Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Golden Life Hawai’l LL.C CHAPTER 100.1
Address: Inspection Date: November 10, 2025 Initial 6-month
94-881 Kuhaulua 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 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 Licensing. (b)(1X1) PART 1
Application, \lj']a] /29
In order to obtain a license, the applicant shall apply to the DID YOU CORRECT THE DEFICIENCY? 12/ §/a
director upon forms provided by the department and shall / / i

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:

Docurnented 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) #1, Household Member
{HHM) #1 — No documented evidence that aforementioned
individuals have no prior felony or abuse convictions in a
court of law, on file for department review.

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}1XD) PART 2
Application.
In order to obtain a license, the applicant shall apply to the FUTURE PLAN
director upon forms provided by the department and shall
provide any information required by the department to USE THIS SPACE TO EXPLAIN YOUR FUTURE fp,/[D /2@

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

SCG #1, HHM #1 — No documented evidence that
aforementioned individuals have no prior felony or abuse
convictions in a court of law, on file for department review.

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, PART 1
E:\a])l individuals who cith id id i
individuals who either reside or provide care or services -
to residents in the Type 1 ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY? '7// IC /w

evidence that they have been examined by a physician priot
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

Primary Care Giver (PCG), HHM #1, HHM #2 - No
documented evidence of a current physical examination
clearance by a physician or advanced practice registered
nurse (APRN) on file.

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 - p .
@ VIeETXE
All individuals who either reside or provide care or services FUTURE PLAN

to restdents in the Type 1 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 2 physician annually, to
certify that they are free of infectious diseases.

FINDINGS

PCG, HHM #1, HHM #2 — No documented evidence of a
current physical examination clearance by a physician or
APRN on file.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN'T HAPPEN AGAIN?

A centralized compliance tracking log has been
established for Golden Life Hawai'i.

This log includes:

Name of PCG/SCG and each household member
Date of last physical examination
Expiration/renewal due date

Date documentation was received and filed

Calendar reminders are set 60 days prior to
expiration to ensure renewals are completed
before iapses occur.




" RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
PCG, HHM #1, HHM #2 - No documented evidence of a 2/10 /2

current tuberculosis clearance by a physician or APRN on
file.
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RULES (CRITERJA) 'PLAN OF CORRECTION Completion
Date
(§bl)l- 100.1-9 Personnel, staffing and family requirements, PART 2 ) /‘7.’} /2w
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN

evidence of an initial and annual tuberculosis clearance.

FINDINGS

PCG, HHM #1, HHM #2 - No documented evidence of a
current tuberculosis clearance by a physician or APRN on
file.

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

A master medical clearance log will be maintained
and reviewed monthly by the PCG & SCG. This log
includes due dates and automatic reminder alerts
set 60 days prior to expiration to prevent lapses.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(€)3) U220

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

Be currently certified in first aid;
FINDINGS

PCG - No documented evidence of a current First Aid
certification on file.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Got certified for First Aid on 2/18/2026
Attached to this document is the certificate.

It has been printed and documented in to ARCH
binder




RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)3) , L j20
The substitute care giver who provides coverage for a period FUTURE PLAN
less than four hours shall:
Be currently certified in first aid; USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS IT DOESN’T HAPPEN AGAIN?

PCG - No documented evidence of a current First Aid
certification on file.

60-90 Day Advance Reminder System:
Calendar reminders are set 90 days prior to
expiration, with follow-up reminders at 60 days
and 30 days.

This ensures adequate time to schedule and
complete renewal training before expiration.

Pre-Scheduling of Renewal Courses:

Renewal classes will be scheduled no later than
60 days before expiration to prevent
last-minute lapses.

Monthly Compliance Review

The PCG & SCG will review certification status
monthly to ensure all required credentials
remain current.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (F) PART 1
There shall be an acceptable procedure to separately secure
medication or dispose of discontinued medications. DID YOU CORRECT THE DEFICIENCY?
FINDINGS
SCG #1 — Observed care givers’ medication in facility USE THIS SPACE TO TELL US HOW YOU
refrigerator, unsecured. CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (1) PART 2
There shali be an acceptable procedure to separately secure
medication or dispose of discontinued medications. FUTURE PLAN
FINDINGS
SCG #1 — Observed care givers® medication in facility USE THIS SPACE TO EXPLAIN YOUR FUTURE
refrigerator, unsecured. PLAN: WHAT WILL YOU DO TO ENSURE THAT
I'T DOESN’T HAPPEN AGAIN?
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|
Licensee’s/Administrator’s Signature: W\/

P ,
Print Name:  #1 W W( L4
Date: (&/ I / ?/u
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Licensee’s/Administrator’s Signature: W

Print Name: @m)ﬂ'\b\ﬁ/ Oﬂwml”u
Date: 120/ 2
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