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Initial Comments 

Facility Reported Incident of December 13, 2025 2698725 

Complaint Investigation 25212612 / 2699231 

Final Observations 

Statement of Licensure Violations: 

300.610a) 

300.1210b) 

300.1210c) 

300.3210t) 

Section 300.610 Resident Care Policies 

a) The facility shall have written policies and

procedures governing all services provided by the 

facility. The written policies and procedures shall be 

formulated by a Resident Care Policy Committee

consisting of at least the administrator, the advisory

physician or the medical advisory committee, and 

representatives of nursing and other services in the 

facility. The policies shall comply with the Act and 

this Part. The written policies shall be followed in 

operating the facility and shall be reviewed at least 

annually by this committee, documented by written,

signed and dated minutes of the meeting. 

Section 300.1210 General Requirements for Nursing and 

Personal Care 

b) The facility shall provide the necessary care and 

services to attain or maintain the highest practicable 

physical, mental, and psychological well-being of the 

resident, in accordance with each resident's

comprehensive resident care plan. Adequate and properly

supervised nursing care and personal care shall be 

provided to each resident to meet the total nursing and 

personal care needs of the resident. 

c) Each direct care-giving staff shall review and be 
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On 12/23/25, at 11 :00 a.m., R2 was observed sitting in 

her wheelchair. R2 was not able to communicate and sat 

with her mouth open. 

On 12/23/25, at 12:40 p.m., R1 was observed in his room 

with a sitter. R1 does not have to cognitive ability to 

understand or to be interviewed. 

On 12/24/25, at 9:40 a.m., VJ/Certified Nursing 

Assistant, confirmed: On 12/13/25, she went to the 200 

Hall and when she turned the corner, she saw R1's 

"penis out of his pants and touching in between [R2's] 

lips"; [R2's] "mouth is always open"; the situation 

occurred at the entrance of the 100/200 dining room; 

"[R1] sat right down and buttoned his pants when he saw 

me". 

On 12/24/25, at 12:12 p.m., VBNice President of 

Business Development confirmed [regarding R1 's 

admission screening]: "I was not on the front end [of 

the screening process]"; "looped in after the fact"; 

"there were gaps in the front end and screening was 

worked through the case manager and not at bedside"; 

"We talked at the corporate level, education with the 

team"; and "starting 1/5/26, we will have a dedicated 

[city] person [for admission screening]. 

On 12/30/25, at 11 :05 a.m., V1/Administrator confirmed: 

Had the facility known about R 1 's behaviors/hypersexual 

in the hospital, V1 would have "requested a deeper 

dive"; and "would probably not accepted him [R1] for 

admission, but if the needed to, they would have 

admitted him to a private room and assigned a 1 :1 staff 

member to see what his behaviors are". 

On 12/30/25, at 2:00 p.m., V10/Facility Doctor 

confirmed due to R2's dementia, she is vulnerable and 

cannot defend herself. 
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