DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/30/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

12G034

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 02 - THE ARC IN...
B. WING

(X3) DATE SURVEY COMPLETED
04/18/2024

NAME OF PROVIDER OR SUPPLIER
THE ARC IN HAWAII - EWA B

STREET ADDRESS, CITY, STATE, ZIP CODE
91-824 B HANAKAHI STREET , EWA BEACH, Hawaii, 96706

PROVIDER'S PLAN OF CORRECTION

OCCUPANCIES).

A recertification LSC survey was conducted by DOH
OHCA on 4/18/24. THIS FACILITY MEETS THE
REQUIREMENTS OF THE 2012 EDITIONS OF NFPA
99; HEALTH CARE FACILITIES CODE AND NFPA
101; LIFE SAFETY CODE, CHAPTER 33 EXISTING
SMALL ICF/IIDS (EXISTING ROOM AND BOARD
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PROVIDER'S PLAN OF CORRECTION

A recertification LSC survey was conducted by DOH
OHCA on 4/18/24. THIS FACILITY MET THE LIFE
SAFETY REQUIREMENTS OF APPENDIX "Z"; IN
ACCORDANCE WITH CFR 483.475, CONDITION OF
PARTICIPATION FOR INTERMEDIATE CARE
FACILITIES FOR INDIVIDUALS WITH INTELLECTUAL
DISABILITIES (ICF/IID).
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