Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

“ Facility’s Name: Cachola Adult Residential Care Home CHAPTER 100.1 |

|
.
_

w Address: Inspection Date: mnc.‘l:m-.w 5,2026 Annual
| 98-314 Ponokaulike Street, Aiea, Hawali 96701

L | l _

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 RESULTIN
REFUSAL TO RENEW YOUR LICENSE PER HAR 11-100.1-3(e)(3).

08/16/16, Rev 09/09/16. 03/06/18. 04/16/18. 12/26/23 |
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RULES (CRITERIA)

PLAN OF CORRECTION
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$11-100.1-9 Personnei. saffing and family_requirements.
(a)

All individuals who either reside or provide care O services
o residents in the Ty pe | ARCH. shall have documented
evidence thai they have beett examined by & physician prior
1o their firsy congact with the residents of the Type | ARCH.
and thereafier shall be examined bY a physician annualls.
to certify that they are free of infectious diseases.

ﬂ_lc_zmlmm
Household Member (HHM) #1 - Ne documented evidence
of a current physical examination clearance by a physician

or advanced practice registered nurse (APRN} ¢n file.

PART 1

DID YOU CORRECT THE DEFICIENCY?

Rl

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

405, vuutke s on placed
i OachonG Wnder:




RULES (CRITERIA)

PLAN OF CORRECTION

ﬂu §11-100.1-9 Personnel. siaffipg and family requiremefts.

()

Al individuals who either reside or provide care or sepvices
to residents in the Type 1 ARCH, shall have documented
avidence that they have been ¢xamined by a physician prior
10 thelr first contagt with the residents of the Type | ARCH.
and ihereaiter shalj be examined by a physician annually - 1€
cerufy that they are free of infectious discases,

FINDINGS

HHM #1 - No documenied evidence of a current physical
examination cleargnce by a physician or APRN on file.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT

1T DOESN'T HAPPEN AGAIN?
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Date
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RULES (CRITERIA) PLAN OF CORRECTION ~ | Completion
Date
§11-100.1-9 Personnel. statfing and family requirements. PART | i .
(b)
All individuals who either reside or provide care or services fpap UE DE N UD
to residents in the Tvpe | 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
HHM #1 - No documenied evidence of a current W N \N .
wherculosis clearance by a physician or APRN en file. /’.ﬁm , ﬁwg//\V 7 9W Xg 1 _gg&
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

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

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

PART 2

FUTURE PLAN

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

| Wil AN @ checklisr gF
TRAMITNTNTS Y 1S wocdcd
10 Be Vpddied yeary f my
howehold yember< |, 0G and

P0G and place i on my
G, \ginderr.




—lmomswwwuwmnpagw:m w:.mﬂo_.mw mmmzﬁg‘:.ﬂn %

Adane cachdle

Print Name:
Date® \\SNN\Q »\m

6



