Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Armando Biacan Care Home CHAPTER 100.1

Address: Inspection Date: March 7, 2025 Annual
94-565 Loaa Street, Waipahu, Hawaii 96797

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF 1T 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 ISNOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.

08/16/16, Rev 09/09/16, 04/16/18 1




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 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 thereafier shall be examined by a physician annually,
to certify that they are free of infectious diseases.

FINDINGS
Resident #1: no documented evidence of annual physical
exam.

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. PART 2
(a)
All individuals who either reside or provide care or services FUTURE PLAN

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
Resident #1: no documented evidence of annual physical

exam.

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

§11-100.1-13 Nutrition. (i) PART 1

Each resident shall have a documented diet order on

admission and readmission to the Type I ARCH and shall 9

have the documented diet annuaily signed by the resident’s W-w

physician or APRN. Verbal arders for diets shall be

recorded on the physician order sheet and written USE THIS SPACE TO TELL US HOW YOU

confirmation by the attending physician or APRN shall be CORRECTED THE DEFICIENCY

obtained during the next office visit, R
)1 \'J&‘ g

FINDINGS
Resident #1: No documented evidence of annual renewal of
diet order.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (i) PART 2
Each resident shall have a documented diet order on
admission and readmission to the Type | ARCH and shall
have the documented diet annually signed by the resident’s FUTURE PLAN
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written USE THIS SPACE TO EXPLAIN YOUR FUTURE
confirmation by the attending physician or APRN shall be PLAN: WHAT WILL YOU DO TO ENSURE THAT
obtained during the next office visit. IT DOESN'T HAPPEN AGAIN? ‘
FINDINGS m\ 248 \’?A
Resident #1: No documented evidence of annual renewal of

diet order.
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/
Licensee’s/Administrator’s Signature: T

Print Name: 4/’7/774/7% gl:ﬂ[‘,gm

Date: DS! 11“ \'2‘13_




