirements. PART 2 04/01/2024
The substitute care giver who provides coverage for a period
less than four hours shall: FUTURE PLAN




Francesca Mafua

Licensee’s/Administrator’s Signature:

Print Name: Francesca Mafua

Date: April, 2024




