Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: CHAPTER 100.1
Adult Residential Care Home by TNC, LLC

Address: Inspection Date: December 29, 2025 Annual
94-1099 Waipahu 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.

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

@

All individuals who either reside or provide care or services ID YOU CORRECT THE DEFI CIENCY? 01/08/26

to residents inthe 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 1 ARCH,
and thereafter shall be examined by a physician annually,
to certify that they are free of infectious diseases.

FINDINGS
House hold member #1: No documented evidence of

infectious disease clearance.

DID YOU CORRECT THY DEVICIENG X

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Yes infectious disease clearance has been

completed. It is now up to date.




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 1 ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
House hold member #1: No documented evidence of
infectious disease clearance.

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

| will make appeointment 3mos in advance
Before expiration date.




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

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

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
Current Tuberculosis policy not being followed for all
caregivers and residents.

PART 1

ID YOU CORRECT THE DEFICIENCY?

DM

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

TB policy has been reviewed and | will
use Form F, G, & H for all caregivers

and residents.

’-ﬁ/ oty




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

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

FINDINGS
Current Tuberculosis policy not being followed for all
caregivers and residents.

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

Copy of TB policy in my binder folder. |
will follow accordingly.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100,1-15 Meadications, (b) PART 1
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and 12/29/25

security. Medications that require storage in a refrigerator
shall be properly labeled and kept in a separate locked
container.

FINDINGS

Substitute care giver’s medication unlocked in refrigerator.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Medication belonging to SCG has
been removed from the
refrigerator.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (b} PART 2
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and FUTURE PLAN

security. Medications that require storage in a refrigerator
shall be properly labeled and kept in a separate locked
container,

FINDINGS

Substitute care giver’s medication unlocked in refrigerator.

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

| will make note for me and my SCGs
not to put care givers medication in

clients refrigerator.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

[ IXI [ 811-100.1-15 Medications. (g) PART 1
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not 1o exceed one year.

FINDINGS

Resident #1: No documented evidence that medications
were reevaluated at least every four (4) months between
5/31/25 to 12/20/25.

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the FUTURE PLAN

physician or APRN, not to exceed one year.

FINDINGS

Resident #1: No documented evidence that medications
were reevaluated at least every four (4) months between
5/31/25 to 12/20/25.

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

Doctor will write order that medication
will be reevaluated every 4mos. | will
schedule appointment accordingly.
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