Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: CHAPTER 100.1
Serenity Hale Adult Residential Care Home, LL.C

Address: Inspection Date: April 24, 2025 Annual
94-732 Kaaka Street, 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 ONLINE,
WITHOUT YOUR RESPONSE. o
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
D] 1 §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 _-——-—-—i—-'m']-?h—-——---])ID YOU CORRECT DEFICIENCY?

evidence that they have been examined by a physician prior

to their first contact with the residents of the Type 1 ARCH, USE THIS SPACE TO TELL US HOW YOU

and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY

to certify that they are free of infectious diseases. frow 9
s 7 7

FINDING Yes, #he defr crtney has beer

Resident #3: No documented evidence of annual physical 22025

exam.

corvechedd, RestAen? #3 has neo
recerved a complefe /ohy.rv'av/ X tun
¢onducred by her’"an'ma./j eare
P"'j-f‘"o".“h  ODcwmenfnlom D)C the
exam, Aated May 3, 02T, hay been
oblosned avd g led |\y Rer’dte/"
5. mecad recod binde

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




not happen 490#;7, :"Ca_hauc
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
[T |§11-100.1-9 Personnel, staffing and farnily requirements. PART 2
(a) '
All individuals who either reside or provide care or services :
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 I 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, 1T DOESN'T HAPPEN AGAIN?
FINDINGS . . .
Resident #3: No documented evidence of annual physical To easrure Y A e)ﬁ rCsency do s Ma7 ;’
exam. 20T
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Licensee’s/Administrator’s Sighature: W

Print Name: YW LIENETTY LR lag?

Date: OG- 22" 202
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