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 30, 2024 Annual
2037 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 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).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-3 Ligensing. ®)(D() PART 1

Application. 10 k- 02?92 171

In order o 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 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
Substitute Care Giver (SCG) #4 - No documented evidence

stating that SCG #4 has no prior felony or abuse
convictions in a court of law, on file.

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} 1X1) PART 2
Application.
FUTURE PLAN

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 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
Substitute Care Giver (SCG) #4 — No documented evidence

stating that SCG #4 has no prior felony or abuse convictions
in a court of law, on file.

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.
(eX3)

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

Be currently certified in first aid;

FINDINGS
SCG #2 - No documented evidence of a current First Aid

certification on file.

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. PART 2
©3)
The substitute care giver who provides coverage for a period FUTURE PLAN

less than four hours shall;
Be currently certified in first aid;
FIND

SCG #2 — No documented evidence of a current First Aid
certification on file.

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

FA‘*\M/ QA r W




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personpel famil uirem

(B

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS . ) . 1
SCG #2 - No documented evidence of a current C/w(’ﬂ/b}"/"(*‘ o “""‘j/l atns 0L Tl”‘é“" é’f? R
cardiopulmonary resuscitation certification on file. - M /i L TedlD of q -7- A L{
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PART 1
PID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY




RULES (CR]TERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 P | i famil wireme PART2
g)h(el) b ho id f d
substitute care giver who provi es coverage for a petio
greater than four hours in addition to the requirements E-ILI‘—U-&E—E—LAE
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS

SCG#2 -

No documented evidence of a current

cardiopulmonary resuscitation certification on file.

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
§11-100.1-17 Records and reports. (bX1) PART 1
During residence, records shall include:
Annual physical examination and other periodic DID YOU CORRECT THE DEFICIENCY?
examinations, pertinent immunizations, evaluations,
progress niotes, relevant laboratory reports, and a report of USE THIS SPACE TO TELL US HOW YOU
annual re-evaluation for tuberculosis; CORRECTED THE DEFICIENCY
FINDINGS
Resident #1, Resident #2, Resident #3 — No documented T . . p f’
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports. (bX1) PART 2
During residence, records shail include:
Annual physical examination and other periodic W
examinations, pertinent immunizations, evaluations,
progress notes, relevant laboratory reports, and a report of USE THIS SPACE TO EXPLAIN YOUR FUTURE
annual re-evaluation for tuberculosis; PLAN: WHAT WILL vOU DO TO ENSURE THAT

? 9
FINDINGS IT DOESN’T HAPPEN AGAIN?
Resident #1, Resident #2, Resident #3 — No documented l - j
evidence of a current tuberculosis clearance signed by a P *\ : Ei e ' AN -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-19 Resident accounts. (d) PART 1
‘An accurate written accourding of resident’s money and
disbursements shal! be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of DID YOU CORRES 1 o YOU CORRECT THE DEFICIENCY?
resident's possessions.

USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Besident #2 - No dgcumemed evidence of a current . %
inventory of belongings on file. QM_ . . U )(PM-':l wa )&7 /ﬁ‘ WA i/ e
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Licensee’s/Administrator’s Signature:

Print Name:

Date:
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