FOIA Data Base - The Law Office of Jeffrey Downey Serving clients in Washington
D.C., Virginia and Maryland

If you have been injured in a nursing home or assisted living facility, call the law
office of Jeffrey J. Downey for a free consultation.

Phone: 703-564-7318; email: jdowney@jeffdowney.com

Heartfields at Bowie
7600 Laurel Bowie Road
Bowie, MD 20715

Facility Characteristics

Nursing Facility with 52 Beds

Date Facility First Opened: 1/2000
http://www.fivestarseniorliving.com

For Profit Corporation owned by Five Star Senior Living, Inc.
e Administrator — Aaron Campbell

Researching Nursing Homes
A note by attorney Jeffrey J. Downey:

Thank you for visiting my website. Anyone who is considering the admission of a
loved one into a nursing home should undertake a review of surveys or other data that
will provide a snapshot of some of the issues or problems that the facility is
experiencing. Keep in mind that this information can be limited and may not reflect
the actual condition of the facility when your loved one is admitted. You should
consider personal visits of any facility you are evaluating.

The Maryland Department of Health’s Office of Health Care Quality inspect assisted
living facilities, including Heartfields at Bowie in Bowie MD. Periodically, they do
inspections as complaint surveys which should be for public record. You can write to
the following address:

Maryland Department of Health
Office of Health Care Quality
7120 Samuel Morse Drive
Second Floor

Columbia, MD 21046-3422

(https://health.maryland.gov/ohcg/docs/complaint_form.pdf)


mailto:jdowney@jeffdowney.com
http://www.fivestarseniorliving.com/

You may also email AL.Help@maryland.gov or call (410) 402-8015
2) Fax : 410-402-8179
3) Online - https://fs30.formsite.com/OHCQ/OnlineComplaintForm/index.html

Having already researched Heartfields at Bowie in Bowie, MD and obtained FOIA
responses, | am posting these statements of deficiencies here, in a searchable format.
Keep in mind that these surveys have been altered during the conversion process and
you should update your search results.

| am interested in any additional information you may have on this facility. Please call
me with any question about this or any other facility you may be interested in searching
or prosecuting civilly for patient neglect or abuse.

Disclaimer: Information is built using data sources published by Centers for
Medicare & Medicaid Services (CMS) under Freedom of Information Act (FOIA).
The information disclosed on the NPI Registry are FOIA-disclosable and are required
to be disclosed under the FOIA and the FOIA amendments to the FOIA. There is no
way to 'opt out’ or 'suppress' the NPPES record data for health care providers with
active NPIs. Some documents may not be accurately copied and some results may
have changed upon appeal, which may not be noted here.
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Initial Comments

On 04/08/2020 an unannounced Administrative
Review of a Self-reported Incident was conducted
by a representative of the Office of Health Care
Quality (OHCQ) to determine whether the
immediate health and safety needs of the
residents are being met and determining the
compliance with COMAR 10.07.14, Assisted
Living Program Regulations.

Survey activitiesincluded: AnAdministrative
Review of 1 resident record and telephone
interviews withthe ALM and DN. The facility's
census atthe time ofthe survey was fifty (50)
residents.

Based on survey findings, in relation only to
intake number MD00152919, the following
deficiencies wereidentified onthe date ofthe
investigation.

Acronyms whichmay appearinthisreportare
defined as follows:

ALM: Assisted Living Manager,

AALM: Alternate Assisted Living Manager,
CMT: Certified Medication Technician,
CDS: Controlled Dangerous Substance,
DN: Delegating Nurse,

FA: Manager' s Functional Assessment,
HCPPA: Health Care Practitioner'sPhysical
Assessment,

MAR: Medication Administration Record,
RAT: Resident Assessment Tool,

SP: Service Plan

.15 C2(e)-(g) .15 Assisted Living Manager

(e) Providing or ensuring, through the
coordination of community services, that each
residenthasaccesstoappropriate medicaland

E 000
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E2320| Continued From page 1 E2320
psychosocial services, as established in the E2320
resident service plan developed under Regulation
.26 of this chapter; BY 4/15/20 ON will ensure each resident's service plan
() Ensuring that there is appropriate coordination
,Of al gomponents of a re5|dent§ service p[an, has been updated. Effective immediately ON will ensure
including necessary transportation and delivery of
needed supplies; o o o
(g) Ensuring that there is appropriate oversight within 24 hours of new admissions, re-admission,
and monitoring of the implementation of each
resident's service plan; hospitalization or change in condition
. . . a new or existing Service Plan will be completed.
This REQUIREMENT is not met as evidenced 9 P
by:
Based on an Administrative Review of records BY 4/30/20 DON will audit all Service Plans.
and interview of the ALM and ON on 04/08/2020,
it was determined the facility failed to ensure that BY 5/1/20 DON and ED will perform bi- monthly
there was appropriate oversight and monitoring of
tr:e implementation of each resident's service checks to ensure this deficiency does not reoccur.
plan.
Findings include: Resident Service Plans will be reviewed during quarterly
An Administrative Review of records on QA meetings to ensure accuracy.
04/08/2020 revealed Resident #1 sustained 4
falls in March, 2020, There were no fall
prevention interventions documented on the
service plan. Resident #1 was on a high-risk
medication, blood thinner, and there were no
interventions on the service plan in regard to the
high risk medication.
During a telephone interview of the ON and ALM
on 04/08/2020 revealed the "service plan was
missed."
E278( .20 C .20 Delegating Nurse E2780
C. Duties. The delegating nurse shall:
OHCQ
STATEFORM 6999 187L11 Ifcontinuation sheet 2 of6
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E2780, Continued From page 2 E2780
(1) Beon-sitetoobserve eachresident atleast E2780
every 45 days;
(2) Be available on Ca.”.as required underthls By 4/15/20 DN willensure each resident's service plan will be
chapter or have a qualified alternate delegating
nurse available on call; and o o o
(3) Have the overall responsibility for: updated within 24 hours of new admissions, re-admission,
(a) Managing the clinical oversight of resident
care inthe assisted living program; hospitalization or change in condition.
(b) Issuing nursingorclinical orders, basedupon
the needs ofresidents; Effective 4/30/20 DN will audit all Service Plans.
(c) Reviewing the assisted living manager's
assessment of residents; ) )
(d) Appropriate delegation ofnursing tasks; and BY 5/1/20 DN and ED will perform bi- monthly checks to ensure
(e) Notifying the OHCQ:
(i) If the delegating nurse's contract or to ensure deficiency does not reoccur and to ensure they
employmentwiththe assisted livingprogramis
terminated; and receive the correct medication, treatment and
(i) Ofthe reasonwhy the contract oremployment
was terminated. . . R
the service is adequate and appropriate per individual.
Resident Service Plans will be reviewed during quarterly
ThisREQUIREMENT isnotmetasevidenced
by: S ' QA meetings to ensure accuracy.
Based onanAdministrative Review of records
and telephone interview of the ALM and DN on
04/08/2020, itwas determined the facility failed to
ensure the delegating nurse maintained clinical
oversightofresidentcareinassistedliving.
Findings include:
An Administrative Review of records, on
04/08/2020 revealed Resident #1 sustained 4
fallsin March 2020, The delegating nurse failed
toensure there were progressive fallprevention
interventions documented onthe service plan.
Resident#1 was onahigh- risk medication,
blood thinner, and there were no interventions
on the service planinregard tothe high+isk
OHCQ medication.
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E2780 Continued From page 3 E2780
During atelephone interview ofthe ONand ALM
on 04/08/2020 revealed the "service plan was
missed.”
E3330 .26 B1,2 .26 Service Plan E3330
B. Assessment of Condition. E3330
(1) Theresident's service plan shallbe based on
assessments of theresident's health, function, By 4/15/20 DN will ensure each resident's service plan will be
and psychosocial status using the Resident
Assessment Tool. . .
(2) Afullassessment ofthe resident shall be updated within 24 hours of new admissions,
completed:
(a) Within 48 hours but not later than required by re-admission, hospitalization or change in
nursingpractice andthe patient's condition after:
() Asignificant change of condition; and condition a new or existing Service Plan will be completed.
(if) Each nonroutine hospitalization;and
(b) At leastannually. . . .
By 4/30/20 DN will audit all Service Plans.
ThisREQUIREMENT isnotmetasevidenced By 5/1/20 DN and ED will perform bi- monthly
by:
Based on an Administrative Review of records checks to ensure deficiency does not reoccur and
and telephone interview of the ALM, ON on
04/08/2020, itwas determinedthe facility failedto . R
. \ . to ensure they receive the correct medication, treatment
ensure theresident's service plan was based on
assessments of the resident's health, function, o . L
and psychosocial status. and the service is adequate and appropriate per individual.
Findings include: Resident Service Plans will be reviewed during quarterly
An Administrative review of records on QA meetings to ensure accurac
04/08/2020 for Resident#1 revealed Resident#1 9 y-
was placed on a high risk medication, blood
thinner, on 02/27/2020 The Service Plan was
completed on 05/10/2019 and updated on
03/29/2020 and 03/31/2020 and did not include
interventions related to these high risk
OHCQ
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E3330| Continued From page 4 E3330
medications.
An Administrative Review of records on
04/08/2020 for Resident#1revealed Resident#1
sustained fallson 4 occasions in03/2020. The
Service Planwascompleted on05/10/2019 and
updated on 03/29/2020 and 03/31/2020 and there
were no interventions for fall prevention. Fall
Risk Assessments were completed on 4 dates in
March, 2020 with scores which documented
Resident #1 was at high risk for falls.
During a telephone interview of the ALM, and DN
and 04/06/2020 revealed the ALM and DN stated,
"It was missed."
E3960 .35 Al,2 .35 Resident's Rights E3960
E3960

.35 Resident's Rights.

A.Aresidentofan assisted living program has
the right to:

(1) Betreatedwithconsideration, respect, andfull
recognition of the resident's human dignity and
individuality;

(2) Receivetreatment,care,andservicesthatare
adequate, appropriate, and in compliance with
relevant State, local, and federal laws and
regulations;

ThisREQUIREMENT isnotmetasevidenced
by:

Based upon Administrative Review and telephone
interview of the ALM and DN on 04/.08/2020, it
was determined the facility failed to ensure the
residents receive treatment, care and services
that are adequate and appropriate.

Findings include:

OHCQ

STATE FORM

BY 4/15/20 DN will ensure each resident's service plan

has been update updated within 24 hours of new admissions,
re-admission, hospitalization or change in condition

a new or existing Service Plan will be completed.

BY 4/30/20 DN will audit all Service Plans.

5/1/20 DN and ED will perform bi- monthly

checks to ensure this deficiency does not reoccur and

to ensure they receive the correct medication, treatment and

the service is adequate and appropriate per individual.

, Resident Service Plans will be reviewed during quarterly

QA meetings to ensure accuracy.
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medications.

An Administrative Review of records on
04/08/2020for Resident#1revealed Resident#1
sustained falls on 4 occasions in 03/2020. The
Service Planwas completed on 05/10/2019 and
updatedon03/29/2020and03/31/2020andthere
were no interventions for fall prevention. Fall
Risk Assessments were completed on 4 datesin
March, 2020 with scores which documented
Resident #1 was at high risk for falls.

During atelephone interview of the ALM, and ON
and04/06/2020 revealedthe ALMand ONsstated,
"It was missed."

.35 A1,2 .35 Resident's Rights

.35 Resident's Rights.

A. Aresident ofanassisted living program has
the right to:

(1) Betreated with consideration, respect, and full
recognition of the resident's human dignity and
individuality;

(2) Receivetreatment, care, and servicesthatare
adequate, appropriate, and in compliance with
relevant State, local, and federal laws and
regulations;

ThisREQUIREMENT isnotmetas evidenced
by:

Based upon Administrative Review and telephone
interview of the ALM and ON on 04/.08/2020, it
was determined the facility failed to ensure the
residents receive treatment, care and services
that are adequate and appropriate.

Findings include:
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Continued From page 5

An Administrative Review of records on
04/08/2020 revealed Resident #1 sustained 4
falls in March, 2020, There were no fall
prevention interventions documented on the
service plan toprevent or mitigate Resident#1's
injuries from falls. Resident#1was on a highrisk
medication, blood thinner, and there were no
interventions onthe service planinregard to the
high risk medication.

During atelephone interview ofthe DNand ALM
on 04/08/2020 revealed the "service plan was
missed." ALM stated Resident #1 had notbeen
referred to physical therapy after the initial or

subsequent falls.

E3960

OHCQ
STATEFORM

6699

187L11

If continuation sheet 6 of 6



Office of Health Care Quality

PRINTED: 08/28/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
C
16AL492 B. WING 03/03/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7600 LAUREL BOWIE ROAD
HEARTFIELDS AT BOWIE
BOWIE, MD 20715
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 Initial Comments E 000
On March 3, 2020 an unannounced survey for a
self-reported incident was made to the above
named facility for the purpose of determining the
facility's compliance with COMAR 10.07.14,
Assisted Living Regulations. Survey activities
included observation of the facility, staff
interviews and review of one resident record.
Based on the survey findings, in relation only to
intake #MD00149255, the facility was found to
comply with the regulations governing Assisted
Living Programs, COMAR 10.07.14.
The facility's census at the time of the survey was
52 residents.
OHCQ
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Initial Comments

On 09/20/2019, an unannounced visit was made
to the above named facility in response to a
self-reported incident, for the purpose of
determining the facility's compliance with COMAR
10.7.14, Assisted Living Programs.

Survey activities included an interview with the
Executive Director (ED), review of 1 resident
record, 2 staff records, and the facility's records.

Based on survey findings, in relation only to
self-report # MD00142716, the following
deficiencies were identified on the date of the
investigation.

.35 A7,8 .35 Resident's Rights

(7) Be free from mental, verbal, sexual, and
physical abuse, neglect, involuntary seclusion,
and exploitation;

(8) Be free from physical and chemical restraints;

This REQUIREMENT is not met as evidenced
by:

Based an interview with the Executive Director
(ED), review of 1 resident record, 2 staff records,
and the facility's records, the facility failed to
protect the resident's right to be free from mental,
verbal, and physical abuse.

Findings Include: An interview with the Executive
Director (ED), review of 1 resident record, 2 staff
records, and the facility's records, revealed that
on 07/08/19, staff #1 witnessed staff #2 hit/struck
resident #1 on the right forearm and hand.

.36 C1 .36 Abuse, Neglect, & Financial
Exploitation

E 000

E4000

E4180
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Continued From page 1

C. Reports of Abuse, Neglect, or Financial
Exploitation.

(1) Alicensee or employee of an assisted living
program who has witnessed, or otherwise has
reason to believe, that a resident has been
subjected to abuse, neglect, or financial
exploitation shall report the alleged abuse,
neglect, or exploitation within 24 hours to:

(a) The appropriate local department of social
services, Adult Protective Services Program; and
(b) One or more of the following:

() A local law enforcement agency;

(il) The Office of Health Care Quality ofthe
Department;

(ii) A representative of the Long-Term Care
Ombudsman Program in the Department of Aging
or local area agency on aging.

This REQUIREMENT is not met as evidenced

by:

Based on an interview with the Executive Director
(ED), review of 1 resident record, 2 staff records,
and the facility's records, Staff #1 failed to report
the abuse of 2 residents within 24 hours of having
knowledge of the alleged abuse.

Findings Include: an interview with the Executive
Director (ED), review of 1 resident record, 2 staff
records, and the facility's record, revealed that on
07/08/19, staff #1 witnessed staff #2 hit/struck
resident #1 on the right forearm and hand but
failed to report the abuse within 24 hours. Staff #1
reported the abuse to the Director of Nursing
(DON) on 07/15/19.

The ED stated that staff #1 stated in an interview
that the abuse was not reported in a timely
manner because staff #1 thought Staff #2 would
report the abuse.

E4180
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E 000 Initial Comments

On 07-09-2019 and 07-10-2019 an unannounced
Inspection of Care (IOC) survey was conducted
by a representative of the Office of Health Care
Quality for the purpose of determining the
facility's compliance with the requirements of
COMAR 10.07.14, for Assisted Living Programs.
Survey activities included a tour of the facility,
observation of the environment, interviews with
staff and residents, and review of administrative,
staffing, and resident records. Based on survey
findings, the following deficiencies were identified
on the date of the investigation.

The facility's census on the date of survey was 51
residents.

Acronyms which may appear in this report are
defined as follows:
ALM- Assisted Living Manager

- AALM- Alternate Assisted Living Manager

| ON- Delegating Nurse

I

E3330 .26 81,2 .26 Service Plan

8. Assessment of Condition.
(1) The resident's service plan shall be based on
assessments of the resident's health, function,
and psychosocial status using the Resident
Assessment Tool.
(2) A full assessment of the resident shall be
completed:
(a) Within 48 hours but not later than required by
. nursing practice and the patient's condition after:
I (1) A significant change of condition; and
(i) Each nonroutine hospitalization; and
| (b) At least annually.

I
This REQUIREMENT is not met as evidenced

E 000
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by:
Based on interview with staff and review of
| re cords, the facility failed to ensure a full
: assessment was completed within 48 hours after
, a resident had a significant change in condition
| and nonroutine hospitalization. This was true for 3
| of 5 residents.

(Findings Include:

. On 07-10-2019 review of resident records and
resident Incident Reports revealed Resident #1

i was transported to a hospital emergency room

\durimg-2019 &ar»d-—-2019;
Resident #2 was transported to an emergency

[room dAurimng-2019; and Resident

| #5 was transported to an emergency room during

- 2019 however, there was no evidence
. that a full assessment was completed for each

| resident within 48 hours after return back to the

facility.

| On 07-10-2019 interview with the DN revealed a
nursing note was enter for the aforementioned
incidents however, a full assessment was not

| completed. This was also confirmed with the
IALM .

|
E 4630i .41 A .41 General Physical Plant Requirements

.41 General Physical Plant Requirements.

I A. The facility, which includes buildings, common
are as, and exterior grounds, shall be kept:
(1) In good repair;
(2) Clean;
(3) Free of any object, material, or conditionthat
may create a health hazard, accident, or fire;
(4) Free of any object, material, or condition that
may create a public nuisance; and
(5) Free of insects androdents.
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| This REQUIREMENT is not met as evidenced

‘by:

| Based on observation during a tour of the facility
and interview with staff, the facility failedto

| ensure all resident rooms were kept clean as
required. This was true for 1 of 4 resident rooms.

, Findings Include:

I'On 07-10-2019 observation during a tour of the

, facility with the ALM revealed 1 resident room

| with a private bathroom to have unclean floors
\ and multiple dead bugs on the sink.

| On 07-10-2019 interview with the ALM revealed
no awareness as to why the resident bathroom
| was found in the aforementioned condition. The
ALM was observed instructing staff to cleanthe

I resident's bathroom on the date of survey.

|
E4710! .44 A .44 Security E4710

| .44  Security.

| A. The facility shall provide:
* (1) Exterior lockable doors and windows;and
| (2) An effective automated device or system to
" alert staff to individuals entering or leaving the
building.

|. This REQUIREMENT is not met as evidenced
‘by:
| Based on observation during a tour of the facility
and interview with staff, the facility failed to
I maintain operable alarming devices on the
, facility's exterior doors to alert staff toindividuals
i entering or leaving the building.

I Findings Include:
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On 07-10-2019 observation during a tour of the
facility with the ALM revealed an unlocked door
‘label Staff Only. Upon entering the unlocked Staff

Only door observation revealed an unalarmed
exterior exit door leading to an outdoor parking lot

I which would not have alerted staff to individuals
exiting the building .

On 07-10-2019 interview with the ALM revealed
that the Staff Only door should have been locked
and residents should not have been able to

raccess the area beyond the labeled Staff Only
door.

E4910! .46 E3 .46 Emergency Preparedness

(3) Semiannual Disaster Drill.
I (a) The assisted living program shall conduct a
semiannual emergency and disaster drill on all
; shifts during which it practices evacuating
: residents or sheltering in-place so that each is
practiced at least one time a year.
; (b) The drills may be conducted via a table-top
rexercise if the program can demonstrate that
moving residents will be harmful to the residents.
, (c) Documentation. The assisted living program
| shall:
(i) Document completion of each disaster drill or
training session;
.(ii) Have all staff who participated in the drill or
training sign the document;
(iii) Document any opportunities forimprovement
as identified as a result of the drill; and
(iv) Keep the documentation on file for a
minimum of 2 years.
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This REQUIREMENT is not met as evidenced
by:

Based on interview with staff and review of
records, the facility failed to provide evidence that
disaster drills were completed semiannually, on

all shifts as required.

, Findings include:

: On 07-09-2019 and 07-10-2019 review of the

- facility's disaster drills revealed no evidence that
a disaster drill had been completed since late-

September 2018.

On 07-10-2019 interview with the ALM revealed a
disaster drill was recently conducted at thefacility

: however, no documentation of the completed drill
could be provided.

'

OHCQ

FORM APPROVED
(X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING
07/10/2019
STREET ADDRESS , CITY, STATE,ZIP CODE
7600 LAUREL BOWIE ROAD
BOWIE, MD 20715
! D PROVIDER'SPLAN OF CORRECTION (X5)
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E4910
|
6899 YDT411 11 ¢ on tinuati on sheet 5 or 5

STATE FORM



Office of Health Care Qualitv

PRINTED: 08/07/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULD NG COMPLETED
B. IMNG c
16AL492 ’ 07/10/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7600 LAUREL BOWIE ROAD
HEARTFIELDS AT BOWIE
BOWIE, MD 20715
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D I PROVIDER'S PLAN OF CORRECTION ( X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIEN CY)
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' On 07/10/2017, a complaint investigation ,
MDOO0115130 was conducted at the above named |
facility. Survey activities included, interviews with I
Executive and Resident Services Directors,
review of selected administrative and resident
records.
No deficient practice was identified specific to this
‘allegation.
The census on the Assisted Living Unit at the !
time of the alleged event was thirteen (13)
residents.
|
|
|
i
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On 06/04/19, an unannounced visit was made to
the above named facility to follow up on a
. self-reported incident

Survey activities included an interview with the
Assisted Living Manager (ALM), the Delegating
Nursing (DN), and a review of 1 resident record
including incident report and hospital discharge
record.

Based on survey findings, in relation only to
self-report# MD00138045, the facility was found
to be in compliance with the regulations
governing Assisted Living facilities, COMAR
10.07 .14.
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On 02/12/19, an unannounced visit was made to

the above named facility to follow up on a

self-reported incident.

Survey activities included an interview with the

. Assisted Living Manager (ALM) , the Delegating
, Nursing (DN), and a review of 1 resident record

including incident report and hospital discharge

record.

Based on survey findings, in relation only to

self-report# MD00135178, the facility was found

to be in compliance with the regulations

governing Assisted Living facilities, COMAR

10.07.14.
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On 09/20/19, an unannounced visit was made to
the above named facility to follow up on a
self-reported incident.

Survey activities included an interview with the
Assisted Living Manager (ALM), review of 1
resident record including incident report.

Based on survey findings, in relation only to
self-report # MD00144222, the facility was found
to be in compliance with the regulations
governing Assisted Living facilities, COMAR
10.07.14.
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E 000 Initial Comments

On 12/13/2018, an unannounced visit was made
to the above named facility in response to 2

, self-reported incidents, for the purpose of
determining the facility's compliance with COMAR
10.7.14, Assisted Living Programs.

Survey activities included interviews with the

Director of Nursing (DON), the Executive Director
: (ED), staff #4, an unsuccessful attempt to

interview with 2 residents, review of 2 resident

records, 2 staff records, the facility's records, the

police report, observation of 2 residents, and

listening to the recording provided by staff #1.

Based on survey findings, in relation only to

self-report# MD00133754, MD00133940, and
- MD00134733, the following deficiencies were
- identified on the date of the investigation.

E4000 .35 A7,8 .35Resident's Rights

(7) Be free from mental, verbal, sexual, and
physical abuse, neglect, involuntary seclusion,
. and exploitation;
. (8) Be free from physical and chemical restraints;

This REQUIREMENT is not met as evidenced
by:

Based on interviews with the Director of Nursing
(DON), the Executive Director (ED), staff #4,
review of 2 resident records, the facility's records,
the police report, and listening to the recording
provided by staff #1, the facility failed to protect
the resident's right to be free from mental, verbal,
and physical abuse.

Findings Include: Interviews with the Director of
Nursing (DON), the Executive Director (ED), staff
#4, review of 2 resident records, the facility's

E 000

E4000
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E4180

E4000 Continued From page 1

records, the police report, and listening to the
recording provided by staff #1, revealed that staff
#2 claimed to have punched resident #1 so hard
and the resident fell to the floor. Staff #2 also
claimed to have punched and slapped resident #2
multiple times until the resident fell back on the
bed. Staff #2 claimed to have assaulted residents
#1 to staff #1 on 11/08/18 and both residents #1
and #2 on a recorded phone conversation on
11/11/18. The ED and DON confirmed these
findings.

.36 C1 .36 Abuse, Neglect, & Financial
Exploitation

C. Reports of Abuse, Neglect, or Financial
Exploitation.

(1) A licensee or employee of an assisted living
program who has witnessed, or otherwise has
reason to believe, that a resident has been
subjected to abuse, neglect, or financial
exploitation shall report the alleged abuse,

neglect, or exploitation within 24 hours to:

(a) The appropriate local department of social
services, Adult Protective Services Program; and
(b) One or more of the following:

(@) A local law enforcement agency;

(i) The Office of Health Care Quality of the
Department;

(iii) A representative of the Long-Term Care
Ombudsman Program in the Department of Aging
or local area agency on aging.

This REQUIREMENT is not met as evidenced
by:

Based on interviews with the Director of Nursing
(DON), the Executive Director (ED), staff #4,
review of 2 resident records, the facility's records,
the police report, and listening to the recording

E4000

E4180
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FORM APPROVED

provided by staff #1, Staff #1 failed to report the
abuse of 2 residents within 24 hours of having
knowledge of the alleged abuse.

Findings Include: Interviews with the Director of
Nursing (DON), the Executive Director (ED), staff
#4, review of 2 resident records, the facility's
records , the police report, and listening to the
recording provided by staff #1, revealed that staff
#2 claimed to have punched and slapped resident
#2 multiple times and left hand prints on the
resident's leg. Staff #1 revealed in an
investigation interview that staff #1 observed
hand prints on the resident #2's leg. Staff #2
claimed to have punched and slapped resident #1
and resident #2 on a recorded phone
conversation with staff #1 on 11/11/18. Staff #1
failed to report the evidence and knowledge of
abuse until 11/26/18. The ED and DON confirmed
these findings.
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E OOQi Initial Comments E 000
!
On 7/13/18, an unannounced investigation survey
| was made to the above named facility regarding a
self-reported incident for the purpose of
determining the facility's compliance with COMAR
I 10.07.14, Assisted Living Regulations . Survey
. activities included review of a resident record and
| facility documentation, interviews, and
| observation of the environment. Based on survey
'finding s, in relation to complaint MD00127484
: only, the following deficiencies were identified on
; the date of the investigation.
i The facility's census at the time of the survey was
51 residents.
i
E2280! .15 C1,2(a)-(c) .15 Assisted Living Manager E2280
|
i C. Duties . The assisted living manager shall:
i (1) Be on-site or available on call; and
(2) Have overall responsibility for:
i (@) The management of the assisted living
[progr  am, including recruiting, hiring, training, and
supervising all staff, and ensuring that either a
| criminal history records check or a criminal
background check is conducted consistent with
| the requirements of Health-General Article, Title
i19, Subtitle 19, Annotated Code of Maryland;
(b) The development and implementation of a
* staffing plan, which includes an orientation and
ongoing training program for all staff, with specific
I'training in the management, assessment, and
I programming for the resident with cognitive
impairment as required by Health-General Article,
|1 819-319.1 , Annotated Code of Maryland;
, (¢) The development and implementation of all
: policies, programs, and services as required by
; this chapter;
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I This REQUIREMENT is not met as evidenced
by:
Based on review of the resident record, facility

I'd ocumentation, and interview, the Executive

1 Director (ED) failed to perform required duties
involving policy.

| Findings included:
|
On 7/13/18, a review of facility documentation
, revealed the facility elopement policy was not
| followed. Policy stated that police were to be
" contacted within 15 minutes from the time a
. resident was noted missing. However, police
I were not contacted until 20 minutes after
| Resident #1 was noted missing according to the

resident record. This was confirmed in an
. interview with the ED on 7/13/18.
|

|
E33a0 | C3 .26 Service Plan

(3) The service plan is reviewed by staff at least
every 6 months, and updated, if needed, unless a
resident's condition or preferences significantly

; change , in which case the assisted living

| manager or designee shall review and update the

* service plan sooner to respond to these changes.

| This REQUIREMENT is not met as evidenced
I'by:
Based on record review and interview, facility
staff failed to review the service plan every six
months. This was true for 1 of 1 resident record
reviewed .

Findings included:

| On 7/13/18, review of the resident record for
Resident #1 revealed there were two service

E2280
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E3380 Continued From page 2

plans . One was dated for late November 2016
I with no signatures (for the delegating nurse or the
assisted living manager) or dates indicating that
the service plan was reviewed at six-month
intervals. This service plan was kept in the
resident's chart. The other service plan was
dated for mid-July 2016. It was signed as
reviewed by the delegating nurse only (and not
the assisted living manager) for the following
dates: early September 2017, mid-October 2017,
early March 2018, and mid-June 2018. The
mid-July 2016 service plan was kept in a book.
Neither of these service plans (the late November
2016 one nor the mid-July 2016 one) were
reviewed by the delegating nurse (DN) and the
assisted living manager (ALM) every six months.

This was confirmed in an interview with the
assisted living manager (ALM) on 7/13/18.

E3420 .27 D .27 Resident Record or Log

D. Resident Care Notes.
(1) Appropriate staff shall write care notes for
each resident:
(a) On admission and at least weekly;
(b) With any significant changes in the resident's
condition, including when incidents occur and any
,  follow-up action is taken;
(c) When the resident is transferred from the
facility to another skilled facility;
(d) On return from medical appointments and
when seen in home by any health care provider;
(e) On return from nonroutine leaves of absence;
and
(f) 1/Vhen the resident is discharged permanently
from the facility, including the location and
manner of discharge.
(2) Staff shall write care notes that are

E3380
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E3420 Continued From page 3

individualized , legible, chronological, and signed
by the writer.

'This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the facility
: failed to complete a care note that included the
: resident's permanent discharge from the facility .
This was true for 1 of 1 resident record reviewed.

Findings included:

On 7/13/18, review of the record for Resident #1
revealed no care note was present to address the
. resident's permanent discharge from the facility in
- 2018. This was confirmed in an
interview with the Executive Director (ED)
: 7/13/18.

E4710 .44 A .44 Security

, .44 Security.
A. The facility shall provide:
(1) Exterior lockable doors and windows; and
, (2) An effective automated device or system to
- alert staff to individuals entering or leaving the
building.

This REQUIREMENT is not met as evidenced
by:

Based on observation of the facility and interview,
the facility failed to maintain an effective
automated device or system to alert staff to
individuals leaving the perimeter fence of the
building's courtyard.

Findings include:

During a tour of the facility on 7/13/18,
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observation revealed that new sensors were
placed to a courtyard gate in response to a
previous breach in the monitoring system that
secured the outdoor courtyard of the memory
care unit. This caused the gate to not remain
secure. Resident #1 was able to exit via this gate
in early June 2018. This was confirmed in an

interview with the Executive Director (ED) on
7/13/18.
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E 00O: Initial Comments

On February 20, 2018 an Inspection of Care
survey was conducted by representatives of the
Office of Health Care Quality (OHCQ) to
determine whether the immediate health and
safety needs of the residents are being met and
i determining compliance with COMAR regulations
| 10.07.14, Assisted Living Program Regulations .

Survey activities included a review of selected
administrative , staff and residents' files, interview
:with staff and residents, observations, and a tour
| of the facility.

The facility census at the time of the survey was
forty nine (49) residents.

." Acronyms which may appear in this report are
defined as follows:
ALM - Assisted Living Manager;
AALM - Alternate Assisted Living Manager;
| DN - Delegating Nurse;
I HCPPA - Health Care Practitioner's Physical
Assessment;
ALM FA - Assisted Living Manager Functional
Assessment ;
1LOC - Level of Care Scoring Tool;
'RAT- ResidentAssessmentTool; and
MAR - Medication Administration Record.

E1880! .11 B .11 Investigation by Department
|
i B. Records and Reports.
(1) Inspection.
(a) A licensee shall maintain records and make
reports as required by the Department. The

records and reports shall be open to inspection
by the Department or its designee.

(b) Except for the records permitted to be stored
off-site, a licensee or licensee's designee shall

E 000
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, (2) Maintenance.

I the last 6 months;

I (iii) Staff; and

being cared for.

‘by.

Findings include:

I immediately, upon request, provide copies of

' records and reports, including medical records of
residents, to the Department or its designee. The

I Department or its designee shall, if requested,

i reimburse the licensee for the cost of copying the
records and reports.

I (a) The assisted living program shall maintain
I files on-site pertaining to:
(i) Current residents;
(ii) Residents who have been discharged within

(iv) Quality assurance activities.
(b) These files listed in 8B(2)(a) of this regulation
shall be maintained on-site where residents are

(c) All other records may be stored off-site , but
shall be available for inspection within 24 hours of
| the Department's request or request of the
| Department's designee.

| This REQUIREMENT is not met as evidenced

Based on observation, interview and record
review on 2/20/18, it was determined that the
facility failed to maintain a staff record on site as
required. This was true for one of the eight staff
records requested. Failure to maintain staff

; records may place residents at risk.

Observation of the facility records on 2/20/18
failed to reveal a staff record for the AALM . This
| staff record was asked for and could not be
. pr ovided. Interview with the ALM revealed that
this record is stored "at Corporate” .
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E26DO0i .19 86, 7 .19 Other Staff--Qualifications

(6) Receive initial and annual training in:

I (a) Fire and life safety, including the use of fire
extinguishers ;

I (b) Infection control, including standard
precautions , contact precautions, and hand

| hygiene;
(c) Basic food safety;

| (d) Emergency disaster plans; and
(e) Basic first aid by a certified first aid instructor;

I (7) Have training or experience in:
(a) The health and psychosocial needs of the
population being served as appropriate to their
job responsibilities;

I (b) The resident assessment process;

' (c) The use of service plans; and

I (d) Resident's rights; and

This REQUIREMENT is not met as evidenced
iby:
Based on interview and record review on 2/20/18,
I it was determined that the facility failedto provide
annual training/certification as required. Thiswas
i true for six of the six relevant staff records
"reviewed. Failure to provide training/certification

| may place residents at risk.

I Findings include:
Interview with facility staff and staff record review
| on 2/20/18 revealed:
.- 2 of the 6 relevant staff did not have current
I documented certification in Basic First Aid;
.- 5 of the 6 relevant staff did not have current |
documented training in Fire and Life Safety;
- 3 of the 3 relevant staff did not have current
I documented training in Infection Control;
- 5 of the 5 relevant staff did not have current

, documented training in Basic Food Safety; and
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| - 6 of the 6 relevant staff did not have current
: documented training in Emergency
Preparedness .
| These documents were asked for and could not
i be provided.

E2730, .1 6 .19 Other Staff--Qualifications

(4) Ongoing training in cognitive impairment and
mental iliness shall be provided annually
consisting of, at a minimum:
(a) 2 hours for employees whose job duties
, involve the provision of personal care services as
- des c ribed in Regulation .2BD of this chapter; and
" (b) 1 hour for employees whose job duties do not
involve the provision of personal care services as
1described in Regulation .2BD of this chapter.

This REQUIREMENT is not met as evidenced
“by:
| Based on interview and record review on 2/20/18,
it was determined that the facility failed to provide
, training as required. This was true for five of the
| e ight staff records reviewed. Failure to provide
. training annually may place residents atrisk.

] Findings include:
' Interview with facility staff and review of staff
records on 2/20/18 revealed no current
i documented training in Cognitive Impairment and
I' Mental lliness for five of the eight staff records .

E2780! .20 C .20 Delegating Nurse

 C. Duties . The delegating nurse shall:
(1) Be on-site to observe each resident atleast
every 45 days;
(2) Be available on call as required under this
chapter or have a qualified alternate delegating
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nurse available on call; and i
(3) Have the overall responsibility for: !
(a) Managing the clinical oversight of resident ‘
., care in the assisted living program;
. (b) Issuing nursing or clinical orders, based upon
the needs of residents;
. (c) Reviewing the assisted living manager's
I 'assessment of residents;
(d) Appropriate delegation of nursing tasks; and
(e) Notifying the OHCQ:
(i) If the delegating nurse's contract or
employment with the assisted living programis
terminated; and
(i) Of the reason why the contract or employment
was terminated.
i
, This REQUIREMENT is not met as evidenced
by:
Based on interview and record review on 2/20/18,
it was determined that the ON failed to manage
- the clinical oversight of resident care asrequired.
Failure to manage the clinical oversight may
place residents at risk.
Findings include:
Review of records on 2/20/18 revealed that
, Resident #1 was admitted to the facility in-
Co ' Further review revea led no ON Initial
Assessment. Interview with the ON and the ALM
revealed that this assessment was asked for and
could not be provided.
Continued review of records on 2/20/18 and
interview with the ON and the ALM reveaithat
Resident #4 was admitted to the facility in
i, 201 7. Further review revealed that
the ON Initial Assessment was completed in early
, 2018, not prior to admission.
OH CQ
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E2780 , Continued From page 5

Review of Resident #6's record and interview with
the DN and ALM on 2/20/18 revealed that this.
resident was sent out on an emergency basis
- h owever, upon return to the facility there
was no DN assessment as required. Cross TAG
E3330

E 2800/ .21 A .21 Preadmission Requirements

.21 Preadmission Requirements.

A. Before Move In.

(1) Before admission the assisted living manager
or designee shall determine whether:

. (a) The resident may be admitted under the
assisted living program's licensure category; and
(b) The resident's needs can be met by the
program.

(2) Within 30 days before admission, the assisted
living manager or designee shall determine
admission eligibilities described in 8A(1) of this
regulation based on completion of a resident
iassessment using the Resident Assessment Tool
as described in 8B of this regulation. The
i Department may modify the levelof care
determination made by the assistedliving
' program at any time. The Resident Assessment

, Tool:

(a) Determines the resident's required level of
care;
(b) Forms the basis for development of the
resident's service plan; and

(c) Determines whether the resident needs
awake overnight monitoring.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review on 2/20/18,
it was determined that the facility failed to

E2780
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E2800 ' Continued From page 6

complete a full assessment before admission as
required. This was true for the one relevant

. resident record reviewed. Failure to assess
residents before admission may place residents
at risk.

Findings include:
Review of Resident #1's record on 2/20/18
revealed that this resident was admitted to the
facility in- - » 2018 . Further review
revealed that a Health Care Practitioner Physical
Assessment was completed before admission,
however the Assisted Living Manager Functional
- Assessment and the Level of Care Scoring Tool
were not completed. These assessment forms
were asked for and could not be provided.

E3330! .26 B1,2 .26 Service Plan

B. Assessment of Condition .
(1) The resident's service plan shall be based on
, assessments of the resident's health, function,
and psychosocial status using the Resident
Assessment Tool.
, (2') A full assessment of the resident shall be
completed:
(a) Within 48 hours but not later than required by
. nursing practice and the patient's condition after:
(i) A significant change of condition; and
- (ii) Each nonroutine hospitalization; and
(b) At least annually .

; This REQUIREMENT is not met as evidenced
by:
Based on interview and record review on 2/20/18,
it was determined that the facility failed to assess
a resident after a hospitalization. This was true
for one of the two relevant resident records
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Administration

.29 Medication Management and Administration.

L. If a resident requires that staff administer

medications as defined in Regulation .028(3) of
this chapter, and the administration of
medications has been delegated to an unlicensed
staff person pursuant to COMAR 10.27.11, the
assisted living manager shall comply with
COMAR 10.27.11 by arranging for an on-site

review by the delegating registered nurse at least
every 45 days. The delegating nurse shall make

appropriate recommendations to the appropriate
.authorized prescriber, and the assisted living
manager or designee.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review on 2/20/18,
it was determined that the facility failed to ensure

- that the DN assess residents at least every 45
days. This is true for two of the five relevant
resident records reviewed. Failure to ensure that
the DN assess residents timely may place
residents at risk.
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E3330 Continued From page 7 E3330
reviewed. Failure to fully assess residents as
required may place residents at risk.
. . . |
Findings include: I
Review of Resident #6's record and interview with
the DN and ALM on 2/20/18 revealed that this. |
resident was sent out on an emergency basis
- - ho wever, upon return there was no |
assessment as required.
E3650i .29 L .29 Medication Management and | E3650
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: Findings include:

i was due on 12/2/17.

be provided.

1 Review of Resident #3's record and interview with
the DN and the ALM on 2/20/18revealed that the
| DN assessments had a gap, and an assessment

Review of Resident #6's record andinterviewwith

the DN and ALM on 2/20/18 revealed that the DN
| assessments had a gap between September,
2016 and June 2017.

These documents were asked for and could not
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,On January 19, 2018 an unannounced
I'investigation for a self-reported incident was
+ made to the above named facility for the purpose
| of determining the facility's compliance with
i COMAR 10.07.14. Survey activities included a
‘review of resident records and facility
documentation and an interview with the Assisted
| Living Manager.
, The facility's census at the time of the survey was
| 49 residents .
; Based on survey findings, in relation to intake
1#MD00118960 , the facility was found to be in
compliance with COMAR 10.07.14, the
regulations governing assisted living programs.
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E 000 Initial Comments

On 11/08/17, an unannounced complaint
investigation visit was made to the above named
facility for the purpose of determining the facility's
compliance with COMAR 10.07.14, Assisted
Living Regulations.

Survey activities included review of 1 resident
record, the Medication Administration Record
(MAR) , interviews with the Executive Director

. (ED), the Wellness Nurse , and the Activity
Director.

Based on survey findings, in relation only to
complaint #MD00118518, the following
deficiencies were identified on the date of the
investigation.

E36BOi .29 N .29 Medication Management and
Administration

.29 Medication Management and Administration .

N. Medications and treatments shall be
administered consistent with current signed
medical orders and using professional standards
of practice.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of resident#1's
record including the Medication Administration
Record (MAR), interviews with the Executive
Director (ED) , the Wellness Nurse , and the
Activity Director, the facility failed to ensure
medications were administered consistent with
signed orders and professional standards of
practice. Failure to administer medications per
the signed orders places residents at risk and

E 000
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jeopardizes safety.

' Findings include:
ADMINISTRATION
Review of Resident #1's record and Medication

, Administration Record (MAR) on 11/08/17
revealed physician orders to administer
medication #1 every evening (8pm). Review of
MAR revealed that the medicationwas

: administered daily at 8am and was not
administered on 07/06/17 and 07/07/17. The

: facility also failed to document on thereverse

. slde of the MAR the reasons for the omission or
blank spaces on the MAR. The Wellness Nurse
(staff #1) stated in an interview that resident#1

requested the medication be administered in the
AM and not PM. Staff failed to notify the
physician.

Further review of the resident's Medication
Administration Record (MAR) revealed that
medication #2 was not administered on 07/07/17
and 07/19/17 through 07/25/17 Medication #3
was also not administered on 05/16/17, 05/18/17,
and 05/19/17. The facility also failed to document
. on the reverse side of the MAR the reasons for
' the omission or blank spaces on the MAR.
Further interview with the Wellness Nurse (staff
#1) also revealed that both medications were not
available and thus not administered.

E37701 .31 A .31Incident Reports

.31 Incident Reports.

A. Staff of the assisted living program shall
complete an incident report within 24 hours of
having knowledge that an incident, as defined in

Regulation .028(35) of this chapter, occurred.
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This REQUIREMENT is not met as evidenced
by:

Based on review of resident's record and
interviews with the Executive Director (ED}, the
Wellness Nurse, and the Activity Director, the
facility failed to complete and ensure that an
incident report was available on site for review .

Findings include:

On 11/08/1/, observation of pictures (from
Family) and an interview with the Activity Director
revealed that resident #1 was taken outside by
the Care Manager on a sunny day. While outside,
re sident #1 urinated and defecated and was

found by family. Resident #1 was unattended,
unsupervised, and there was no documented
evidence of when and how long the resident was
left outside in the sun. The facility failed to
document or complete an incidentreport.

E3960! .35 A1,2 .35 Resident's Rights

.35 Resident's Rights.
A. A resident of an assisted living program has
the right to:
(1) Be treated with consideration , respect, andfull
recognition of the resident's human dignity and
individuality;
(2) Receive treatment, care, and services thatare
adequate, appropriate , and in compliance with
relevant State , local, and federal laws and

- regulations;

This REQUIREMENT is not met as evidenced

by

Based on observation of pictures, interviews with
the Executive Director (ED} , the Wellness Nurse,
the Activity Director, and review of resident's
record, the facility failed to ensure that resident

E3770
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Findings Include:

#1 received the required services and care.

On 11/08/17, observation of pictures taken by
family at the facility, interviews with the Executive
Director (ED), the Wellness Nurse, and the
Activity Director, revealed the facility failed to
provide services and care to resident #1 by
leaving the resident unattended in the sun, when
resident#1 was found sitting in urine and feces.
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E 000 Initial Comments

On October 11, 2017 an unannounced self
reported incident survey was conducted atthe

| above named facili ty. Survey activities included
observation of the facility, staff interviews, and
review of resident files.

Based on survey findings, in relation to intake
number MD00118061 the facility was found to be
deficient in the following regulations that govern

I assisted living facilities, COMAR 10.07.14.

The facility's census at the time of the survey was
48 Residents .

E27801 .20 C .20 Delegating Nurse

. C. Duties . The delegating nurse shall:

: (1) Be on-site to observe each resident at least
every 45 days;
(2) Be available on call as required under this
chapter or have a qualified alternate delegating
nurse available on call; and
(3) Have the overall responsibility for:

: (&) Managing the clinical oversight of resident
care in the assisted living program;
(b) Issuing nursing or clinical orders, based upon

ithe needs of residents;

' (c) Reviewing the assisted living manager's
assessment of residents;
(d) Appropriate delegation of nursing tasks; and
(e) Notifying the OHCQ
(i) If the delegating nurse's contract or
employment with the assisted living program is
terminated; and
(i) Of the reason why the contract or employment
was terminated.

E 000
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' This REQUIREMENT is not met as evidenced

by:

| Based on review of one resident's file and an
interview with the facility's Memory Care Director

ron October 11, 2017 it was determined that the

i facility's Delegating Nurse failed to assess a

' resident prior to the delegation of tasks to

I'unlicensed personnel. This was true for 1 of 1

jresident files reviewed.

The Findings Include:

|

' Review of one resident's file on October 11, 2017
revealed that Resident #1 was admitted to the
facility in- 2017 and that the Delegating

' Nurse had not completed either a Resident

: Assessment Tool or a Comprehensive Nursing

I Assessment on the resident until mid July 2017.

An interview with the memory care director on
October 11, 2017 revealed that the delegating
nurse working at the facility at the time of the

. incident was no longer an employee and the

| facility was unable to provide a Resident

- Assessment Tool or Comprehensive Assessment
for Resident #1 before mid July 2017.
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E 000 Initial Comments

On September 1. 2017] an unannounced

E 000

complaint investigation was made to the above
named facility for the purpose of determining the
facility's compliance with COMAR 10.07.14.
Survey activities included a review of resident

records, facility documentation and an interview
with the Alzheimer's Director.

—The 1aciiity’s census at the ume of the surveywas
48 residents.

Based on survey findings, in relation only to

Complaint# MD00116533, the facility was found
to be in compliance with COMAR 10.07.14, the
regulations governing assisted living programs.
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E OOPj Initial Comments
|
On 08/09/2017, an unannounced visit was made
. to the above named facility to conduct a
I complaint investigation. Survey activities included
'obse rvation, interviews with the Resident
Services Director/Delegating Nurse /Case
| Manager (ON/CM) and review of administrative
. and resident records.

| Based on survey findings, in relation only to the

| complaint# MD00115971 the following deficient
practice(s) were identified as a result of the
investigation.

E3360 .26 C1 .26 Service Plan

C. The assisted living manager, or designee,
shall ensure that:
1) A written service plan or other documentation
i sufficiently recorded in the resident's record is
developed by staff, which at a minimum
addresses:

| (a) The services to be provided to the resident,
"which are based on the assessment of the
. resident;

II (b) When and how often the services are to be
pr ovided; and
. (c) How and by whom the services are to be
I pr ovided;

This REQUIREMENT is not met as evidenced
by:

Based on resident record reviews and interview
with the Delegating Nurse/Case Manager
(DN/CM), the facility failed to ensure that service
plans were tailored to the specific needs of the
individual resident. Failure to individualize service
plans places residents at risk of not having
needed services met.
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I Findings include:
|

[
E3360 'Continued From page 1

Review of resident records and an interview with

! the DN/CM, revealed no documented evidence of
individualization of Resident #1's service plan
specific to diagnoses, capabilities, and level of

| dependence/independence.

|
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E 0oo Initial Comments

On April 18, 2017, an unannounced complaint

investigation visit was made to the above named

facility for the purpose of determining the facility's

compliance with COMAR 10.07.14, Assisted

Living Regulations. Survey activities included

resident record reviews, incident reports reviews,
; review of facility records including menu plans,
activity rosters, and emergency call logs,
interview of staff, and observation of the
environment. Based on survey findings, in
relation only to complaint# MD00112519, the
following deficiencies were identified on the date
of the investigation.

The facility's census at the time of the survey was
46 residents.

E2820! .21 81 ,2,3 .21 Preadmission Requirements

8. Resident Assessment Tool.

(1) Within 30 days before admission, the assisted
living program shall collect, on the Resident
Assessment Tool written information about a
potential resident's physical condition and
medical status.

. (2) Information on the Resident Assessment Tool
shall be based on an examination conducted by a
primary physician, certified nurse practitioner,
certified registered nurse midwife, registered
nurse, or physician assistant who shall certify that
the information on the Assessment reflects the
resident's current health status.

(3) If the potential resident is admitted on an
emergency basis by a local department of social
services, the required assessment using the
Resident Assessment Tool shall be completed as

: soon as possible but no later than 14 days of the
emergency admission.
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E2820 | Continued From page 1

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview with 1 of 2
« staff, it was determined that the Delegating Nurse
(ON) failed to ensure that the Resident
: Assessment Tool (RAT) reflects the assessment
' findings of the resident's current health Status.
This was true for 1 resident's record reviewed.
I Failure to ensure that the RAT reflects the
resident's current health status places the
resident at risk for harm.

Findings include:

Review of Resident #1's record on April 18, 2017
, revealed a RAT completed by the ON on
February 18, 2017 which did not included two
alagnosis ana treatment that Keslaent #1's
physician had diagnosed and ordered.
Continuous review revealed that Resident #1 was
being treated for the two conditions as December
2016 as documented on Resident #1's signed
physician's order form.

This was confirmed in an interview with the
Delegating Nurse on April 19, 2017.

E3330 .§ 1 1,2.26 Service Plan

B. Assessment of Condition.
(1) The resident's service plan shall be based on
assessments of the resident's health, function,
and psychosocial status using the Resident
. Assessment Tool.
(2) A full assessment of the resident shall be
__completed:
' (a) Within 48 hours but not later than required by
nursing practice and the patient's condition after:
(i) A significant change of condition; and
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E3330 Continued From page 2

(ii) Each nonroutine hospitalization; and
(b) At least annually.

This REQUIREMENT is not met as evidenced
by:

! Based on record review and interview with 2 of 2
staff, it was determined that the facility failed to

I ensure that the Delegating Nurse (ON) completed
a full assessment of the resident after a

\ significant changes in health status. This was

, true for 1 resident's record reviewed. Failure to

| complete a full assessment of the resident after a
changes in health status places the resident at

| risk for harm.

I Findings include:

Review of Resident #1's record on April 18, 2017

' revealed that the ON completed a full

I assessment of Resident #1 on February 18,
2017. No other documentation or assessment

I'was noted in Resident #1's record of a full

, a ssessment, despite the results of an x-ray which

| indicated an acute change in Resident #1's heart
he alth. Further review revealed an order from

| Resident #1's physician after receiving the test
results to change Resident #1's medication

| treatment.

| This was confirmed in an interview with the
Assisted Living Manager on April 18, 2017, and
I the ON on April 19, 2017.

E3380i .26 C3 .26 Service Plan

I (3) The service plan is reviewed by staff at least
every 6 months, and updated, if needed, unless a

| resident's condition or preferences significantly
change , in which case the assisted living
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| manager or designee shall review and update the
| service plan sooner to respond to these changes.

| This REQUIREMENT is not met as evidenced
.by:
\ Based on record review and interview with 1 of 2
staff, the facility failed to review and update the
tservice plan when a significant change in the
| r e sident's status occurred. This was true for 1
- resident's record reviewed. Failure to review and
I update the service plan may result in harm.

I'Findings include:

I Review of Resident #1's record on April 18, 2017,
revealed a service plan dated February 18, 2017,
which was not reviewed or updated; despite an

| acute change to Resident #1's chronic condition

, confirmed by blood test on February 2, 2017 and

I an acute change confirmed by x-ray on April 4,
2017.

This was confirmed in an interview with the
I Assisted Living Manager on April 18, 2017.
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E oool Initial Comments

| On September 22, 2016, an unannounced

I complaint investigation visit was made to the
above named facility for the purpose of
determining the facility's compliance with COMAR
10.07.14, Assisted Living Regulations. Survey
activities included resident record reviews,
incident reports reviews, review of facility records,
interview of staff and residents, tour of the facility
and observation of the environment. Based on
survey findings, in relation only to complaint #'s
MD00105083, MD00105087 and MD00102364,
the following deficiencies were identified on the
date of the investigation.

The facility's census at the time of the survey was
44 residents.

E2780 .20 C .20 Delegating Nurse

I C. Duties. The delegating nurse shall:
(1) Be on-site to observe each resident atleast
every 45 days;
I (2) Be available on call as required under this
I chapter or have a qualified alternate delegating
" nurse available on call; and
(3) Have the overall responsibility for:
(a) Managing the clinical oversight of resident
care in the assisted living program;
(b) Issuing nursing or clinical orders, based upon
; the needs of residents;
. (c) Reviewing the assisted living manager's
assessment of residents;
(d) Appropriate delegation of nursing tasks; and
(e) Notifying the OHCQ
(i) If the delegating nurse's contract or
employment with the assisted living program is
terminated; and
(ii) Of the reason why the contract or employment
, was terminated.

E 000
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This REQUIREMENT is not met as evidenced

by

Based on review of the Resident's record,
facility's records , a death certificate and interview
with 2 of 5 Staff, the facility failed to ensure that
the delegating nursing (DN) managed the clinical
oversight of the resident's care during a change
in health status. Failure to manage the clinical
oversight may result in harm or injury to the
resident.

Findings include:

Review of Resident #1's record on September 22,
2016, revealed that on May 2, 2016, Resident #1
. presented with an acute onset of cough and
congestion. Continu ous review revealed that
Resident #1's physician and the DN were made
aware. Continuous review revealed that no
, hursing assessment by the DN was completed
within 48 hours or 7 days after being made aware
of the change in Resident #1's health status.
Continuous review revealed that no
documentation that the DN ensured that the new
orders by Resident #1's physician, In relation to
the acute onset of cough and congestion, were
followed. Further review of Resident #1's record
revealed that five (5) medication errors were
identified according to the medication
administration record (MAR), which records the
new orders prescribed by Resident #1's physician
to treat the acute onset of cough and congestion.
Further review of facility's monthly documentation
. of at risk residents revealed that Resident #1 was
recorded for falls in the month of May, 2016, but
did not include any documentation of the acute
onset, diagnosis, treatment or services.
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E2780 Continued From page 2

Interview with the ON and Assisted Living

' Manager (ALM) on September 22, 2016, revealed
that the ON does not follow the regulation of 45
days assessments , being that he/she is a staff
onsite nurse and the staff that administer
medications are licensed practical nurses (LPN).
The ON further stated that he/she was unaware
of the medication errors. The ON further stated
that the he/she was aware of the acute onset of
the cough and congestion, new orders for x-rays
and medication, but did not evaluation the LPN's
implementation of the new orders.

Review of Resident #1's death certificate on
October 14, 2016, revealed that Bronchitis was
listed as condition leading to immediate cause of

: death (due to or as consequence of). Resident
#1 was pronounced dead ,

- after the acute onset of cough and
congestion.

Reference tags:
Nurse Practice Act 10.27.09 03 (I) 2 (c)
Delegating to licensed nurse,
I The RN assigning a nursing act to another
licensed nurse, shall:
Verify that the nursing act is within the
licensed nurse's legal scope of practice; nurse
has knowledge, skills and clinical competency to
perform the assigned act; act is consistent with
the facility's policies and procedures; RNregularly
evaluate the licensed nurse who is performing the
assigned nursing act; rectify a situation in which
the licensed nurse assigned to perform the
nursing act has performed the nursing act
incorrectly and prohibit the continued
performance of the assigned nursing act by a
licensed nurse who is performing the assigned
nursing act or acts incompetently.
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COMAR 10.07.14.26 B 2 a full assessment of the
resident shall be completed within 48 hours after
a significant change of conditions, ensure that full
assessment of the resident is conducted within 7
calendar days.

. Repeat deficiency tag see survey dated January

15, 2016

E3380i .26 C3 .26 Service Plan

(3) The service plan is reviewed by staff at least
every 6 months, and updated, if needed, unless a
resident 's condition or preferences significantly
change, in which case the assisted living
manager or designee shall review and update the
service plan sooner to respond to these changes.

This REQUIREMENT is not met as evidenced
by:

Based on review of the resident's record, and
interview with 1 of 5 staff, the facility failed to
review and update the service plan every 6
months . This was true for 1 of 1 resident's record
reviewed. Failure to review and update the
service plan may result in medical and nursing
needs not being met.

Findings include:

Review of Resident #1's record on September 22,
2016, revealed a service plan dated November
30, 2015, which was not reviewed or updated,
despite a significant change of Resident #1's
condition. Further review of Resident #1's record
revealed a acute onset of cough and congestion
resulting in two physician visits for evaluation, two
X-rays to diagnose presenting condition, and
three adjustments to medicationtherapy.
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E3380 Continued From page 4 E3380
Interview with the Delegating Nurse (ON) on
September 22, 2016, revealed that the service
plan date November 30, 2015, was the last
service plan created and updated for Resident
#1.
E36ao0 .8 M .29 Medication Management and , E3680

Administration

M. Medications and treatments shall be
administered consistent with current signed
medical orders and using professional standards
of practice.

This REQUIREMENT is not met as evidenced
by:

Based on review of the resident's record and
interview with 2 of 5 staff, the facility failed to
ensure that all medications were issued

according to signed medication orders. This was
true for 1 of 1 resident's record reviewed. Failure

to administer medication in accordance with
signed medical orders may result in harm to
resident.

Findings include:

Review of Resident #1's record on September 22,
2016, revealed a medication administration
record (MAR) charting for May 1, to May 31,
2016. Continuous review revealed signed orders
dated 5/4/2016, 5/5/2016 and 5/19/2016.
Continuous review revealed Robitussin
prescribed on 5/4/2016, to be given by mouth 5
ml every 6 hours for cough, was transcribed onto
the MAR as an as needed (PRN) medication
order. Resident #1 was not given 71 doses of
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E3680 , Continued From page 5
|

| this medication, despite a signed physician's
order to treat the acute onset of cough and
congestion.

Tesslon pearls was prescribed for Resident #1
with a caution to report to the physician if
Resident #1's temperature is greater than 100.5.

| Further review of Resident #1's record did not

| reveal any documentation that Resident #1's

| temperature was being monitor or recorded
during the course of this treatment as ordered.

: Continuous review of Resident #1's MAR

| revealed omissions of Lasix and KCL without

" documentation of reason for not giving the
medication; despite an order dated 5/5/16 to give.

I Interview with the Delegating Nurse (ON) on
| September 22, 2016, revealed that the ON was
unaware of the medication errors.

Repeat deficiency tag see survey dated January
15, 2016

E3960! .3 5 Al,2 .35 Resident's Rights

|

I, 35 Resident's Rights .
A. A resident of an assisted living program has
the right to:
(1) Be treated with consideration, respect, and full
recognition of the resident's human dignity and
individuality;
(2) Receive treatment, care, and services thatare
adequate, appropriate, and in compliance with

relevant State, local, and federal laws and

I regulation s;

This REQUIREMENT is not met as evidenced
. by

[OHCQ
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Based on resident's record review and interview
with 2 of 5 staff, the facility failed to ensure that
the resident received care and services from
unlicensed staff that meets the needs of the

| re sident; base on the health status and standards
of practice. This was true for 1 of 2 resident's
record reviewed. Failure to provide the care and

| service that meets a resident's needs may result
in injury or harm to the resident.

i

'Findings include:

Review of Resident #2's record on September 22,
2016, revealed an incident report, and nurse's
investigation note that records that Resident #2
| suffered injury due to Staff #1's actions while
caring for Resident #2. Further review revealed a
hospital discharge summary of Resident #2 being
| treated for a closed head injury. Further review of
Resident #2's record revealed a service plan that
| recorded Resident #2 requires 2 or 3 person
i assist with care. Continuous review revealed
Staff #1 entered Resident #2's room and noticed
[ Resident #2 lying close to the wall and pull the
bed away from the wall. Resident #2 fell out of
the bed onto the floor as a result of Staff #1
I pulling the bed away from the wall; causing injury
to Resident #2.
i
I Interview with the Delegating Nurse on
September 22, 2016, revealed that Staff #1
confessed to pulling the bed containing Resident
#2 away from the wall causing injury to Resident
#2. Staff #1 was terminated as a result of
i violating facility's policy and procedure.
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On 6/17/2016, a review of the Department
records revealed that the allegations, in relation
| only to intake
# 00101443, were previously investigated by the
Department on 5/20/2015 on a complaint survey.
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E 000 Initial Comments

| On 5/20/2015, an unannounced visit was made to
the above named facility to conduct a complaint

investigation and to follow up on two self-reported

| incidents. Survey activities included a review of
two residents' records and the facility
documentation. On 5/24/2016, a second
announced visit was made to the facility to review
a closed resident's record and to interview the

I facility staff members.

Based on survey findings, in relation only to
intake# MD 00100884, # MD 00101351 and#
MD 00100623, the following deficiencies were
identified on the dates of the investigation.

The facility's census at the time of the survey was
forty-eight (48) residents.
i
E3330i .26 B1,2 .26 ServicePlan

| B. Assessment of Condition.
1) The resident's service plan shall be based on
iassessments of the resident's health, function,
i and psychosocial status using the Resident
I Assessment Tool.
(2) A full assessment of the resident shall be
completed:
(a} Within 48 hours but not later than required by
nursing practice and the patient's condition after:
I (i) A significant change of condition; and
(ii) Each nonroutine hospitalization; and
(b} At least annually.
|
This REQUIREMENT is not met as evidenced
by:
Based on an interview of the facility staff
‘members and a review of a resident's record, the
facility failed to ensure that a full assessment of
the resident was completed after acknowledging

E 000
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E3330- Continued From page 1

I that the resident had a significant change of
' condition.
i

Findings include:

Resident #1 is a wih
diagnosis of Dementia. On 4/10/2016, was

discovered with a wrist and knee abrasion d
I skin discoloration. The resident stated that
fell but was unable to provide the details. On
1 4/10/16, the resident was taken to a health center
, ﬁexamination and evaluation. On_ , the
was taken to a hospital for evaluation of
possible Cervical spine fracture and potential
surgery.
|
:0On 5/20/16, a review of Resident #1's record
failed to reveal documentation indicating that a
| full assessment of the resident was conducted
after the resident's 4/10/16 fall.
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E 000! Initial Comments E 000

On April 1, 2016, an on-site unannounced

I complaint investigation survey was conducted.
Complaint investigation, MD 00099230 was
initiated in response to the allegations.

I Investigation activities included tour of the facility
and observation, interview with the Alzheimer's
unit Director and review of one resident closed

i 'records.

The licensee was found to be compliant with
I COMAR title 10.07.14 regulations.
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E 000I Initial Comments

On January 15, 2016, an unannounced complaint
investigation visit was made to the above named
facility for the purpose of determining the facility's
compliance with COMAR 10.07.14 , Assisted

. Living Regulations.

The allegation was elopement of a resident.

Survey activities included resident's record
review, incident reports reviews, review offacility
records including verbal physician order forms,
interview of staff, and observation of the
environment. Based on survey findings , in relation
only to complaint# MD00097325, the following

+deficiencies were identified on the date ofthe
investigation.

I The facility's census at the time of the survey was
forty-one {41} residents.

E2780i .20 C .20 Delegating Nurse

C. Duties. The delegating nurse shall:
(1) Be on-site to observe each resident atleast
every 45 days;
(2) Be available on call as required under this
chapter or have a qualified alternate delegating
nurse available on call; and
. (3) Have the overall responsibility for:
(a) Managing the clinical oversight of resident
care in the assisted living program;
(b) Issuing nursing or clinical orders, based upon
' the needs of residents;
(c) Reviewing the assisted living manager's
assessment of residents;
(d) Appropriate delegation of nursing tasks; and
(e) Notifying the OHCQ:
(i) If the delegating nurse's contract or
employment with the assisted living program is

E 000
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terminated; and
(i) Of the reason why the contract or employment
was terminated.

This REQUIREMENT is not met as evidenced
by:

Based on review of Resident's record and
interview with staff, it was determined that the
Delegating Nurse (DN) failed to: 1. appropriately
delegate the administration of medication and
treatment. 2. issue orders to hold the
administration of medication until a signed order
is obtained from a physician or person authorized

by law to prescribe medication and/or treatment.
This was true for 1 of 1 resident's record

: revie wed. Delegating the task of medication

administration and treatment without a signed
physician's order may result in harm and injury to
the resident.

Findings include:

Review of Resident #1 record on January 15,
2016, revealed six (6) verbal physician's orders
form written by the register nurse (RN) and
licensed practical nurse (LPN) of this facility's
staff, that were faxed to a physician to obtain a
signature to validate new orders, changes to
current orders, and/or discontinue an order based
on the needs of the resident. The form

- processed documentation that the form was

faxed to the physician, but no physician signature
was obtained to administrator the requests. A
form dated 12/11/2015 to decrease night time
lantus 100u/ml subq everyday to 20 units for type
2 diabetes mellitus to repeated and confirmed
was faxed to the physician on 12/11/1015. No
returned fax with the physician's signature was

E2780
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documented in Resident #1's record. Further
review revealed a medication administration
record (MAR) for charting period of December
2015, documenting that Lanius 100u/ml was
given seven (7) times at 20 units without a signed
physician's order.

Continuous review of Resident #1's record
revealed a verbal physician's order form that was
faxed to the physician dated 12/12/2015 to
validate orders, discontinue Risperidone 0.25mg
twice daily (bid), start Risperidone 0.25mg by
mouth (po) daily (q) in the morning (am) for

, agitation/psychosis , Risperidone 0.5mg po ghour
of sleep (hs) for agitation/psychosis, and "transfer
resident (rsdt) from AL to BTR due to elopement".
No returned fax with the physician's signature
was documented in Resident #1'srecord.

* Further review of the MAR for charting period of
December 2015, revealed that the previous
stated order were performed for 28 dayswithout
a signed physician's order.

Continuous review of Resident #1's record
revealed a verbal physician's order form that was
| faxed to the physician dated 12/15/15 to validate
"orders, start levaquin 500 mg give one tablet po g
day possible urinary tract infection (UTI) for 7
days STAT, Tylenol 325 mg 2 tabs po g 6 hours
as needed (PRN) for fever, labs CBC/CMP in the
m orning. These orders were performed without
obtaining the signature of a physician or the
signature of a person authorized by law to
prescribe medication and treatment for 31 days.

Continuous review of Resident #1's record
revealed a verbal physician's order form thatwas
faxed to the physician dated 1/1/2016 to use
Novolog flex pen 100 units/ml use as directed
STAT. Further review of Resident #1's record
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revealed that no returned fax with a physician's
signature was obtained for 14 days as of the date
of this survey.

Continuous review of Resident #1's record
revealed a verbal physician's order form that was
faxed on 1/9/2016 to the physician to clarify an
order to discontinue Exelon patch 4.5mg and start
Exelon patch 4.6mg apply topically daily for
dementia. Further review of Resident #1's record
revealed no signature was obtained for 6 days, as
of the date of this survey, and the Exelon patch
4.5mg was discontinued on 1/9/2016, as

: documented on the MAR charting for January

2016 without a signed order.

Review of these documents on January 15, 2016
revealed that the ON delegated the task to
administrator medication and treatment without
the authorization of a physician or person
authorized by law to prescribe medication or
treatment. Further review of Resident #1's record

: revealed at Resident Assessment Tool (RAT)

- which documented that a three way check (which

insist of ensuring that a signed order, MAR, and
the medication container has the same name of
the resident, name of medication, dose, route,
frequency) prior to administrating the medication
has been done. The standard of practice and the
requirement as provided in the Maryland

: Medication Technician Training Program

(MMTTP) is that each time a medication is
administered; staff must conduct a “three way
check". The ON signed the RAT stating that this
three way check had been complete for all of
Resident #1's medications and treatment despite
not having signed physician orders for
medications delegated and given to Resident #1.
Interview with the Assisted Living Manager (ALM)
and ON on January 15, 2016 revealed that the
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facility.

I November 20, 2015

each resident:

i and

1 by the writer.

; by:

I record reviewed.

Findings include:

E2780 Continued From page 4 E2780

DN requested time to search for the signed order
| because they may be placed some where else
| and not placed in the file. The DN later returned
and confirmed that no signed orders were in the

Continued Non-compliance survey conducted

E3420 .27 D .27 Resident Record or Log E3420

| D. Resident Care Notes.
(1) Appropriate staff shall write care notes for

| (a) On admission and at least weekly;
(b) With any significant changes in the resident's
I condition, including when incidents occur and any
| follow-up action is taken;
(c) When the resident is transferred from the
i facility to another skilled facility;
| (d) On return from medical appointments and
'when seen in home by any health care provider;
, (e) On return from nonroutine leaves of absence;

' (f) When the resident is discharged permanently

. from the facility, including the location and

i manner of discharge.

I (2) Staff shall write care notes that are
individualized, legible, chronological, and signed

This REQUIREMENT is not met as evidenced

: Based on review of resident's record, the facility
' failed to ensure that weekly care notes were
documented . This was true for 1 of 1 resident's
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Review of Resident #1's record on January 15,

| 2016, revealed the last weekly care note was
documented on 12/20/2015. On the date of this

| survey, Resident #1 had returned to the facility on
the evening of , from an

| emergency visit via ambulance. Resident #1 was
sent to the hospital on , from

| this facility.

| Continued Non-compliance survey conducted
‘November 20, 2015
i

E3470'. 28 C .28 Services E3470

C. Nursing Services. The assisted living
i manager, in consultation with the delegating
nur se, shall ensure that all nursing services are
provided consistent with the Nurse Practice Act ,
Health Occupations Article, Title 10, Annotated
Code of Maryland.
‘This REQUIREMENT is not met as evidenced
by:
i Based on review of resident's record and
| interview with staff, the facility failed to consult
; with the delegating Nurse (ON) to ensure that all
1 medication order were signed by a physician, or
, individual who is authorized by law to prescribe
| medication or treatment, prior to delegating the
task of administrating new or change medication
. orders and treatment to the resident. The
Maryland Board of Nursing scope of practice
| declare that licensed or unlicensed staff may not

- ad inistter treatment or medicatioB l.(J:PLESS the
| medication or treatment is préscribed by an

"individual who is authorized by law to prescribe
, medication or treatment. This was true for 1 of 1
resident record reviewed . Failure to have a

OHC Q
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E3470 Continued From page 6

system in place to ensure medication and/or
treatment is administrated when prescribed may
result in harm or injury to the resident.

Findings include:

Review of Resident #1's record on January 15,
2016 revealed seven (7) verbal physician's orders
forms that requested the validation to change

| current orders, start new order, discontinue
current orders, or institute new treatment for

\ Resident #1. Further view revealed that none of

- the 7 orders that were faxed to the physician was

I returned to the facility with the physician's

signature to validate the physician's orders for

| Resident #1.

Interview with the Assisted Living Manager and
ON on January 15, 2016 revealed that the ALM
and ON were not aware that a physician's
signature was not obtained for any of the 7
orders. The ON and ALM asked if they could look
in other places in the facility to see if the order

I were signed and returned to the facility, but not
filed in Resident #1's record. The ON andALM

I later stated that no signed orders were in the
facility.

i

E3 6B0I .29 M .29 Medication Management and
I Administration

i M. Medications and treatments shall be

" administered consistent with current signed
medical orders and using professional standards

"of practice.

!
This REQUIREMENT is not met as evidenced
, by:

E3470
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| Based on review of resident record and interview
of staff, the facility failed to ensure that all
medications were issued according tosigned

' medication orders. This was true for 1 of 1

: resident record reviewed and interview of 2 of 2

staff. Failure to administrate medication in

I accordance with medical orders may result in

* harm toresident.

| Findingsinclude:

Review of Resident #1's record on January 15,
2016, revealed a medication administration
record (MAR) for the charting period of December
2015, and January 2016. Further review of the
MAR revealed multiple omission of medication
without a documented reason for each omission,
despite a signed order to give the prescribed

imedication at an ordered dose, route, and

i frequency with a date to start.

I Continuous review revealed an order for
treatment to obtain blood glucose monitoring via
finger stick three (3) times daily. This order was

I signed by a physician on 12/2/15 for Resident #1.
Further review of the MAR for Resident #1, dated
for charting period December 2015, revealed that
finger sticks were taken and recorded four (4)
times daily; despite the signed order to conduct
finger sticks 3 times daily.

Continuous review of Resident #1 record

revealed a signed physician's order dated

12/2/15, prescribing Novolog penfill 100 units/ml

' subcutaneous solution to be given according to a
sliding scale, which was listed on the order, via
subcutaneous injection once daily (QD) for

| Diabetes Mellitus (DM2). Further review of
Resident #1's record revealed a MAR charting

| period December 2015, which documented that
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Novolog was giving to Resident #1 four times
daily according to the ordered sliding scale,
despite the signed physician's order to give one
(1) time daily. Review of the MAR for Resident
'#1, charting period January 2016, Novolog was
giving to Resident #1 three (3) times daily,
despite a signed order to give one (1) time daily.
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|
E 0001 Initial Comments

| On November 20, 2015, an unannounced

I complaint investigation visit was made to the
above named facility for the purpose of
determining the facility's compliance with COMAR
10.07.14, Assisted Living Regulations.

: The allegation was an unexpected death of a
I resident.

I Survey activities included resident's record

' revie w, incident report review, review of facility
records including police report; interview with staff
and observation of the environment. Based on
survey findings, in relation only to complaint
#MDO00096029 , the following deficiencies were
identified on the date of the investigation.

|

|

I Complaint #MD00096034 was conducted by
another nurse surveyor prior to this investigation

| visit. The facility presented a Statement of

| Deficiency issued by another nurse surveyor.

| The facility's census at the time of the survey was
' forty-six {46} residents.

E2780] 2 0 C .20 Delegating Nurse
I

C. Duties. The delegating nurse shall:

(1) Be on-site to observe each resident atleast
every 45 days;

(2) Be available on call as required under this
chapter or have a qualified alternate delegating
nurse available on call; and

(3) Have the overall responsibility for:

(a) Managing the clinical oversight of resident

care in the assisted living program;
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E2780 Continued From page 1 E2780

(b) Issuing nursing or clinical orders, based upon
the needs of residents;

(c) Reviewing the assisted living manager's
assessment ofresidents;

(d) Appropriate delegation of nursing tasks; and
(e) Notifying the OHCQ:

(i) If the delegating nurse's contract or
employment with the assisted living program is
terminated; and

(i) Of the reason why the contract or employment
was terminated.

This REQUIREMENT is not met as evidenced
by:

Based on review of 1 of 1 resident's record and
interview with staff, the facility failed to ensure
that the delegating nursing (DN) had blood work
that was ordered by a physician drawn. The
failure to manage the clinical oversight was true
for 1 of 1 resident's record reviewed. Failure to
complete an order request by a physician may
result in harm or injury to resident.

Findings include:
Review of Resident #1's record on November 20,
2015 revealed a physician's order dated 10/1/15

to have blood lab drawn.

Interview with the DN on November 20, 2015
] revealed that the blood draw was not completed.

E34201 .27 D .27 Resident Record or Log E3420

D. Resident Care Notes.
(1) Appropriate staff shall write care notes for
each resident:
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E3420 , Continued From page 2

(a) On admission and at least weekly;
I (b) With any significant changes in the resident's
condition, including when incidents occur and any
I follow-up action is taken;
i(c) When the resident is transferred from the
I facility to another skilled facility;
i (d) On return from medical appointments and
- when seen in home by any health care provider;
. (e) On return from nonroutine leaves of absence;
‘and
I (f) When the resident is discharged permanently
' from the facility, including the location and
I'manner of discharge.
(2) Staff shall write care notes that are
individualized , legible, chronological, and signed
by the writer.
|
This REQUIREMENT is not met as evidenced
by:
i Based on review of resident's record, the facility
' failed to ensure that weekly care notes were
d ocumented. This was true for 1 of 1 resident's
record reviewed.
|
Findings include:
|
, Review of Resident #1's record on November 20,
1 2015 revealed the last weekly care note was
; documented on 9/12/15.
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E 0001 Initial Comments

On November 6, 2015, an unannounced
complaint investigation visit was made to the
above named facility for the purpose of

deter mining the facility's compliance with COMAR
10.07.14.

The allegation was injury to a resident of
i unknown origin.

Survey activities included resident record review,
' review of facility incident report and interview with
staff.

Based on survey findings, in relation only to

complaint# MD00095882, the facility was found
to be in compliance with the regulations
governing assisted living facilities, COMAR
10.07.14.

The facility's census at the time of the survey was
forty-eight (48) residents.
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000 Initial Comments

On October 6, 2015, an on-site complaint
| investigation was conducted in response to self
‘report allegations that a staff verbally abused a
resident. Complaint investigation, MD 00094954
'+ was initiated in response to the allegations.
I Investigation activities included interview withthe
I Executive Director and Delegating Registered
Nurse and review of one resident record and one
staff personnel file. The facility was found to be
out of compliance with COMAR title 10.07.14
regulations .

E4180i .36 C1 .36 Abuse, Neglect, & Financial

I Exploitation

|
C. Reports of Abuse, Neglect, or Financial

i Exploitation.

(1) Alicensee or employee of an assisted living
program who has witnessed, or otherwise has
reason to believe, that a resident has been

| subjected to abuse, neglect, or financial

| exploitation shall report the alleged abuse,

: neglect, or exploitation within 24 hours to:
(a) The appropriate local department of social

; se rvices, Adult Protective Services Program; and

| (b) One or more of the following:

(i) A local law enforcement agency;
(ii) The Office of Health Care Quiality of the

I Department;

I (i) A representative of the Long-Term Care

I Ombudsman Program in the Department of Aging
or local area agency on aging.

This REQUIREMENT is not met as evidenced
by:
Based on review of records and interview with
facility staff the facility failed to report verbal
abuse of one resident to Adult protective

I Services.
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E41B0 Continued From page 1

, Resident# 1 was admitted to the facility with
diagnoses which included AlzheimerDisease.

| This resident is confused and is ga@endent on
' facility staff with assistance with vities of

| daily living and supeNision.

I Review of the the resident Incident Report on

. October 6, 2015 revealed on September 13, 2015
| the resident refused to get out of bed and refused
| to take abath.

, Further review revealed the care manager

_insisted th ident get out of bed and have a
| bath when tinued to refuse the care
manager took a trash can of water and

| threatened to throw it on the resident

I Telephone inteNiew with the Executive Director
on October 6, 2015 revealed the staff member

! was terminated and the Maryland Board of

' Nursing was notified. Further inteNiew revealed

| the Adult Protective SeNices was not notified of

Ithe incident as required by the regulations.
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E 0001 Initial Comments E 000
|
- On July 24, 2015, an unannounced complaint
investigation visit was made to the above named
facility for the purpose of determining the facility's
compliance with COMAR 10.07.14. The
allegation was redness of the right eye of a
resident which was of unknown course. This was
self-reported by the facility's administration.
Survey activities included review of resident
record, review of facility records, and interview of
facility staff.
Based on survey findings, in relation only to
complaint# MD00092154, the facility was found
to be in compliance with the regulations
governing assisted living facilities, COMAR
110.07.14.
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E 000 Initial Comments

| On July 20 and 21, 2015, an announced visit was
made to the above named facility for the purpose
of conducting an inspection of care survey.
Survey activities included an environmental tour;
review of six (6) randomly selected resident
records ; review of policies and procedures for the
facil ity; review of the training records for the

| assisted living manager (ALM), the alternate

I assisted living manager (AALM)/delegating
registered nurse/case manager (ORN/CM), and

, three (3) staff; and interview of three (3)

| re sidents, two (2) staff, the ALM andthe
AALM/DRN/CM. The census at the time of the
survey was forty-two (42) residents.

Based on survey findings, the facility was found to
be in violation of the regulations governing
assisted living facilities , COMAR 10.07.14.

|
E2ssol . 19 B2 .19 Other Staff--Quali fications

. (2) As evidenced by a physician's statement be

! free from:
(a) Tuberculosis, measles, mumps, rubella, and
varicella through appropriate screening
procedures such as tuberculosis skin tests,
positive disease histories, or antibody serologies;
and
(b) Any impairment which would hinder the

| performance of assigned responsibilities ;

This REQUIREMENT is not met as evidenced

- by

! Based on record review and interview, the facility

' failed to ensure that employees' files contained
medical documentation required by the
Department.
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i Findings included:

I'and rubella.

E2550 Continued From page 1
I

i At the time of the survey, the documentation
i provided to indicate immunity to rubella and
| mumps revealed the following:
1) Staff #2's health record noted that she did
\ not know whether she had had the disease or the
[ immunizations for mumps or rubella; and
I 2)Staff #3's health record had no indication
' as to whether she had had mumps or had been
! vaccinated against mumps.

, The ALM related that the facility's Infectious
Communicable Disease Form was reviewed by
i the facility's business office manager when staff
i had completed and returned this questionnaire.
The ALM further noted that he was unaware that
I some returned questionnaires did not provide
i required documentation of immunity to mumps

' Therefore, the facility failed to ensure immunity to
| mumps and rubella was documented for two (2)
I out of five (5) employee records reviewed.

+.30 Alzheimer 's Special Care Unit.
i A. Written Description. At the time of initial
; licensure, an assisted living program with an
" Alzheimer's special care unit shall submit tothe
. Department a written description of the special
, care unit using a disclosure form adopted by the
' Department. The description shall explain how:
'+ (1) The form of care and treatment provided by
, the Alzheimer's unit is specifically designed for
the specialized care of individuals diagnosed with
I Alzheimer's disease or a related dementia; and
(2) The care in the special care unit differs from

E2550

|
E3720 .30 A .30 Alzheimer's Special Care Unit E3720
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E3720 ; Continued From page 2 E3720

I the care and treatment provided in the nonspecial
care unit.

| This REQUIREMENT is not met as evidenced
1by:

Based on record review and interview, the facility
failed to ensure that there was a specific Uniform
Disclosure Statement for the facility's
Alzheimer's/dementia care unit (Bridges to
Rediscovery) which included components
mandated by the Department for an Alzheimer's
Special CareUnit.

Findings included:

At the time of the survey, the ALM related that the
facility had one (1) Uniform Disclosure Statement
which was utilized for both the traditional assisted
living portion of the facility as well as for the
Alzheimer's/dementia care portion of the facility
which the ALM noted was called Bridges to
Rediscovery, or more frequently, BTR. He further
noted that additional training for those staff
assigned to the BTR unit was documented in the
one (1) facility Uniform Disclosure Statement.
However, the facility's single Uniform Disclosure
Statement did not include admission procedures
and screening criteria, specialized care, any
unique features to support the functioning of
cognitively impaired persons or how staffing and
treatment and care provided in the facility's BTR
unit differed from that provided in the traditional
assisted living unit.

Therefore, the facility failed to ensure that its
single Uniform Disclosure Statement met the

Department requirements for an Alzheimer's
Special Care Unit Uniform Disclosure Statement.
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E3960: .35 Al,2 .35 Resident's Rights E3960

.35 Resident 's Rights.

A. A resident of an assisted living program has
the right to:

(1) Be treated with consideration, respect, and full
recoghnition of the resident's human dignity and
individuality;

(2) Receive treatment, care, and services thatare
adequate, appropriate, and in compliance with
relevant State, local, and federal laws and
regulations;;

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to ensure that care and services provided
were adequate and appropriate.

Findings included:

At the time of the survey, the following was
documented for Resident #5 for-

A. I. At 7:15 PM, nursing notes recorded that
Resident #5 was alert and responsive.

1. At 8 PM, nursing noteggecorded that.
was "unresponsive" and thatlll "eventually gain
consciousness." "Vital signs were 84/48 , 51."

Ill. Anundated and untimed entry atthe top
of a nursing note page that had the date-
directly belowthe undated/untimed entry noted
that"Resident became unresponsive again. 911
called and sent out to the ER."

IV. Anincident report daxte d -
noted that the Resident was "unresponsive" and
transported viaambulance tothe ER at 7:30 PM.
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E3960 Continued From page 4

The ALM related that all nursing notes were
, co mpleted either by a registered nurse (RN) or a
. licensed practical nurse (LPN). The above
demonstrate 1)a delay in calling 911 when
Resident #5 initially became unresponsive; 2)an
undated/untimed nursing note entry; and 3)time
' discrepancies between the nursing notes and the
incident report for the above noted events.

B. Resident #5's vital signs documented in the
nursing notes for April 19, 2015 were blood

, the delegating registered nurse/case manager's

' (DRN/CM) nursing assessment dated April 21,
2015, Resident #5's

vital signs were blood pressure: 160/90, pulse:
62 and respirations: 18. Thus, a blood pressure
reading of 84/48 and pulse of 51 were not within
normal limits for Resident #5.

Therefore, that facility failed to ensure that

Resident #5 reived the care/services

appropriate to needs in a timely manner.

E4630i .41 A .41 General Physical Plant Requirements

.41 General Physical Plant Requirements.

: A. The facility, which includes buildings, common
areas , and exterior grounds, shall be kept:
(1) In goodrepair;
(2) Clean;
(3) Free of any object, material, or condition that
may create a health hazard, accident, or fire;
(4) Free of any object, material, or condition that
may create a public nuisance; and
(5) Free of insects and rodents.
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E4630 : Continued From page 5

This REQUIREMENT is not met as evidenced
.by:
Based on observation and interview, the facility
failed to ensure that the Residents'environment
; was free of potential health hazards.

Findings included:

, On July 20, 2015, between 11:40 AM and 12
noon, the following was observed in the facility's
Alzheimer's/dementia unit (Bridges to
Rediscovery or BTR) :

I. No soap was found in the bathrooms of
rooms 11, 12, 22 or 24.

11. No towels or face clothes were seen in the
bathrooms of rooms 11, 15, or 22. The bathroom
' of room 12 had a face cloth on the assist rail for
, the toilet and a face cloth on the assist rail for the
shower; however, there was no towel in this
. bathroom.

M. ff #4 was observed assisting Resident

#9 into room (room #12) about 11:50 AM.
Staff #4 was exiting this room with Resident #9
and had started to close the room door with her
hand on the door's lever handle when the survey
team and ALM started to enter this room. Staff

. #4 guided Resident #9 down the hallway ofthe
unit while the survey team and the ALM entered
room #12. Observation of the room's bathroom
revealed NO soap and NO towel. About 12 noon,
while this surveyor was in the room's bathroom,
Staff #4 re-entered the bathroom to remove a
soiled diaper. When she was asked how she
washed her hands after changing Resident #9
when there was no soap in the bathroom, Staff #4
stated she was not finished. However, Staff #4
had exited the bedroom, touching the lever door

E4630
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E4630 Continued From page 6

handle prior to the survey team entering the
bedroom . When asked how she would be able to
dry her hands, Staff #4 indicated the dry
washcloth on the assist rail for the toilet.

IV. Staff #4's most current training in
infection control was dated January 28, 2015.
The instructor was the ALM who is a licensed
practical nurse (LPN.) The documentation
provided of this training was quiz of ten (10)
questions which was not graded. Although Staff
#4's file documented that she had received
training in infection control, she did not
demonstrate use of that knowledge on July 20,

- 2015 as far as the importance of thorough hand

washing with soap to prevent spread of
infections/diseases.

Therefore the facility failed to ensure that
residents and staff in the facility's
Alzheimer's/dementia care unit (BTR) had soap
available in four (4) out of five (5) bathrooms

. observed and had towels - or any linen to use to

I dry one's hands - available in three (3) out of five
' (5) bathrooms observed, thus creating a potential
health hazard and risk of infection for residents

and staff in the BTR unit.

.42 C .42 Water Supply

C. Hot Water Temperature. Hot water accessible
to residents shall be blended externally to the hot
water generator, by either individual point-of-use
control valves of the anti-scald or thermostatic
mixing valve type, to a maximum temperature of
120°F and a minimum temperature of 100°F at
the fixture.

This REQUIREMENT is not met as evidenced

E4630
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b

éased on observation, the facility failed to ensure

that the hot water temperature range was

between 100 and 12 0 degrees Fahrenheit at the
, facility.

Findings included:

I. On July 2Q 2015 between 11:15 AM and 12:10
PM, the following elevated hot water
temperatures in degrees Fahrenheitwere

recorded for readings taken in the residents'

bathrooms:

Traditional AL Room # Temperature
109 124
101 132
110 136
117 126
133 128
135 128

Resident Spa 126

Alzheimer's Unit Room #

(Bridges to Rediscovery) Temperature
12 126
15 124
22 124

Following the facility tour , the ALM called a

: maintenance worker from another facility who
arrived at facility approximately at 2 : 35PM on July
20 2015 to lower the temperature on the hot
water heater. The ALM related that he had also
called Magnolia Plumbing to request that
someone come to the facility to adjust the hot
water supply since the maintenance worker who
lowered the hot water heater temperature was not
a plumber. However, the plumber from Magnolia
Plumbing could not come to the facility until the

E4690
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next day (July 21st.) The ALM explained that in
Janua ry, the Director of Maintenance for the

| facility had ended his employment with facility.

: The ALM further explained that another Director
of Maintenance had been hired in June, 2015;

i however, that person had ended his employment

| with the facility after a three week period. No

I Director of Maintenance was employed by the
facility at the time of the survey, the ALM noted

| and the most current hot water log the ALM had

, available was dated January 30, 2015. It
documented hot water temperatures inresidents'

, rooms ranging from 119 to 123 degrees
I Fahrenheit.)
|

~11.On July 21, 2015 between 9:10 AM and 9:35

| AM, the following elevated hot water

|

: temperatures in degrees Fahrenheit were
recorded for readings taken in the residents'

bathrooms:
Traditional AL Room # Temperature
109 126
101 134
110 128

(Rooms 117 and 135 had hot water temperatures
. of 118 and 110 degrees Fahrenheit respectively
i on July 21, 2015 between 9:20 AM and 9:25 AM
I and thus were not elevated at that time. The
Resident in room 133 was sleeping and the ALM
did not have the key to the resident spa with him
when the hot water readings were taken.)

Alzheimer's Unit Room # Temperature
(Bridges to Rediscover)
12 122

(Rooms 22 and 24 had hot water temperatures of
112 and 114 degree Fahrenheit respectively on

E4690
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July 21, 2015 between 9:30 and 9:35 and thus
were not elevated at that time.)

At approximately 10:05 AM on July 21, 2015, a
plumber from Magnolia Plumbing arrived at the
facility. He related that the facility's hot water
heater had a 500 gallon tank and the he had

| lowered the hot water temperature on the hot
water heater to approximately "130"degrees

I Fahrenheit which would then "mix" with cold

I'water before it was sent out into the facility.

: Therefore, the facility failed to maintain the hot
I water temperature within the range required by
the Department.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E4690 ! Continued From page 9 E4690

OHCQ
STATE FORM

6899

0OD6C11

If continuation sheet 10 of 10



Office of Health Care Quality

PRINTED: 08/07/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPRIER/CUA
IDEN TIFICATION NUMBER:

16AL492

(X2) MULTIPLE CONSTRUCTION
A.BUILDING:

(X3) DATE SURVEY
COMPLETED

C
06/02/2015

NAMEOF PROVIDER OR SUPPLIER

HEARTFIELDS AT BOWIE

STREET ADDRESS. CITY. STATE. ZIP CODE
7600 LAUREL BOWIE ROAD

BOWIE, MD 20715

(X4) ID ! SUMMARY STATEMENT OF DEFICIENCIES
PRE FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LS C IDENTIF YIN G INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

E 00O Initial Comments

| Assessment Tool.

: c ompleted :

by:

Findings include:

On June 2, 2015 a complaint investigation was
conducted at the above facility to assess the

I facility compliance with COMAR 10 07.14

| Survey activities included review of records and
interview with facility staff.

Facility census on day of the survey was
forty-nine (49) residents.

Based on survey findings only in relationship to
complaint# MD00091271 the facility was found to
be non compliant with the regulations governing
assisted living facilities, COMAR 10 07.14.

E3330/ .% B1,2.26 Service Plan
I

B. Assessment of Condition .
' (1) The resident's service plan shall be based on
I'assessments of the resident's health, function,

and psychosocial status using the Resident

(2) A full assessment of the resident shall be

I (a) Within 48 hours but not later than required by
nursing practice and the patient's condition after:
() A significant change of condition ;and
(i) Each nonroutine hospitalization; and
(b) At least annually.

This REQUIREMENT is not met as evidenced

Based on review of records and interview with

| facility staff the facility failed to complete a full

I assessment on one resident within 48 hours after
a significant change in condition and failed to
update the service plan for one of one from
sample size of one resident.

E 000

E3330

TAG CROSS-REFERENCEDTO THE APPROPRIATE DATE

DEFICIENCY)

OHCQ

LABORATORY DIRECTOR'SORPROVIDER/SUPPLIER REPRESENTATIVE'SSIGNATURE

TITLE

(XS) DATE

STATE FORM

e C09411

If continu ation sheet 1 of 2




PRINTED: 08/07/2019

FORM APPROVED
Office of Health Care Qualitv
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
A\l c
B. WING,
16AL492 06/02/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE ZIP CODE
7600 LAUREL BOWIE ROAD
HEARTFIELDS AT BOWIE
BOWIE, MD 20715
(X4)ID ! SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFI X (EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
TAG REGULATORY OR LSC IDENTIFYINGINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE

E3330 Continued From page 1

[
.Resident # 1 was admitted to the facility with
‘diagnoses which include Dementia. This resident

is alert and oriented with periods of confusion and

is dependent on facility staff for all activities of
daily living.

Review of the resident record on June 2, 2015 at
I .00 AM re~\r e ddout of the facility

|l withawvisitor___, felland was

" transferred to the hospital by the Emergency
Medical Services.

|

| Continued review of the recoi revealed the

reside tained bruisegato left knee and
b?ck of Mt arm andhsu. lad a

| ESEHrASR 2 Uiy sl eyebrow and
ireturned to the facility on- at

8:00 PM and was placed on 1:1 nursing
monitoring.

Review of the resident service plan revealed the
i last updated service plan was dated April 15,
1'2015. Review of the Delegating Registered
I Nurse resident assessment revealed the
assessment was not updated.

I'Further review revealed despite the resident

I significant change in condition the ORN did not
complete a reassessment and update the
resident service plan after 40 days of the change.

E3330

OHCQ

STATE FORM

6899 C09411

If continuation sheet 2 of 2



Office of Health Care Qualitv

PRINTED: 08/07/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRU CTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABUILDING : COMPLETED
Cc
B.WING
16AL492 05/01/2015
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE. ZIP CODE
7600 LAUREL BOWIE ROAD
HEARTFIELDS AT BOWIE
BOWIE, MD 20715
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORR ECTION ' x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
w DEFICIENCY)
E OOOI Initial Comments E 000
On May 1, 2015 an unannounced complaint
, In vestigation was conducted at the above facility
: to assess the facility compliance with COMAR
10.07.14. Survey activities included a tour of the
facility and observation, review of records and
interview with residents and facility staff.
The census on the day of survey was fifty (50)
residents.
Based on survey findings only in relationship to
i the allegations of the complaint# MD00090507
the facility was found to be in compliance withthe
regulations governing assisted living facilities,
COMAR 10.07.14.
OHCQ
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XS) DATE

STATE FORM

6899

R2TK11

If continuation sheet 1 of 1



PRINTED: 08/07/2019

FORM APPROVED
Office of Health Care Qualitv
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABUILDING: COMPLETED
WING c
B.
16AL492 v 03/20/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS . CITY, STATE. ZIP CODE
7600 LAUREL BOWIE ROAD
HEARTFIELDS AT BOWIE
BOWIE, MD 20715
x> | SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACHDEFICIENCY MUST BE PRECEDED BY FULL P REFIX (EACHCORRECTIVE ACTIONSHOULD BE COMPLETE
TAG REGULATURY UR LSC IDENIFYINGINFORMATION) IAG CRUDSS-KEFERENCED 1V IHE APFPRUPKIATE DAIE
DEFICIENCY)
E 000 Initial Comments E 000
On March 20, 2015 an unannounced complaint
| investigation was conducted at the above facility
| to assess the facility compliance with COMAR
10.07.14. Survey activities included a tour of the
facility and interview with facility staff.
. The census on the day of survey was forty-seven
1(47) residents.
Based on survey findings only in relationship to
: the allegations of the complaint# MD00089199
the facility was found to be in compliance with the
regulations governing assisted living facili ties,
; COMAR 10.07.14.
OHCQ
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIERREPRESENTATIVE'S SIGNATURE TITLE (XS) DATE

STATE FORM

6699 F7N111
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office  OHE'ALM CcARE QUALITY

SPRING GROVE CENTER
BLAND BRYANT BUILDING
- 55 WADE AVENUE
CATONSVILLE'., MARYLAND 21228

License No. 16 AL492-1

Issued to:  Five Star-Quality Care-MD, LLC
T/A fl artfi¢ld-s At Bowie
760() Laurel Bowie Road
Bowie, MD 20715-1075

Type of Facility or Cornrnunj Program: Number of Be<.is: Level of Care:
Assisted Living 52 3

- TWO YEAR LICENSKE

Date I[ssued: October 24, 2016 Expiration Date: October 23, 2018

Renewal License - Replaces License #16A1.492-H

R —
DA o

I

gy s i

Authority to operate in this State is granted to the above entity pursuant to The Health-General Article, Title 19 § 1801, et.
. seq., Annotated Code of Maryland, including all applicable rules and regulations promulgated there under. This document is
not transferable. «

Director

ez e e

e

Falsification of a license shalf subject the perpetrator to criminal prosecution and'the imposition.of civil fines.
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f( :CEIVED

e . OCTRILZALLS

OFFICE OF HEALTH CARE QUALITY.(OHCO) DHMH FoonALAPP.1.1
ASSISTED LIVING Office of

APPLICATIONFORLICENSURE ~ ealth Cale Quadty

'1.GENERAL INFORMATION

PR T =P 228 G R = T PP = TP
CHAECN TYFEUF AFFLICATION

D initial j[i] Renewalj D Change of Ownership (specify jD other Change (specify type)
effective date)

LICENSE NUMBER {if applk::able) WEBSITE (if appllc3ble)

16AL492-H www.heartfieldsassiste dlivingatbowfe.com

LEGAL AGENCY NAME TRADING NAME (OBA)

Five Star Quality Care-MD, LLC. HeartFields atBowie yee

E-MAIL ADDRESS PHONE NUMBER FAXNUMBER

adcampbell@5ssl.com 301-805-8422 301-805-8622

BUSINESS ADDRESS (physica location) MAILING ADDRESS (if cfrfferent)

400 Centre Street 7600 Laurel Bowie Road

NUMBER, STREET ‘ ‘ NUMBER, STREET ‘

CITY STATE ZIP CITY STATE | ZIP

Newton MA 02458 Bowie MD 20715

Does the owner, corporation, or partnership operate and manage the assisted living program? Yes LINo
(identify the management structure andlts relationship to the business owner)

NUMBER OF RESIDENTS CURRENTLY SERVED NUMBER OF BEDSREQUESTED CEVEC OF CAREREQUESTED

52 52 0102 [j13
Areallareas of the assisted living facility fully constructed? [ [Yes [_] No (identify any areas not fully constructed
andthe extent of construction progress)

NAME OF MANAGER PHONENUMBER CELL NUMBER
Aaron Campbell (301)805-8422 (443) 421-0282
HOME ADDRESS (number, street) CITY STATE ZIP
1019 Meherrin Court Glen Burnie MD 21060
NAME OF ALTERNATE MANAGER PHONE NUMBER CELL NUMBER
Patricia Coley (240)498-5339
HOME ADDRESS (number, slreet) CITY STATE ZIP
4001 Buck Creek Road Temple Hiiis MD 20748
NAME OF OELEGA TING NURSE (ON) PHONE NUMBER CELL NUMBER
Patricia Coley (240) 498-5339
HOME ADDRESS (number, street) CITY STATE ZIP
4001 Buck Creek Road Temple Hills MD 20748
DN'S LICENSE NUMBER EXPIRATION DATE OF CIN'S LICENSE

Is youf iéclllty planning to operate, or currentiy operating, an 'Alzheimer's Special'Care Unit or Program?" D No
- 11! ves (refer to the instruction guide for details on submitting your program.,description)
2FEES. e | T R

Todetermine theamount of 1he non-refundablélicenseféeand accepted methods of payment, referto117e

instruction guide.
YEE ATTACHED? Yes

OHMH Form ALAPP,1.1 (4113)


mailto:adcampbell@5ssl.com

+oWNIRSHP{Type ot b e3f-organizt)tog-ofdiscrosiog-entify) —

SOLE PROPRIETORSHIP PARTNERSHIP x CORPORATION

NAME ADDRESS
Five Star Quality Care 400 Centre Street, Newton, MA 02458

IfPARIATEH$HIP ORCORPORATION,
PARTNER, OFFICER, DIRECTOR 0 STCCKHbIIOER INFORMATION AND PERCENTAGE OWNED IF. 25%0R MORE:

NAMfAND TITIE - o - JMIL fITHONE 'ADDRESS .
L fluMBgR . ‘| OWED:i
IF CORPORATION:
DATEOFCHARIER -DATE OFINCORPORATION FEIN NUMBEY
NAME OF PRESIDENT PHONE NUMBER CELL NUMBER
ADDRESS (number, street) CITY STATE ZIP
mBACKGRﬂUNﬂ

T. Hasthe apphcant owner, ormanagenal staff ever had alicense, permit, or certificate to provide care to third
parties that has been denied, suspended, or revoked? |] No D Yes(explain)

2. Doesthe applicant currenHy hold, orhas the applicant previously held; anyTicense or certification for the operation
of ahealth care facility or similar health care program? |II Yes (explain)

3. Doesthe owner, applicant, manager, alternate manager, other staff, orany household member have acMminal
conviction or other criminal history? li] No D ves (explain)

5. WORKERS' COMPENSATION
Do you have any employees? (W] Ves [TNo

¥0U answered YES, provide your WoOrkers’ com’\Pensatlon Insurance information:

OLICYNUMSER DER NUMBER
L[0S4055032 PS4055033
INSURANCE COMPANY EFFECTIVEDATE EXPIRATION DATE
Safety National Casualty Corporation June 15, 2016 June 1,2017

Ifyouanswered NO, additional documentation fromthe Workers' Compensation Commission mustaccompany this
appttcation (refer to the instruction gu|de for details).
6.AFFIDAVI.T .

I solemnly affirm under the penalties of perfury and upon personal knowledge that the contents of the foregoing
application arelrue. | understand that the falsification of an application for alicense may subject me to criminal
prosecution, Civil money penalties, and/or the revocation of any license issued to me by theDHMH. In addition,
knowingly and Willfully failing to fully and accurately disclose therequested Information may resultIn denial of a
requesUo.J:iecorne.license<j,or,wheretheenfityalreadyislicensed, arevocatio(},QfJlQUicense.

I certify that this agency isincompliance with administrative and procedural requirements pertaining to the Assisted
Living Programs Code of Maryland Regulations (COMAR 10.07.14).

I further certify that | willnotify the OHCQ ttthere are any future substantive changes in agency and operation, and
that written notice will be given before the effec ve date of the change,

| hereby swear and affirm that | am over the age of 21 and | am otherwise competent to sign this Affidavit.

DHfiFermALAPP,1.1(4113)



)
/I[Jhcfr?ﬁrar(li?‘ gping to’ba{n more than one applicant's name, each applicant'ssignature is required.

<.SIGNATURE O /&ﬂdﬁ\pﬂ TITLE
2 }‘l 2., ej—' <l.eo paTE JO.'7 lle
StGNAT_UR70F APPLICANT TIT! =, DATE
TITLE DATE

SIGNATURE OF APPLICANT /

SIGNATURE OF APPLICAN

OHMH Foon ALAPP.11 (4713)



Uniform Disclosure Statement
February 2009, DHMH Form 4662

Maryland Assisted Living Program

JUniform Disclosure Statement

What is the Purpose of the Disdosure Statement?

Thepurpose of the Disclosure Statementis to empower consumers by describing an assisted living program's policies and
servicesInauniformmanner. This format gives prospective residents andtheir families consistent categories ofinformation
from which they can compare programs and seivices!.

It is important to note that the Disclosure Statement Is not intended to take the place of visiting the program, talking with
resldents, ormeeting one-on-one with staff. Nor is the statement abinding contract or subsHlute for Ihe Resident Agreement.
Rather, ii serves as additional information for making dlNinformed decision about the services provided Ineachprogram. - -

Ifyou have any questions about any issue raised In the DIsdosure Statement or Inthe Resident Agreement provided by an
assistedlivingprogram, please seekdarification rromthatprogram's manager oradmlnistrator.

What is Assisted Living?

Assistedlivingisawaytoprovide caretopeople whoarehavingdifficulty livingindependently. Assisted living providers furnisha
placetolive,meals,andassistance withdaily activifiessuchasdressing, bathing, eating,andmanagingmedicaHons. Assisted
livingprogramsalsotendtohave alessinstitutionallookthannursinghomes. However, Ihesefacilitiesare notashighly
regulated by theState asnursing homes. There area wide variety of assistedlivingprograms in Maryland. Theyrange from
large, corporate-managedfacilities where hundreds of peopleliveintheirown apartmentstosmall, private homes.

Assisted living programs may differin many ways including, butnotlimited to: size, staffqualifications, services offered, location,
fees, sponsorship, whether they are freestanding or part of acontinuum of care, participation In the Medicaid Waiver, abflity to
ageinplace,andvisitinghours. Therefore,consumers shouldtlytohave ageneralldea ofwhattype of setting,services, and
pricerange Ihey may wantbefore conlacting an assisted livingprogram, aswell as having questions prepared toask the
program manager or administrator. Consumers may find the Maryland Department of Aglng's publication entiUed, 'Assisted
LivinginMaryland:What You Need toKnow," helpful when they arecontemplating assistedllving. The publication may be
downloadedfromthe DepartmentofAging's Website. (http://iww.mdoa.state.md.us/documents|ALGulde_002.pdQ

In addition, the Office of Health Care Quatity (OHCQ) encourages consumers to verify the licensure status of any assisted living

program that they are considering. A list of licensed assisted living programs is available online.
(http://www.dhmh.marytand.gov/ohcg/about_ohcgAicensee_directory.htm)

Where can | find the Assisted Living Licensure Standards?
The Assisted Living Licensure Standards are foundin the Code of Maryland Regulations (COMAR) 10.07.14, available at public

libraries, online athttp://www.dsd.state.md.us/comar/,or ordered for asmall fee from the OHCQ, Acopyofthemostrecent
surveyreportofanassistedliving prowamay be obtained from the program'smanager or administrator.

1 Assisted Living providers are notjeguired to provide all ofthe services listed inthe Disclosure Statement-regulatory requirements may be foundin
COMAR 10.07.14.

Page | of 9
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Uniform Disclosure Statement
February 2009, DHMH Fenn 4662

1) Assisted Living Program Contact Information:

Fadlity Name Heartfields at Bowle
License No.16AL492-H No.of Licen  Bedsey2 Level of Care at which Facilily is

Licensed 3

Address (Street, City, State, Zip)7600 Laurel Bowie Road Bowie, MD 20715

Phone Number 301-<'305-8422 Fax Number301-805-8622

E-Mail Address (optional) adcampbell@5ssl.com Operator/Management Company 5 Star Senior Living
Manager Aaron Campbell Contact Information adcampbell@5ss.lcom
Delegating Nurse Patricia Coley Contact Info ation pcoley@5ssl.com

Alternate Manager Pabicia Coley
Contact IntormaUon pcoley@$ssl,com

Completed By Aaron Campbell TitleExecutive Director Date Completed 07/13fl015

2) What sources of payment are accepted?

Assisted living programs differ inwhat types of sources they may accept forpayment e.g. private insurance, Medicaid, private
pay, SSI/SSDI, etc. What sources of payment are accepted at this program?

Private Pay. Long Term Care Insurance and Veteran's Benefits may be used, payment must be made by the resident or responsible
party.

3) Whatare levels of care?

The levels of care correspond with how much assistance residents need. The level of care designatlon, therefore, reflects the
complexity of the services required to meet the needs of aresident. The State of Maryland recognizes three levels of care, and
theyareasfollows: Levellislowlevel of carerequired, Level 2ismoderate level ofcarerequired, and Level 3Ishighlevelof
care required.

Aresident's level of careis determined by the Resident Assessment Tool, which collects essentialinfomlaUon aboutaresident's
physical, functional, and psychosocial strengths and deficits. There are two components tothe assessment tool - aHealth Cara
Practitioners Physical Assessment, lobe completed or verified by ahealth care practitioner, and the Assisted Living Manager's
Assassmenl to be completed by the Assisted Uvfng Manager or desigee. Aresidenfs score onthe assessment tool
detemlines his/herlevel of care(Level 1= atotal score of 0-20; Level 2=alota!score 0f21-40; andLevel 3= atotal score of41

or higher).

Some assisted livingprograms mayhaveelectedtodevelop more than threelevels ofcare. Ifanassistedlivingprogram has
more than three levels of care, please describe ttie.l velsof care and how they correlate tothe ihree levels of care recognized.by; .
the State. In addition, Include program charges for,each level of care.

Explan ation: (You may attach miiterisIe = n....;,..iy)-' 1-1ean Fiold, olfers thne (3) 1e.,,1, of plu, « base leYeL Nunlni., .,.. .,N, oreco,npk:u,,Jwnt
both ti,» mNe.,eum.,,t tool and tfle Five Stal' UkJ,mont tool in otdet to decennIN how mlICh usl,wu:e "1th ADL's a resident wtl ..-1,
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Uniform Disclosure Statement
February 2009, DHMH Form 4662

4J What is a Resident Agreement?

The resident agreement is alegal contrac obligating aconsumer to provide payment in retum for services to be provided by the
assisted living program. An assisted living program will provide & consumer with a Resident Agreement to review and sign prior
tomove-in. Prospective residents shouldfeel freetorequestacopy ofasampleresidentagreementatanytime.

The resident agreement is required by regulation toinclude, ata minimum, the infom,ation provided in COMAR 10.07.14.24(0)
and 1007.14.25A), such as: the level of care the program is licensedto provide, alist of services provided by the progam, an
explanation oftheprogram’s complaint orgrievance procedure; admissionanddischarge policies andprocedures; obligations of
the program and the resident or 1he resident's representative wiih regards to financial matter&.-4landling resident finances,
purchase orrental ofessential or desired equipment; arranging or contracting for services notcovered by theresident
agreement; rate structure and payment provisions; identification of persons responsible forpaymen notice provisions forrate
increases; billing, payment, and c:edit polices; and terms governing the refund of any prepaid fees or chargesinthe event ofa
resident's discharge or termination of the resident agreement.

SJWhatServicesareProvided? UYL

Consumers should expectassisted living programs to provide clear infonnation regarding services and fees. Some programs
may charge fees for services based on the resident's assessed levelof care, while others may provide an +alacartes menu of
services. Consumers should understand whatisincluded inthebase monthly rate, what services require an additional charge,
circumstances underwhichfeesmayincrease, andtherefundpolicy. Belowis acharttohelpconsumers bettercompare
assistedlivingprograms. Thischartisnotall-Inclusiveandproviders may offermore or fewer servicesthanlistedbelow.

[ Offered ~ ... . - S oy “[ IncludedinBase | Maybe Purchased’
Yes rrog A SN _—t:: | Ralefor Levelof |- Separately: If o,
S 8 I I e .Care . | pleaseindicate Cost-
SRR P ol < | lyesino) Gl
"Nursing and Clinical Care: ‘ ‘
u 24-Hour Awake Staff-,Including Awake Overnight Staff- . yes
181 u Nursing Review Every 45 Days (Required by COMAR) yes
u .On-siteLicensed Nursing | Hours/Week) yes- 24/7
Physician Services yes
E Bladder Incontinence Care yes
181 u Bowel Incontinence Care yes
u Catheter Care nla
[8J LJ | Consultant pharmacist medication review (required in some cases) | yes
u Diabetes Care no
LJ | End of Life Care no
LJ | Home Health no
[8J u Hospice Care no
[8J Incontinence Products no
[8J El Infection Control Materials (e.g.,gloves, masks, etc.} no
181 LJ Nubitional Supplements no
[8J H Service Planand Frequency (Requiredby COMARat | yes
least every 6 months)
Temporary use of wheelchair/walker yes
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Uniform Disclosure Statement
February 2009, DHMH Form 4662

Offered * Service .. IncludechrfBase.” --- MayDbe Purctlased"
o N i ' .+, RateJoflev lof : tfpa(afaly,:,lchQ, pleasa.
Gaeb . indt:amcost .
3 ] (Y )y L
Personal Care:
u Assistance wilh bathing no
Assistance with dressing no
u Assistance with handling money NIA
Assistance with incontinence no
u Assistance with preparing meals yes
[8J Assistance with shopping for food or personal items yes
U [ Assistance with tolleting yes
Companion Services
Housekeeping yes
u Mobility/Transfer Assistance no
Personal Care Items no
Environment:
Li Activities program L days perweek), specify programsor yes
attach calendar.
[25] Alcohol Consumptloo yes
Barber/Beauty Shop no
U | cableTVv no
. u Fire Sprinklers (_In all areas or  insomeareas), specify: yes
u Internet Acgiss WiFi
LJ | Linens/Towels yes
u Chair Glide System no
D [8J | Dry Cleming Services no
LJ Elevators no
Li Emergency Call System yes
[25) LJ | Emergency Generator yes
LJ | Fire Alarm System yes
u Automatic Electronic Defibrillators (AEDs) no
ral Handrails yes
u Personal Laundry yes
LJ [ Personal Phone yes
(83 Pets Allowed, specify: no
181 Ramps yes
LJ | Security Services, specify: yes
Smoking yes
[21J LJ | Secured Areas yes
u Sprinkler system yes
LJ | Transportation, specify yes
(83 ] V1sitation, specify hoursandinclude thefacility's policies and yes
procedures
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Uniform Disclosure Statement
February 2009, DHMH Form 4662

S Offer g Sei -IncludetlinBase | - %’g&? Iﬁ’sg'aleégel
i Yes |y § Ratetor Leyeiof | P oY Moo
. | leslop) -

Environment: (Continued)

12$1 LJ | Volu\He r SetvicGs specifyand include the facility's policies and yes 't 1ol
procedures
IXI | | Wander Guard or s!milar system, specify: yes

Dietary:

u Meals( perday&snacks) (COMARrequiresaminimumof yes
3meals per day & additional snacks)

IXI [ ] Special Diets, specify: yes
IX] | Family or Congregate Meals no $5-$15 per person
Pharmaceuticals/Medications:
| etk .Oreble, ical Equipment, soecifv: 00 - hysicaltherapy
> Medication Administration no
Medication Injections no
Phamiaceuticals no
Self Administration of MedIcaijons Permitted yes
Use of Outside Pharmacy Permitted yes
Use of Mail Order Pharmacy Permitted no
Soeciallzad Care or Services:
_)l Behavior Management: Verbal Aggression yes
:l Behavior Management: Physical Aggression yes
| Dementia Care yes
_l Intravenous Therapy no
_|_ Mental Health Supports and Services, specify: no
[ | OstomyCare no

Oxygen Administration yes/no

Special careUnits, Ifthereareadditional charges for thistypeof| no
care, please specify costdifference as well ashow those services
differfromlheservicesprovidedintherestoflheprogram.

———

19 Services for persons who are blind yes
LJ Staff who can sign for the deaf no
LJ 12S.I | Bilingual Services no
Tube Feeding no
1241 LJ | Wound Care no

Are the resident, resident's representative, or family members involved in the service pjaniin() process? 18] ves DNo

Explanation: (optional initial JusesSment, a, need, cliange, PRN and 6 mondu « famip meeting isoffered

Is' ttie service plan reviewed with the residen resident's reoresentalive. or family 'members? (8J Yes ONo

Explanatlon;(optlonel) fnidal assessment,,..n-d- dlange, PKN and tN<ry 6 month, a family meed 31, otrered

Who assists with or administers medications? [Check all which apply}
181 Delegating Nurse/Registered Nurse jg) Licensed Practical Nurse D Medication Technician D Olher (specify}:
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6) What are the criteria for discharge or transfer?

The following is alist of situations thatmay necessitate the termination of the resident agreement and the transfer or discharge of
aresident from anassistedlivingprogram. Consumers areencouragedloinquireabout an assistedlivingprogram'spolicies
andproceduresintheeventthataresidentmustrelocate. Thislistlsnotall-inclusive andcriteriawilldifferdependinguponthe
assisted living program's ability, to purOXidi.| oortairh!Y£I&S of care. All transfers and discharges must comply-witM,lar)".:XHJ . _,.c /1"
regulatory requirements, including notice requirements, and tenns of 1he Resident Agreement.

Criteria/Factor which may: Cause - . Cause Require llle use ofexternal
(temporary) ('manenl) resources
transfer dischijrge

Medical condition requiring care exceeding that of whichthe

facility determines itcan safely provide

Unacceptable physical, verbal, or sexual behavior

Medication stabilization

Danger to self or others

Inabilicy to toilet u u u

Non-ambulatory

Inability to eat/tube feeding u u

Must be hand fed u u u

Inability lo walk/bedfast

Others:

Mental health issues, specify: u

Mobility changes u u

Needs skilled nursing care u

Requires sitters lo!

Medication injections u u u

Behavior management for verbal or physical aggression IcJ u

Bladder incontinence care u u L]

Bowel incontinence care u

Intravenous (1V) therapy Icd 1]

Level of care change

Moderate or advanced dementia, specify: u u

Memtat Health Issuas (from above- conditicns requiring aggressive rreatmen IcJ u

Others- from above- Wound care Icd
U ] []

u

‘Under Maryland'Regulatlons an assisted living program may not pro'lide services to an Individual who11t tho ttms-0!Initial comisslon, .S established by Iha
Initlalassessmen requires: (1) More thanintermittlmtnuming care; (2) Treatment orstage three or stage-follrskin ulcers; (3) Vtmtilator services; (4) Skilled
monitoring,testing, and aggressive adjusiment of modicatloos andtrealments where there is thepresence of, ormk ror, aHuctuating acutecondition; (5)
Monitoring ofadlronic medical conditlon thatIsnot controllable through readily available medications and treatments; or (6)Treatment for a d!sease or condition
whichrequiresmorelllancontactlsolation. Exceptions totheconditions listedaboveareprovided forindividuals whoareunderthecare of alicensedgeneral
hospice program.

Who makes the residentdischarge or Iransfer decision?
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18] Assisted Living Manager
18] Delegating Nurse

D Registered Nurse
18] Other (specify)managemenl team

Do families have input into the disch rgl;) q@lfl . [1.7"181 ves D No ..

Is there anavenue to appeal the discharge or transfer decision? 181 vesD No

Explanatlon:(optiOfl Hay Clil corporate s Stat uallty c.,...Gold star line

Does the assisted living program assist families inmaking discharge or transfer plans? [81 Yes D No

Explanatlon:(optionoJ) wm u,in families with transfer io anotller Al iL, AU, Sicflled, ere

7) What are the requirements for staff training?

COMAR requires that assisted living programs provide initial and annual training for the alternate manager and staffin: (a) fire
and life safety, including the use of fire extinguishers;(b) infection control, including standard precautions, contact precautions,
andhandhygiene; (c)basicfood safety; (d)emergency disaster plans;(e) basicfirstaidbyacertifiedfirstaidinstructor; and (i
cognitiveimpairmentandmentaliUnesstraining. Staffmusthave training or experience in: (a) the healthandpsychosocial
needs of the population being served:; (b) the resident assessment process; (c) the use of service plans: and (d)resident rights.
Asufficient number of staff must also have initial and ongoing training in CPR !raining from a certified instructor. Consumersare
encouragedtotalklotheassisted livingprogrammanageraboutsources of stafftraining and their qualifciations.

COMAR requiresthatassisted living programmanagers have sufficient skills, training, and experience to serve the residentsina
manner thatis consistent with the philosophy of assisted living. Managers mustha'le 'lerifiable knowledge in: (a) the health !11d
psychosocialneedsofthe populationbeing served; (b} the residentassessmentprocess; (c) use of service plans; (d) cuing,
coaching, and monitoring residents who self-administer medications with or withoutassistance; (e) providing assistance with
ambulation, personalhygiene, dressing, toileting, and feeding; and (Q resident rights. Managers mustreceivelniHal and annual
trainingin:(a) fireandlife safety;(b)infection control,includingstandard precautions;(c) emergency disasterplans:and(d)
basic food safety. Managers are required tohave initial cerlificaUon and recertificationin: (a) basic firstaid by a certified firstaid
Instructor; and (b) basic CPR by acertified CPRinstructor.

COMAR requires thatassisted living program managers of programs licensed for fivebeds or more have completed an 80-hour
manager's training course. Some managers are exempt from this requirement

Some assisted living programs may elect torequire training for staff, managers, and alternate managers beyond these

requirements
Additional training provided: Five Star Quality Care policies and procedures, HIPPA training, BTR training and Dementia

training per state requirements.

BJ What is-t he'ass isted living program’s staffing pattern]...;:
COMAR-requiresassisted living programs to develop a staffing plan thatinciudes on-site staff sufficientinnumberand

qualificatlons to meet the 24-hour scheduled and unscheduled needs of the residents. The delegating nurse, based onthe
needs of aresident, may issue a nursing order for on-site nursing.
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\ CNA. or '
Non-C.NA
3pm-11pm & May 4 Maybe all
12P-8P C.N.A.or
Non-C.N.A.
2 may be
C.N.A.or
Non-C.NA.
1lam-7pm
1lpm-7am 2may 2may be 3-aNawako
be C.N.A. or staff
C.N.A. Non- C.NA
orNon-
C.N.A.
8am/9am-8prn Mgmt/desk
staff-8

If staff do not work on a per-day basis, indicate the onsite hours per month.

Explanation: Pharmacist reviews resident charts quarterly.

9) How do | file acompklint?

Under Maryland regulations, assistedliving programs are required to have an internal complaint or grievance procedure. An
explanaon ofthe assistedliving program's Internal complaintorgrievance procedure mustbeincludedintheresident
agreement. Consumers should review thisinfon:nation and make sure thatthey understand how the internal complaint or
grievance procedure opear,to,0, Gonsumers sho Id direct any questions about the internal procedure -tofl:ie.Qs:Jistedliving
program's manager oradmuniistrator.

Consumersmayalsoreportconcernsorfileacomplaintregardinganassisted living programtothe Office ofHealth Care
Quality. Complaints may be registered over thephone or through the OHCQ Web site. Complaints may be anonymous. For
more information regarding filing acomplaint, please visit the Office of Health Care Quality's Web site at
http://iwww.chmh.statemd.s/ohcq/fag_help/filea_complainlhimor call (410) 402-8217 or 1-877402-8218
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Maryland Department of Health and Mental Hygiene-Office of Health Care Quality
Spring Grove Hospltad Center-Bland Bryant Building
55 Wade Avenue
Catonsvllle, Maryland 21228
Phone: (410) 402-8000 Toll Free: 1-877-402-8218
g TR AR www.dhmh.!t - .,,..d.-:s/Dh.cCf.,;c:1,.,

PO PO
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A
STATE OF MARYLAND
Department of Assessments and Tax,ation

I, PAUL B. ANDERSON OF TIE STATB DEPARTMENT OF ASSESSMENTS AND TAXATION OF THE
STATEOFMARYLAND,DOHERBBY CERTIFY THAT THEDEPARTMENT,BYLAWSOFTHE
STATE, IS TIIE CUSTODIAN OF TIIE RECORDS OF TIIIS STATE RELATING TO THE
FORFEITURE OR SUSPENSION OF CORPORATE CHARTERS, OR TIIE RIGHTS OF CORPORATIONS
TOTRANSACTBUSINESS INTHISSTATE AND THAT IAMTHEPROPER OFFICER TOEXECUTE
THIS CERTIFICATE.

I FURTIIER CERTIFY THAT FSQ,1INC., QUALIFIED OCTOBER 28, 2002, IS A CORPORATION

. DULY INCORPORATED AND EXISTING UNDER AND B:Y;SIRTUH.OItTHE LAWS OF THE STATE
OF DELAWARE AND THE CORPORATION HASFILED ALL ANNUAL REPORTSREQUIRED, HASNO
OUTSTANDING LATEFILINGPENALTIESONTIIOSE REPORTS, AND HAS ARBSIDENfAGENT.
THEREFORE, THE CORPORATION ISAT THE TIME OF1HIS CERTIFICATEIN GOOD STANDINO
WITHTHISDEPARTMENT ANDDULYAUTHORIZED TOEXERCISE ALLTHEPOWERSRECITEDIN
ITS CHARTER OR CERTIFICATE OF INCORPORATION, AND TO TRANSACT INTERSTATE,
INTRASTATE AND FOREIGN BUSINESS 1IN MARYLAND.

IN WITNESS WHEREOF, | HAVE HEREUNTO SUBSCRIBED MY SIGNATURE AND AFFIXED THE
SEALOFTHESTATEDEPARTMENT OF ASSESSMENTS AND TAXATION OFMARYLAND AT

BALTCMORE ON NNS TTJLY 27, 2012.

G2 (...

Paul B. Anderson
Charter Division

301 West Preston Street, Baltimore, Maryland 21201
Telephone Batto. Metro (410) 767-1340 1 Outside Ba/to. Metro (888) 246-5941
MRS (Maryland Relay Service) (800) 735-2258 TT/Voice
Fax(410) 333-7097

crbinlc




DATE (MLI/DDIYYYY)

Yy
ACORD@ CERTIFICATE OF LIABILITY INSURANCE 8/3/2016

THIS CERTIFICATE ISISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMA LY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER($), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If tho certificate holder 111 an ADDMONAL INSURED, the pollcy(les) must be endorsed. If SUBROGATION IS WAIVED, subJact to
th& tenns and conditions of the policy, c:ertaln policies may require an endorsement. A statement on this certificate does not confer rights to the
certificate holder In lleu of such endorsementlsl.

?FIOOUCER Gt Prztr - UYANISE24 6610 [ f.. .. 404-224-5001
Willis Ins Serv of Georgia, Inc.
5 Concourse Pkwy NE 18th Floor ,
Atlanta GA 30328 t!I'l L . yolanda.posilell@wlllls.com
INSURI:RISI AFI'ORDING COV!:RAG.E NAJCt
1INSURERA ,Safetv National Casualtv Corooratio 15105

INSURED INSURER B :
Five Star Quality Care, Inc. INSURER C:
and Its Subsidiaries i
400 Centre Street 1119URIRD:
Newton MA 02458 INSURERE:

. . INSURIIR P:
TVITAGEIES - - ... CERMFICATE NUMBER- 30726054% REVISION NUMBER:

THISISTO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BB.OW HAVE BEEN ISSUED IO THEINSURED NAMED ABOVE FOR THE POLICY PERIOD

INDICATED. NO1WIT1-ISTANDING AfN REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OROTHERDOCUMENT WITHRESPECT TOWHICHNUS

CERTIFICATE MAY BEISSUED OR MAY PERTAIN, THEINSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TOALL THE TERMS,
. .EXCLUSIONS AND CONDITIONS OF SUCHPOLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ar 1 -
TV cou R QENSURANGE 1T 1114pwWv POLICYNUMBBR r.OMT, TIN\T_ . _ LMs
- -TL-J CLAIMS-MADE ~ OCCUR §—HOcHEUL= 3,
- MEOEXPIAnvona™11 | $
_ ‘ PERSOtW..& MN INJUIY | S
GENL AGGREGATE LIMIT APTUES PER: GENEAAL AGGREGATE s
7 POLICY 8|’ Otoe PRODUCTS, COMP/OPAG[ $
B
AUT GDTGHHRE LIABILITY (E%; i evumm S
ANY AUTO BODILy INJURY(Pe< parso*)|$
= AIFGNED |= | [WWED BODILVI URY (P, aocldsn)|s
'___ INO WNEO T TITTTITTT S
AUTOS J7K 1
= =F HIRED AUTOS | S
UMBRELLALIAS S ~~UR F.ACHOCCURRENCE s
EXCESS UAB CIAIMS-MADH| AGGREGATE 3
oep | TreTenTIONS $
A WORKERS COMPENSATION Y [CDS4055037 BIT6I2016 | 61172017 Y1 1 I 1I-1-
A AHDIIMPLOYIIRS' LIABILITY YIN PS4055033 6115/2016 | 6/112017 FHH
Af>N PIOPRIETOR/IPARTNERIEXECITIVE E.LEACHACCIDENT $1,000,000
FFIGER/MEMBER EXCLUDED?
andatory In NH) NI E.L DISEASE: EA EMPLOYEH $1,000,000
non t]
arsb54 '5PERATIONSbelow E.LDISEASE- POLICYLIMIT $1,000,000

DESCRIPTION OF OPERATIONS/ LOCATIONS /VEHICLES (,1,CORD 101;AddICSonal Romarks Schedulo, may bo attact,od If mor111PACa I1 roqulred)

CERTIFICATE HOLDER CANCELLATION

. SHOULD ANY OF I'ne ABOVE DESCRIBED POLICIES BE CANCfLLED BEFORE
Evidence of Coverage THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITHTHE POLICY PROVISIONS.

&&RT';te

©1988-2014 ACORD CORPORATION. All right!! reserved.
ACORD 25 (2014/01) The ACORD name and logo are registered marks of ACORD
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Maryland State Department of Health and Mental Hygiene
Prince George's County Health Department

" PERMIT

T, Oper te a High HACCP Priority Food S rvice .Facility

This Permit Hus Been Granied to:
/"_—_—-\\
RHONDA THOMAS ORGfg»
CREEYES

FIVE STAR QUALITY CARE
7600 LAUREL BOWIE KD
BOWIE, MD 20715

CU

Tooperate a Food Serv

I-IEARTFIELD

ID NUMBER: 2547

THISPERMIT ISGRANTED PURSUANT TOCODE OF MARYLAND REGULATION 10.15.03 AND/OR,
SUBTITLE120OFTHEPRINCEGEORGE'SCOUNTY CODEAND ISSUBJECTTOANY ANDALL
STATUTORY PROVISIONS INCLUDING ALL APPLICABLE RULES AND REGULATIONS PROMULGATED

THEREUNDER.
Expiration Dute Pe1-mit Number
September 30, 2017 35007-2014-02
i < 7 7 4 /’”/{ /Z
Van T. Mitchell S il B Ao,
Secret111y 13f/11111/tl,1111d Mirfita/ llygielle P.,-i11c11 George's County Health Ofjicer

NOT TRANSFERABLE: POST IN A CONSPICUOUS PLACE
DHiVIH JOO- 20 (R vised)

PGCHD EH (3/ 1 5)
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rRINCE GEORGE'S COUNTY, MARYLAND
FIREIE ,HS DEPARTMENT. FIRE PREVENTION UNIT
FIRE SERVICES BUCLDING
6820 Webster Street
LandoverHills, MD 20784
301-583«1830

CORR EC I 0 N ORDER
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ForFireorEaergencyAllbulanceDial 911
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PRINCE GEORGE'S COUNTY, MARYLAND
FIRE/EMSDEPARTMENT: FIREPREVENTIONUNIT
FIRE SERVICESBUILDING
6820 Webster Street
Landover Hills, MD 20784
301-583-1830

COIxxEIOITTON ORDER
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... License NO. 16.AL492-H

DEPARTME

STATE OF MARYLAND
T OF HEAI /r e.- AND-MENTALHYGIENE

O__FI‘IJ“E ‘oFHEALTH care QUl\ LII"Y.

Issued to:  Fiye Stai'QU:ility
TIA Me.w:tmH

SPR.ING GROVE CENTER
BLAND BRYANT BUILDING

« BEWAL)E AVENUE -

GATONSVILLE, MARYLAND 21228

" re-MD, LLC

dSA Bowie

7600:t aurel Bowie Road
Bowige, rvm 20715 1075

Type of Facility or C::Ommt1) 1pipgram: Number of Beds: Level of Care:

sisted Living

Dat Issued; QOctober 25,2

Renewal License - Replaces Li

52 3

"fWO YEAR LICENSE

014 Ei<.piratlon Date: Octobet- 24, 2016:

ense #16AL492-G

Au'thority to operate in this tateis W. ,

not tr;msferilble.

Falsification of a license shall

!0 the ahoviH: ntity pursuant to The Health-GeneraiArticl . Title 19 § 1801, ¢,

., seq.,.Annotated Cod¥ of Maryland, foe dingall applicable miesand regl11lalions promulgntt:!i thcre'tinder. This docwnent is

Petrcocy Jomaho !ﬁzj;,,/ e
Dii'ector

uh-ecfthe er etrator to ci-iminal rosec.11tian and the {m osition a . civil mes.




- F..om- 21Q1862648 .-~ a9 ...2fL  2ate: 912312014 6:45 51 |

Kt CEI VED

OCT O 2 iuii
STATL. OFLIAI'LANP .
DEPARTMENT OFHEAI.11-|AND MENTAL KGtE .NE (DHMH) Office of rofin 111H14/19
0M:1 OF HE.ALTH CARE QUALITY.(QHCOI H, . .,10 C\Nﬂ[lml MAL - LL.
ASSISTED LIVING -
..--J..APPLICATIONFORLICENSURE
c 1 GENERAi rNFORMATION
CHECI\ T T F'I: UI‘/—\l"I"UL,I-\ I IUI\l
D initial lilRenewal - D changeofOwnership(specit [1 Other Change (specify fype3
effectil/11 date
LICENSE NUMBIR[If applicable) WEBSITE (I %fap licable)
16AL492-G . www.heartfialdsasslstedllvingatbowle.com
LEGALAGENCYE ,. - .1 _ TRADING NAME (OBA) _—
C-1t- (v b), U... t«t4 0th 0de Oy S
E--MAILADDRESST r- PHONE NUMBER FAX NUMBER
heiM.(\ o €, C -1 301805--13422 301-806-8622
BUSINESS ADDRESS (physica locatlon) MAILING ADDRESS (if dilfefent)
7600 Laurel Bowie Road 7600 Laurel Bowle Road
NUMBER, STREET NUMBER. STREET
CITY STATE ZIP CITY STATc ZIP
Bowie MD 20715 Bowie MD 20715
Doesthe OWTTET .corporatlon.orpartnersfilpoperateandmanage[IieaSS|s[edI|V|ng program 7% YES \O

(identify the m nagement structure and itsrelationship to the business owner)

NUMBER OFRESIDENTSCURRENTLY SERVED NUMBERQ::: BEDSREQOESTED LEVEL OF CARE REOOESTEO
49 5.2 01 02 1113

Areallareas of theassistedlivingfacility fullyconstructed? .. Yes No (identify any areas not fully constructed
and the extent of construction progress)

NAME OF MANAGER PHONE NUMBER CEINUMBER
Aaron Campbell (301) 805-8422 (443} 421-0282
HOME ADDRESS (number, stmet) CITY STA'|'EI 7IP
8814 Allen$wOod Ro.id Randallstown MO 21133
NAME OF ALTERNATE MANAGER PHONE NUMBER Cl:LL NUMBER
Daisy Fill'mCr 301-776-4(122 240-533--6448
HOME ADDRESS (number, street) CITY STATL:  ZIP
10095 Washington Boulevard #218 Laurel MO 21133
NAME OF OELEGA TING NURSE (ON) PHONE NUMBER CELL NUMBER
Janice Cobb (443} 676-7350
HOME ADDRESS (num r. slreet) CITY STATE ZIP
8902 Mallar4.Court Columbia w-t MO 21045
ON'S LIJCENSI: NUMBER EXPIRATION DATE OF DN'S LICENSE
RN55670 04/2016 ”

tsyourfaclllty plannmg to operate, orcurrenUy operating, an"Alzheimer's Special Can:, Umtor Program?" QNO
Yes(refer tOttleinstruction guide fordetails on submitting your program description)

i 2. FEES = C:

To deterfine ttid amount of the non- refundable Ilcense fee and accepted methods of payment refer to the
instruction guide.

FEE ATTACHED? [XJ Yes

QHMH Form AL APP.11(4113)


http://www.heartfialdsasslstedllvlngatbowle.com/

i s GUOIR 1108000840 Page: 9 .. Date: I23R2014 G5 RT PM, o

, 3.OWNERSHIP (Typeofbusiness organization ofdisclosing entity}
O"’S_HI_P_ ™™ -PARTNERSHE.,., ...,

~ AME

Five Star -..th w/e-11\t) -,

ADDRESS

IF' PAAINE.RSHIP OR CORPORATION,
PARTNER, OFFICER, DIRECTOR, OR STOCKHOLDER INFORMATION AND PERCENTAGE OWNED IF 25% OR MORE

CORPORATN' gz ap [,

400 Centre Street, Newton, MA 02458

NAME ANP TIn.E E-MAIL PHONE ADDRESS 0/o
NUMBER OWNI:0
IF CORPORATION:
DATEOFCHARTER DATE-OF INCORPORATION l% Camer
NAME OF PRESIDENT PHONENUMBER ER
AOORESS (number, street) CITY STATE ZIP
4. BACKGROUND )
- fcant; , ; i tothird
parties that has been denied, suspended. or revoked? 11 No D Yes (explain)
; ; eoperation

ofahealthcarefacitltyorsimilarheallhcareprogram? Dno [X]Yes(explain)  /
- - - _

I'J:.

3. Doestheowner. applicantmanager, altemate manager, other staff, oranyhousehold member have acriminal
conviction or other criminal history? li) No D Yes(explain)

: 5. WORKERS" COMPENSATION

PW%W@@M—%&N‘?ﬁ&'%mpensaﬂon insurance information:

RRURKNEEER P E ol Zu e N EXPIRATION OATE

NM '‘Ne-., i,v1l Z.1 WI 2.7
IfyouansweredNO,a tional documentation from the Workers' Compensation Commission must accompany this
. application (refer to the instruction guide for details).
| & AFFIDAVIT

Isolemnly affirm IJf111ttr. e penalties of perjuryanduponperson8lknowledge thatthecontents of the foregoing
application are true. | understandthat tne falsification of an application for alicense may st,tbjecl me to criminal
prosecution, civil money penaltles, and/or the revocation of any license issued to me by the DHMH. In addition,
knowtngly and'vJUlfully'failiflg to fully ancf accurately disclose therequestedinformatiotf may resultin denial ofa
requesttobecomelicensedor,whamlheentityalreadyisncensed, arevocationofthatlicense.

| certify that Ihisagency isincompliance withadministrativeandprocedural requirements pertaining to the Assisted
Living Programs Code of Maryland Regulations (COMAR 10.07.14.)

Ifurther certify that I willnotify the OHCQ ff there are any future substantive changes inagency andoperation, and
thatwritten notiee will be given before the effective date of the change.

| hereby swear and affirm that | am over Ihe age of 21 and | am otherwise competent to sign this Affidavit.

DHMH Fonn ALAPP.1.1(4/13)



cossn v messins aclb OO DU Aol L Whcncnsta o SV B,

r%;;bing be pjmore than gna applicant's name, each applicant's signature is required.
PLI ] WLE s | 0aTE 4
SIGNATURE OF ABPJICANT - / gﬁr{fg &J’ = CED DATEQ /2 211
SIGNATURE OF APPUICANT ‘ DATE
SIG ATURE OF APPLICANT TITLE DATE
-FOROA=Ceug!alLY
TTCENSE NUMBER EI:I:/ 30.5.00 c%{gtﬁ ({

OHMH FoonAL APP.1.1 (A/13)




psiAp A RIRDaR . JA0TE . LAt SANENa B T

STATE OF MARYLAND
Department of Assessments and Taxation

I, tAUL 8. ANOD ItS I>N Or THESTATBDEPARTMENT OF ASSESSMENTS AND TAXATION 01'-THE
STATE OF MARYLAND, 00 tHiRI:C13Y C..ERTII'Y THAT THE DEPARTMS6N'l'. SY LI\WS o r THE
STAIE,, IS TIE CUSTODIAN OF THE RECOROS OF THIS STATE RELATING TO THE

r'ORFEITURE OR SUSPENSION OF CORPOR.A'fE CHARTERS, OR THE RIOJITS OF CORPORATIONS
TO TRANSACT BUSINESS IN THIS STATE AN'D THAT | AM 'rffE PROPER OFFICER TO EXECUTE
TH.TS CERTIFJCATE.

| FURTHER CERTIFY THAT C:SQ, INC., QUALIFIED OCTOBER 28, 2002, IS A CORPORATION
. DULY rncoR.POAATet> ANO EXJSTINGUNDER AND-<BY V1R11UEoFTIJE LAWS OF THE STAT'E

OF DELAWARE AND THE CORPORATION HAS F1LED ALL ANNUAL REPORTS 'R QUI'R.£0, AAS NO

OUTSTANDING LATEFILINGPENALT16SONTIIOSEREPORTS, ANDHAr- ARESIDLIN'I'AGENT.
THEREFORE, THE CORPORATION IS AT THIi TIMS OF THIS C&RTff'IC;\TE IN GOOD STANDING
WJITHTHISOEPARTMENT AND DULYV AillHORJZB'O TOEXERCISE ALL THEPOWERSRECITED IN
ITS CHARTHR OR CER11FICATE OF [NCORPORATION, AND TO TRANSACT INTERSTATE,
INTRASTATE AND FORBIGN BUSINESS IN MARYLAND.

INWITNESSWHSREOF, IHAVEHEREUNTO SUBSCRIBED MV StTGNATUREAND AFFIXED THE
SEAL OF THB STATE DEPARTMENf OF ASSESSMENTS ANO TAXATION OF MARYLAND AT
BALTIMORE ON THTS JULY 27, 2012.

Q_Zm?@z.v

Paul B. Anderson
Charter Division

301 West Preston Street, Baltimore, Maryland 21201
Telephone Ballo, Metro (410) 767-1340 | Outside Baito. Metro (888) 246-5941
MRS (Maryland Relay Service) (800) 735 2258 Tr/Voice
Fax (410) 333 7097

h
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=
=
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STATE OF MARYLAND
DEPARTMENT OF HEALTHANQ, MENTAL HYGIENE

OI?FICE 0.FHEALTH CARE QUALITY

SPRING GROVE CENTE:R.
BLAND BRYANT,I3UILDING

55,WADE AVENUE
CATONSVILLE, MARYLAND 21228

CJeh e

License No. 16AL492 G

Issued to:  FivStar Quality Care-MD, CLC
T/A Heartfie:tdsAt Bowie
7()00 Laurel Bowie Road
Bowie, MD 20715- L075

Type of Facility or Com_mlfrﬂty Prog ram: Numberof Beds: .- Level of Care:
Assisted LIving S2 3

TWO YEAR LICENSE

Date Issued: October 25, 2012 Expiration Date: October 24, 2014

Renewal License - Replaces Lictinse #16 AL492-F

Author i ty to operate in this State- is granted to the above entity pursuan t to The I-kaltl1-GeneralArticle; Title 19 § 1801, el.
seq., Annotated CodeofMaryland , including all applicabk rules and regulatignspromulglit!!'d there undef. Thisdocumentis

not trans ferab le.

ho B loiiin/

a.fll,;/ fine,.




Assisted Living Renewal Application - Corporation

Tradt Nontt of Assisted Living /I(HM; (Piuse note any corrections)

License#: |6AL492. ... -,

HcartFlclds at Bowie Lo 'L
7600 Llurct Bowie Rol11.d

Bowle, MD 20'/.iS-+ "« ."

Phaias: R0LR9R:8422 Flu:, Jm.gog-86:U r
’ ’_Ms.,oc\ Q OpX\ 3 \ (I.Coh.-,
_— Gtet  111- 2:>So

Name and phone# OI' Corponte owner of the bmillcss: (note: tllis will be the entity to whil:h the liceasc: b i,sucd)
Plel11le note uy eornctiolll.

Five Star Quality Caro MD LLC

6177968387
a—me owna-opcnlo and - lhemmcdImDE ladllly?
1f no; idelltify the mmnagcment strueture and Its relationship to the b,s nlt ;ts er.
1
Name of Assisted LMag MKamger: Leslie Ray Ceo #: |IIUT\J - | | UJ. s
Number of beds reqaatcd, SI _ Level or are requestea: s

(Please note any corrediou:}

Hpvc aay owners, officers, dinetor agtnu or mHDagr:riaJ c1111ployccs been denied D [k:cnse, Ol"fu it, or cerdfieation, or bad
alicense, permii Or certificate I'C\'oked toprovide 1:1,retotltlrd part.its? Yes IT No

Hyes, explain:

Doe:, the applieaot, as.ilittd liv i: mau cr, stall', or any huutchold member have a nimin11l conv n orotltc:r
crimhw history? D vcs [ti/N -

Ifyes, e:xrplain: — — —

Please answer Ibofollowing quc.,tioas rcg: &rdilllg W0rkaen'1 Compensation. This msM be compJcted with your
applialtion. /

. Doyouhweemployees?  ..Jl.yes - no

1ZITI you answered 'ES to the question 11>0ve pkaic provide the following information:
« Workmen'ii Compensation Policy# 01'1' LO 5°'6

+ lasurance Company CD.0.I-[.{) IOS!AP:-lh.' ' @

+  Effective date: of policy_ ===.11-

+  hpintioll date or policy___ z.-i/ 1., [+—

Téf<2) Year Application Fee Required: - '
TOTAL.DUE! S 892 Deputment of Health and Mental Hyg c(D>HMH) rechomesin:ipeaed by OHCQ

« MDoA, DKR and lot.al health departments may collect additlon11lfee!i.

Based upon the option e please enclose Il noa-refuacblble fee (bu in I'- check nr money order only) made payliblcto
the “DHMH"', Marylarad State of Department or Health and Mentlll Hygiena. (NO PERSONAL CHECKS)

Printed 08/22/12 Page 1 0f2

9/f.. d 22980« L f)N IN 11 031SISS'i 65:€L 22-80-2L0¢



DurinKthe2002Gcnt!ral Se!sion SenateBill 746 entiticd Ak/leimu'sSp«ialCareUnitorProgramwasenacted into law.
Assisted Living Programs offering scn>ic:cstoindividual!' with Alzheimer's orarelated disorder may need todevelop
program description asoutlioin thelaw. Thedefinitioncontained in SB 746 is11bown below. If youranswertothe
question is "yes", please follow the Instructions for submission of your program description/

Does your fncility opcrnte nn .. Attheimeres Special Care Unitol' PI'(Ilgrmn™"! yes 1JZfno O

If yes, please submiito tl,h,g_ffir.cD d ription O your Atdlcimcr's Special Care Unit:or P.r,r;r ......., - ¢h  llist include:

QR PSP R Shp e

Admisliol' procedura mehiding scree.Ing crite ; O (| \O V) [\ U rAll

Assessmont and car's planning protocol; {1 U Voot

SW'Dng patterns

Adescription oftINI physieal environmentand an)' uniquedeslen features appropriate to

support the ranctionint of eognitively Impaired illdividuals;

A dcsuiptiou of'ac:mities includiui frequeni;iy aad type..;

Charp$ W ick,nlill For" """ provicled by tfMI Alzbeimar'll Special C111re or Program;
w e =1L D) thtrge. procedu.res P et Fee e ®

Any services, tnining, or other Proeeourcs th.atsrc overand -bove those thatare prowdcnd In

the etisting ASSided living program:.and

{YOUR RENEW AL LICENSE CANNOT BE PROCESSED WITHOUT THESE DOCUMENTS)
Fire Inspection Report:

Scind In a copy of your approved nrc Ins on report. Please Contact:
Prince George', County Fire/EMS Department .Fire Prevention Office FII'C Services BuUdlInit, 6320 Webster Street,
Landover, Maryland '.207&4, 301-583-1 0.

OtbcrN :

Food Service Permit- Please scud ia a copy of your facility's food service permit from yoar county.

Corpora&n Good Standing Document - Please submit a coPY from the State of Maryland. Assessments & Taxation
office for your corporation status. Print out  ur statusonlinc; - http:// datcc:rt3, iusa,9r:2/1JCC-
hurtct/CharterScarch  r.alipx can  fr at 1-888-146-5941.

Signuture of two<Orpor; ceryreq

Namem lawdl le TTeosuier Gemad C¥D [ Date
1 Y% /o/ 91z

Nam_}w&e X, M+'Tr Tithe ’?r C.-{‘.d % awer SO [ Date

"% ..3.0..JCi. <- I'., dosol any declare and affirm under penalties of

perjury that the contents oft e foregoing application are true to the best of my knowledge,
information, and belief. 1 understand that the falsification of an application for a license shall
subject me to criminal prosecution, civil money penalties, and/or the revocation of any license issued
to me by the Dcpntment of lleaJth and Mental Hygiene. ,,

LSS ST S NS SIS RIS SR SRS TSN E I SIS NN SIS SIS ECICISCSCECYNOCURCENHEEANQRIIIZITZR2ZAISE

/)7 7/~

(For office use only)

Fce; {(/)?[ Cb k/IMO#:

Date of Check:

Printed 08/22/12 Page 2 of 2
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OWNERSHIP FORM

The completion of this form Is necessary for initial licensure and license renewal. PIHSe attach the
I N Jleted form to your license applicatiol1. Allspacesin thisform must be completed. If a particular
=se

d]ogspot apply, insert the phrase "Not Applicable” or "NIA".
|
Lﬁf Lvc-- .t--

] SOL PROPRIETORSHIP Email Address:

Name of Owner

Home Street Address of Owner

-.ctb

Ctty. Stste& Ziptod, ~ “w- - = - - - - - - - -

D RARTNERSHIP

Home Addres_s

City, State& Zip Code

Name(s), Title(s), Address(es) and Telephone Number(s) of Partners and Percentuge Owned if2% or More

Name Title Einail AddnIS8 | Telephone
Number

Bomc Address

%
Owned

[J CORPORATION
Name of Corporation

Address of Corporation ,

City, State&ZipCode

CorponltionPresidentName, Addl'CJSandTelephone Number:

HPLEASKNOTE: Youmut 111b111ite copyofyollrl(10d9tanduigvul(,catioof'ro111theStateof Maryland, Anelmecnti & 'raxatloaoffice.

Name(s). Tltle(s)Addre."1S(es) and Telephone Numbet(s)ofOffi r(s), Director(:i), Stockholdcr(s)& percentageowned If

2%ormore
Name Title Email Address Telepbobc Boane Address %
Nwnber Owned
Date of Charter Oate of Incorporation
FEMN# — — o o - = = ——————
|
DHMH1250A Page | of2 Revi td 090009

9/S d 229850 « NIAil

031S1SS'l

00:, 22-so0-2Lo,



OWNERSHIP FORM

OTHER (specify)|_;M:ted | ;a_b; [, %y
Should aforementioned corporcltion or panncrsbip be wholly or partly owned by another organization, the

following shall be completed with respect to the organiiation owning all or part of the disclosing entity: List
percentage owned if2% or more,

Neee ifoode.vs - o) J.Je.!+!kH-,iMJ[ LdGoss

[ |
Name Title Ema.1 Address | Telephone Homo Address %
Number Owned

2\ e

WAL

o 8407

Tvpe Of Control (.I:.hcck one)

Voluntary
No Profit 7 Government
0 Church D  state
D Other (specify) D County
0 City
0 City/County
If thedisclosing entity operates the business under a lease, thefollowing section shaJl be completed and a copy of the
lease attached.
Lcs me(s ddrellS(es) Leasor Name(s) & Addrcss(es)
?aﬁ% l'<\|nown L):sg&rAenar% (also known as - Laodlord)
weS\tM ¥4 Wt f.)w.. sy U\S \\ es \'tv..s+
40DW<e0.- IM.f! tvti 255 L BiDii. 6t N Vi 5'8
| -
Expiration Date of Lease Ry ARN J-I .2J)2D

"l,_a.-\ & la.-Ja....J '.t.rU..Et: f_ V.do solemnly declare and aftinn under penalties of perjury that
the contents oftheregoing appli<:ationare'lructothebestofmy knowledge,, information, and belief.  undcn;tand that
the falsification of an application for a Ifccnscshall subject me tocriminal pro cution, ci il money penalties, and/or the
revocation of any li issued to e by the Department of Health and Mental Hy$i e. “.;--

(I'te " If r Assl.Jtttl Ll,ing Progrum Is ROILg:"1 be In INn &,,,. one applicant's neiistjtad 11PPllc»m1'1t :signahire b rt:qMired oii tllh/arm)

Sipnatu
e (Veagu e [ 9/ "'/ /T
/A{Zi‘,q %J/\/I Title " Date
esident awd QES  Oaf,,
Name gx 3. Mhekey 3¢ | Title I Date
DHMH 1ZSIJA Puge 2 of 2 Revised 09/2009

9/9 d 229850« L DNIA11 031SISS 00=; 22-ao-2Lo,
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v
STATE OF MARYLAND
Department of Assessments and Taxation

S RN R R T
I, PAUL B. ANDERSON OF THE STATE DEPARTMENT OF ASSESSMENTS AND TAXATION OF THE
STATE OF MARYLAND, DO HEREBY CERTIFY THAT THE DEPARTMENT, BY LAWS OF THE
STATE, IS THE CUSTODIAN OF THE RECORDS OF THIS STATE RELATING TO THE

FORFEITURE OR SUSPENSION OF CORPORATE CHARTERS, OR THE RIGHTS OF CORPORATIONS
TO TRANSACT BUSCNESS IN THIS STATE AND THAT | AM THE PROPER OFFICER TO EXECUTE
THIS CERTIFICATE.

| FURTHER CERTIFY THAT FSQ, INC., QUALIFIED OCTOBER 28, 2002, 'S A CORPORATION
DULY INCORPORATED AND EXISTCNG UNDER AND BY VIRTUE OF THE LAWS OF THE STATE
OF DELAWARE AND THE CORPORNT.ION I-IAS-fl | :ED ALL A:NNU AL REPORTS REQUIRED, Hi\S NO
OUTSTANDING LATE FILING PENALTIES ON THOSE REPORTS, AND HAS A RESIDENT AGENT.
THEREFORE, THE CORPORATION IS AT THE TIME OF THIS CERTIFICATE IN GOOD STANDING
WITH THIS DEPARTMENT AND DULY AUTHORIZED TO EXERCISE ALL THE POWERS RECITED fN
ITS CHARTER OR CERTIFICATE OF INCORPORATION, AND TO TRANSACT INTER.ST ATE,
INTRASTATE AND FOREIGN BUSfNESS IN MARYLAND.

IN WITNESS WHEREOF, | HAVE HEREUNTO SUBSCRIBED MY SIGNATURE AND AFFIXED THE
SEAL OF THE STATE DEPARTMENT OF ASSESSMENTS AND TAXATION OF MARYLAND AT
BALTIMORE ON NUS JULY 27, 2012.

9

G2 @z.v

Paul B. Anderson
Charter Division

)

RRRSRRSERR

-

O

301 West Preston Street; Baltimore, Mmyland 21201
Telephone Ba/to. Metro (410) 767-1340 | Outside Ba/to. Metro (888) 246-5941
IVJRS (Maryland Relay Service) (800) 735-2258 TT/Voice
Fax (410) 333-7097
R7744472
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Entity Detail Page 1 of 1

Entity Nume: FI VE STAR QUALITY CARE-MD, LLC
De tID #: 206979470

General Infonnntion Amendments Personal I'roperty Certincnk of Stluus

Principal Oflicc 2711CENTERVILLERD.STE.400
{Current): WILMINGTON, DE 19805
. CSC-LA WYERS INCORPORATING SERVICE COMPA
(Curtenty BALTIMORE MD 21202
L S, AN E R e e e YRR
Good Stand ing: Yes  WIIHIL1111 - it1193 - 3dwh:11ahdd. i1l i pufill yutf  Lddddinic,. forfrill:dd"
Business Code: Other
Damﬂmmﬂ 09;04n002
Stute UL Eormation: DE
Stock/Nimsliick; NIA
Close/Not Close: Unknown

1Link Definition

General Information General information about this entity

Amendmcnls Original and subsequent documenls filed

Personal Property Personal Property Return Filing Information and Property Assessments
Certificate of Status Get a Certificate of Good Standing for this entity

http://sdatcert3.resiusa.org/UCC-Charter/DisplayEntity b.aspx?EntityID=206979470&E ... 1 0/16/2012


http://sdatcert3.resiusa.org/UCC-Charter/DisplayEntity_b.aspx?Entity

Umtorm Disclosure Statement
February 2009, DHMH Form4662

Maryland Assisted Living Program

Uniform Disclosure Statement

What is the Purpose of the Disclosure Statement?

The purpose of the Disclosure Statement is to empower consumers by describing an assisted livingprogram's policies and
servicesinauniform manner. This format gives prospective residents and their families consistent categories of information
from which they can compare programs and services.!

Ilis important to note that the Disclosure Statement is not intended to take the place of visiting the program , talking with
; resident,s.ormeeting one-on-one with staff. Nor is the statement a.bir,ding.cpn.tr.act.ocsubstitute for the Resident Agreement.
Rather,itserves as additional information for making aninformed decision aboutthe services provided ineachprogram.

IR

If you have any questions about anyissue raised in the Disclosure Statement orin the Resident Agreement provided by an
assistedliving program, please seek clarification from thatprogram's manager oradministrator.

What is Assisted Living?

Assisted livingis away to provide care to people who are having difficulty living independenUy. Assisted living providers furnish a
placetolive,meals, andassistance with dailyactivities suchasdressing,bathing, eating, andmanaging medication.sAssisted
living programs also tend to have aless institutional look than nursing homes.However, these facilities are not as highly
regulated by the State asnursing homes. There are awide variety ofassisted living programsin Maryland. Theyrange from
large,corporate-managedfacilities wherehundreds of people liveintheir ownapartments tosmall, private homes.

Assisted living programs may differinmany ways including, butnotlimited to: size, staff qualifications, services offered, location,
fees,sponsorship, whethertheyarefreestanding orpartofacontinuumofcare, participationintheMedicaid Waiver, ability to
ageinplace,andvisitinghours. Therefore, consumers should try to have ageneralidea of whattype of setting, services,and
pricerangetheymaywantbeforecontactinganassistedlivingprogram,aswellashavingquestionspreparedtoaskthe
program manager or administrato.rConsumers may find the Maryland Department of Aging's publication entitled,'Assisted
Livingin Maryland: What You Need to Know,"helpful when they are contemplating assistedliving. The publication maybe
downloaded from the Department of Aging's Web site. (http: //www.mdoastatemd.us/documents/Aduide_002d

Inaddition, the Office of Health Care Quality (OHCQ) encourages consumers to verify thelicensure status of any assisted living

program that they are considering. A list of licensed assisted living programs is available online.
(http://lwww.dhmh.maryland.gov/ohcg/about_ohcg/licensee_directory.htm)

Where can | find the Assisted Living Licensure Standards?
The Assisted Living Licensure Standards are found in the Code of Maryland Regulations (COMAR) 10.07.14,available at public

libraries, online at http:/Aww.dsd.state.md.us/comar:/orordered for a small fee from the OHCQ. A copy of the mostrecent.,,,.. .
surveyreportofanassistedlivingprogram maybe obtained fromthe program's manager oradministrator.

1 Assisted Livingproviders are not reqwrfil! to provideall of the services listed in the DisclosureStatement-regulatory requirements may be foundin
COMAR 1007.14.

Page | of9
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Umtorm Disclosure Statement
Fe brua ry 2009, DHMH Form 4662

1) Assisted Living Program Contact Information:

Facility Name HeartFields at Bowie

& S No.l?/-\i]'!i [|_,-‘ " No. of Lic ns(})d Bfl(lsilSZ s ... ,-Levelof Care at which Facility is

e, -] Licensed 3

Address (Street. City, State, Zip)7600 Laurel Bowie Road Bowie, MD 20715

Phone Number 301-805-8422 Fax Number30:805-8622

E-Mail Address (optional) Operator/Management Company 5 Star Senior Care

Manager Jennifer Harris Contact Information 301-805-8422
..OelegatiQg-l}lurse.Mar:y.Morgari, RN Contact InfonlatiOn 30.WQ! 81.22. . ,

Alternate Manager Daisy Farmer ]
Contact Information 301-805-8%22

Completed By Jennifer Harris Title Executive Director Date Completed8/5/2010

2) What sources of payment are accepted?

Assisted living programs differ in what types of sources they may accept for paymen,te.g. private insurance, Medicaid, private
pay, SSI/SSDI, etc. What sources of payment are accepted at this program?

private pay

3) What are levels of care?

Thelevelsofcare correspond withhow muchassistance residents need. Thelevel of care designation, therefore, reflects the
complexity ofthe servicesrequired tomeettheneedsofaresident. The State ofMarylandrecognizes threelevelsofcare,and
theyareasfollows: Levellislowlevelofcarerequired, Level 2ismoderatelevelofcarerequire,dandLevel 3ishighlevel of
care required.

Aresident's level of care is determined by the Resident Assessment Tool, which collects essential information about aresident's
physical, functional, and psychosocial strengths and deficits. There are two components to the assessment tool - aHealth Care
Practitioners Physical Assessment, to be completed or verified by a health care practitioner, and the Assisted Living Manager's
Assessment, tobecompletedby theAssisted LivingManager or designee. Aresident's score ontheassessment tool
determines his/her level of care (Level L=atotal score 0of0-20: Level 2=atotal score of 21-40:and Level 3=atotal score of 41
or higher).

Some assisted livingprograms may have elected todevelop.morethan three levels ofcare. Ifanassistedlivingprogramhas
morethanthreelevelsofcare,please describe thelevelsofeweandhowtheycorrelate tothethreelevelsofcarerecognized by
the State. In addition, include program charges for eachlevel.of care.

Explanation: (You may attach materials as neceuo,y) Level o« i e thata re,ldent may have the need for prin te duty, it maybe that the re,ident ma y need

Hospice Caret maybe an elo pement risk with bracelet, or may need care aboYe the score OI' 56.

Page 2 of 9



Uniform Disclosure Statement

4) What is a Resident Agreement?

February 2009, DHMH Form4662

The resident agreement is alegal contract, obligating a consumer to provide payment inreturn for services to be provided by the
assisted living program. An assisted living program will provide a consumer with a Resident Agreement to review and sign prior
tomove-in. Prospective residents should feel free torequest acopy of asample residentagreement atany time.

"":“"N"“":‘""‘ R TN

Theresident agreement is required by regulation toinclude, ata minimum, the information provided in C

wpindgpians Yt Riyg

OMAR 10.07.14.24(D)

and10.07.14.25(A),suchas: thelevel of care the programislicensed toprovide, alist of services provided by the program,an
explanation of the program'scomplaint or grievance procedure; admission and discharge policies and procedures; obligations of
theprogramandtheresidentortheresident's representative withregards tofinancial matters-handlingresidentfinances,
purchaseorrental of essential or desired equipment; arranging or contracting for services notcovered by the resident
agreemen;tratestructure andpayment provisions;identificationof persons responsible for paymen;tnoticeprovisions for rate
increases; billing,payment, andcreditpolices; and termsgoverning therefund ofany prepaid feesorchargesintheeventofa
resident's discharge or termination of the resident agreement.

5) What Services are Provided?

S WAL S ARGt oo Cn = = s Y

Consumers should expect assisted living programs to provide clear information regarding services and fees. Some programs
may charge feesforserviceshasedontheresident'sassessedlevelofcare, while othersmay providean"alacarte"menuof
services. Consumers should understand whatisincluded in the base monthly rate, what services require an additional charge,
circumstances underwhich fees mayincrease, and the refund policy. Belowisacharttohelp consumers better compare
assisted living programs. This chartisnotall-inclusive and providers may offer more or fewer services thanlisted below.

Offered Service IncludedinBase May bePurchased
RateforLevelof | Separately. If so,
Yes | No Care plegse indiz:/atecost
(yes/no)
Nursing and Clinical Care:
LJ | 24-HourAwake Staff, Including Awake Overnight Staff yes
Nursing Review Every 45 Days (Required by COMAR) yes
tj On-site LicensedNursing/ Hours/Week) yes- 24/7
Physician Services yes cost per doctor
Bladder Incontinence Care yes LOC
EJ | Bowel Incontinence Care yes LOC
u Catheter Care n/a n/a
Consultantpharmacistmedicationreview (requiredinsomecases) | yes
[] | Diabetes Care no LOC
End of Life Care no hospice services
LJ | Home Health no outside provider
] charges-svscanbe
done inhouse
Hospice Care no outside provider
charges- svs can be
done in house,
] outside provider
charges $46.00
Incontinence Products no product charges
depends on product
LJ Infection Control Materials (e.g., gloves, masks, etc.) no
Nutritional Supplements no purchased by family

Page 3 of 9



Umtorm Disclosure Statement
February 2009, DHMH Form 4662

0 N Service Planand Frequency (Requiredby COMAR at yes-atmovein,
least every 6 months) PRN and at least
every 6 months
0 L] Temporary use of wheelchair/walker yes- if available
Offered Service Included in Base | May be Purchased
Yes No Rate for Level of | Separately. Ifso,please

Care
(yes/no)

indicate cost.

Personal Care:

Arrange/Coordinate Medical Appointments

yes- assistance

u providedi-f* " - --"
O requested
183 [] | Assistance.with bathing no LOC
f@j-l Assistance with dressing no LOC
U | Assistance with handling money N/A
Assistance with incontinence no LOC
0 183 | Assistance with preparing meals all meals
included in Base
rent
183 HI Assistance with shopping for food or personal items yes- with activity
program
183 Assistance with toileting no LOC
u Qg Companion Services no outside provider
charges-svscanbe
one inhouse
[] done inh
f2.l Housekeeping yes
18l u Mobilityl Transfer Assistance no
u [8] | Personal Care Items no
Environment:
u Activitiesprogram( days per week), specify programs or yes- see outside activites are
attach calendar. attached- alsooffered atyourcost
provided7daysa | if requested
week
cohol Consumption yes- if part 0 wit order
Alcohol C pti if f ith MD ord

activity program

Barber/Beauty Shop

no

prices postedinsalon

Cable TV

no

call cable provider

8lc|lc| O

Fire Sprinklers(_in all areas or in some areas), specify:

yes-inallareas

Internet Access

(10

callinternetprovider

181 Linens/Towels yes
LJ 183 | chair Glide System

] Qg Dry Cleaning Services

LJ [ ] | Elevators no
£83 Emergency Call System yes
[1$J Emergency Generator yes

Page 4 of 9
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Unuorm Disclosure Statement

February 2009, DHMH Form4662

181 [] | Fire Alarm System yes
[] [81 | Automatic Electronic Defibrillators (AEDs) no
181 []__| Handrails yes
1ol B9 T Personal Laundry yes
_ yes-local .| longdisla ce charged
181 [] | PersonalPhone . included back toresident
181 LJ | PetsAllowed, specify: no refertopetpolicy
f8I LJ | Ramps yes
181 LJ | Security Servics. specify: yes- locks, alarm
system
LJ | Smoking yes-outside only]
LJ | SecuredAreas no LOCIinALZ.area
101
L0117 T Sprinklersystem .- --. yes —
f8| ) _ yes- some with | pay request private
0 Transportation, specify activity program | transportation thru
heartlands ($55 pr trip)
or with an outside
provider
181 [] | Visitation, specify hours andinclude the facility's policies and yes- open24/ 7 | lobby phone
procedures for visitors doors locked after 7pry
Offered Service IncludedinBase | May be Purchased
Yes No Rate forLevel of |Separately. If so,please

Care indicate cost.
(yes/no)
Environment: (Cpntinued)
LJ | Volunteer Services, specify andinclude the facility's policies and yes-thru activity continue
procedures department
] Wander Guard or similar system. specify: no- wanderguard | 75.00
$100 per month
Dietary:
LJ | Meals{ perday &snacks){COMARrequiresaminimumof yes3mealsper | guestmeals chargediat
3mealsperday&additionalsnacks) day+snacks posted rate
181 LJ | SpecialDiets, specify: yes- No added
salt, no
concentrated
sweets,
mechanical soft.
puree
f8l ] Family or Congregate Meals no guest meals charged at
posted rate
Pharmaceyticals/Medications: . . hvsieal thera
v L5 Duraute 'V'W'w“—w'w“wh °P°""y Py Stearticrapyy
1ol 1= | Medication Administration LOC $11 or $15 per day
181 N Medicatidn Injections LOC $15 per day
O Pharmaceuticals no cost per item thru
pharmacy
LI [ Self Administration of Medications Permitted yes
181 ] UseofOutside Pharmacy Permitted yesmail order medication
management charges
apply
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12J n Use of Mail Order Pharmacy Permitted no medication
management charges
apply

Specialized Care or Services:
12J n Behavior Management: Verbal

Aggression yes may need - depending
L on ss,v3ritloutsid ; ©
provider charges- svs
can be done in house
] ] Behavior Management: Physical Aggression yes may need - depending
: on severity outside
providercharges- svs
can be done in house

IXI IJ | Dementia Care yes $32.00perdayLOC
[2J | Intravenous Therapy
2] ] Mental I:leallhS.UimPc8. 2 0<IS.8.Mcl3S, .specify; no . o|enPutside,prmvider ... . .

charges-svscanbe
done inhouse

IXI IXI | Ostomy Care
12J OxyQen Administration yes/no may be LOC
H Special Care Units, ifthere are additional charges for this type of no Alheimer's LOC
care, please specify cost difference as well as how those services
u differ fromthe services provided intherestofthe program.
Services for persons who are blind no/ yes LOC
LJ Staff who can sign for the deaf N/A
[81 | Bilingual Services N/A
[81 | Tube Feeding N/A
m Wound Care no $7.00/day after seven
days

Are the resident, resident's representativ e, or family members involved in the service planning process? t8l ves O No

Explanation: (option a I) Initial asse,sment, as needs change, PRN and every 6 months a family meeting is offered

Is the service plan reviewed with the resident. resident's representative, or family members? t8] Yes D No

Explanatlon:(optionaJ) Ini ti al assessment, as needs change, PRN and eeert 6 months a fam ily meeting is offered

Who assists with or administers medications? {Check all which apply)
12J Delegating Nurse/Registered Nurse [81 Licensed Practical Nurse D Medication Technician O Other (specfiy):

6) What are the¢- teri for discharge or transfer?
! - ond4 e R U W

The followingis alist of situations that may necessitate the termination of the resident agreement and the-transferor discharge of

aresidentfromanassistedlivingprogram. Consumers areencouraged toinquire aboutanassistedlivingprogram's policies

andproceduresintheeventthataresidentmustrelocate. Thislistisnotall-inclusive andcriteriawilldiffer depending uponthe

assistedliving program's ability to provide certaintypes of care. Alltransfers and discharges mustcomply with Maryland

regulatory requirement,sincluding notice requiremen,tsandterms of the Resident Agreement.*-
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Criteria/Factor which may: Cause Cause Require the use of external
(temporary) (permanent) resources
transfer discharge
Medical condition requiring care exceeding that of which the 18] 181 18]
facility determines it can safely provide Y B -
Unacceptable physical, verbal, or sexual behavior 18] 181 [8]
Medication stabilization [8 [8J 1zl
Danger to self or others [8]
Inability to toilet L] L] Ll
Non-ambulatory rzl LJ
Inability to eat/tube feeding L] L]
Must be hand fed LJ LJ LJ
-Inability to walk/bedfast L T . rgd >
Others: 18] 8l rgd
Mental health issues, specify: 18] 18] O
Mobility changes L] L] 18]
Needs skilled nursing care LJ
Requires sitters rgJ [8J IZl
Medication injections L] L] LJ
Behavior management for verbal or physical aggression 18] t8]
Bladder incontinence care L] u LJ
Bowel incontinence care LJ L] L]
Intravenous (IV) therapy 18I 18l L]
Level of care change 181
Moderate or advanced dementia, specify: ] LJ ]
Memtal Health Issues (from above- conditions requiring aggressive treatment, ]_8]_ 18] D
Others- from above- Wound care 181 18]
LJ LJ LJ
L] u LJ
LJ LJ LJ

‘Under Maryland Regulations an assisted living program may not provide services toanindividual who at the 1ime ofinitial admission, as established by the
inijial assessment. requires: (1) More thanintennittent nursing care; (2) Treatment of stage three or stage four skin ulcers; (3) Ventilator services; (4) Skilled
monitoring, testing, and aggressive adjustment of medications and treatments where there is the presence of, or risk for, a fluctuating acute condition: (5)
Monitoring of a chronic medical condition thatisnotcontrollable through readily available medications and treatments; or (6) Treatrnent for a disease or condition
which requires more than contact isolation. Exceptions to the conditions listed above are provided forindividuals who are under the care of alicensed general

hospice program.

Who makes the resident discharge or transfer decision?

181 Assisted Living Manager
8J Delegating Nurse
Registered Nurse

181 other (specify)management team
Do families have inputinto the discharge or transfer decision? 181 yes DNo

Isthere an avenue to appeal the discharge or transfer decision? [8] Yes D No
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Explanation:(optional) may call corporate 5 Star Quality Care- Gold Star line

+ 002: t11& assisted living program assist families in making discl:::;,gs or t-w":. p:Jns? IZl yes D No

Explanation:(optional) will as,i,t lamilie, with transfer to another AL, IL, ALZ, Skilled, etc

7) What are the requirements for staff training?

s e s, - (COMAR requires that assisted living programs provide iriitialtmd annualtrainingfor-the-alternate manager and staffin: (a) fire--"-, ,,;.,,,,,,in
and life safety, including the use of fire extinguishers; (b) infection control, including standard precautions, contact precautions,
andhand hygiene; (c) basicfood safety; {d) emergency disaster plans; (e) basic firstaid by a certified firstaidinstructor; and (0
cognitive impairment and mentalillness training. Staff musthave training orexperience in: (a) the health and psychosocial
needsofthe population being served; (b) the residentassessment process; (c) the use of service plans; and (d) residentrights.
Asufficientnumber of staffmustalsohaveinitial and ongoing trainingin CPR training froma certified instructor. Consumers are
encouraged totalk to the assisted living program manager about sources of staff training andtheir qualifications.

COMAR requires that assisted living program managers have sufficient skills, training, and experience to serve the residents in a

manner thatis consistentwith the philosophy ofassistedliving. Managers musthave verifiable knowledge in: (a) the health and

psychosocial needs of the population being served; (b) the resident assessment process; (¢) use of service plans; (d) cuing,

coaching, and monitoring residents who self-administer medications with or without assistance; (e) providing assistance with

ambulation, personal hygiene, dressing, toileting, and feeding; and (D resident rights. Managers must receive initial and annual
trainingin: (a) fire and life safety; (b) infection control, including standard precautions; (c) emergency disaster plans; and (d)

basic food safety. Managers are required tohaveinitial certification and recertificationin: (a) basic firstaid by a certified firstaid

instructor; and (b) basic CPR by a certified CPR instructor.

COMAR requires that assisted living program managers of programs licensed for five beds or more have completed an 80-hour
manager's training course. Some managers are exempt from this requirement.

Some assisted living programs may elect to require training for staff, managers, and alternate managers beyond these
requirements.
Additional training provided:

8) What is the assisted living program'’s staffing pattern?

COMAR requires assisted living programs to develop a staffing plan thatincludes on-site staff sufficientinnumber and
qualificationstomeetthe 24-hour scheduled andunscheduled needsoftheresidents. Thedelegating nurse,basedonthe
needs of aresident, may issue anursing order for on-site nursing.

SHIFTS NUMBER OF STAFF PER SHIFT PER DAY
(Enter the — —
hours of each RN LPN | CNA | Medication Activity _Non- Other Awake «
of your Tech. Workers Llce_ns_ed Workers Overnight
facility's Assistiva
shifts) Personnel
7am-3pm 1 4 may 4 may be 7
be CN.Aor
C.N.A. NON C.N.A
or Non-
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C.NA

3pm-11pm & 1 4May 4 May be 1 all

4pm-8pm be C.N.A. or

C.NA Non-C.N.A
orNon- 2 may be
CN.A. 2SSl L >
2 may Non-C.N.A.
be
CNA.
ornon-
C.N.A.

1lam-7pm 1 1

11pm-7am 1 2 May 2 May be 3 - all awake
be C.N.A. or staff
C.NA. Non- C.N.A.

cee\l or Non_ Trento1Ct -,
C.N.A.
8am/9am-5pm 1 Mgmt/desk
staff-8
If staff do not work on a per-day basis, indicate the onsite hours per month.
RN LPN Physician Social Worker Phannacist
delegating RN 2232 Monthly QUARTERLY

Explanation: Delegating RN is a contractual employee, Pharmacist reviews resident charts quarterly

9) How do I file acomplaint?

Under Maryland regulations, assisted living programs are required to have an internal complaint or grievance procedure. An
explanation of the assisted living program's internal complaint or grievance procedure mustbeincluded in the resident
agreement. Consumers should review thisinformation and make sure thatthey understand howtheinternal complaint or
grievance procedure operates. Consumers should directany questions abouttheinternal procedure to the assisted living
program's manager or administrator.

Consumers may also report concerns or file acomplaint regarding an assisted living program to the Office of Health Care
Quality. Complaints may be registered over the phone orthrough the OHCQ Website. Complaints may be anonymous. For
more information regarding filing a complaint, please visit the Office of Health Care Quality's Web site at
http://www.dhmh.state.md.us/ohcqg/fag_help/file_a_complaint.ntmorcall (410)402-8217 or1-877-402-8218.

Maryland Departmellt of)-J.e.alth;i,nd Mental Hygiene-Office of Health Care Quality bl b
Spring Grove Hospital-Center-Bland Bryant Building
SS Wade Avenue
Catonsville, Maryland 21228
Phone: (410) 402-8000 Toll Free: 1-877-402-8218
www.dhmbh.state.rnd.us/ohcq
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STATE OF MARYLAND
DEPARTMEITT OF HEALTH ANDMENTAL HYGIENE (DHMH)
QFFICE OF HEALTH CARE QU LUTY (OHCOQO)

ASSISTEDLIVING Office of
APPLICATION FORLICENSURE | ©2/ are Quallly
"CHECK TYPE OF APPucTTiON__ . i
D Initial lii Renewal |~ D Change ofownership (specify ‘ D other Change (specify type)

effective date

LICENSE NUMBER (if applicable)
16AL492-H

LEGAL AGENCY NAME

Five Star Quality Care-MD, LLC
E-MAIL ADDRESS
adcampbell@5ssl.com

BUSINESS ADDRESS {physical location)
400 Centre Street

WEBSITE(if applicable)
www.heartfieldsassistedlivingatbowie.com
TRADING NAME (OBA)

HeartFields at Bowie

PHONE NUMBER FAX NUMBER
301-805-8422 301-805-8622
MAILING ADDRESS (if drfferent)

7600 Laurel Bowie Road

NUMBER, STREET NUMBERSTREET

CITY | STATE [ zip CITY STATE | ZIP
Newton MA 02458 Bowie MD 20715

Doesthe owner, corporation, or partnership operate and manage the assisted livingprogram? Yes U No

(idenUfy the management structure anditsrelationship to the business owner)

NUMBER OF RESIDENTS CURRENTLY SERVED NUMBER Of BEDSREQUESTED
52 52

ﬁiLCﬁAzREﬁli%UESTED

Areallareas ofthe assistedliving facility fully constructed? x Yes
andthe extent of construction progress)

No (identify any areas not fully constructed

NAME OF MANAGER
Aaron Campbell

PHONE NUMBER
(301) 805-8422

CELL NUMB.ER
(443) 421-0282

HOME ADDRESS (number, slreel)
1019 Meherrin Court

CITY
Glen Burnie

STATE| zIP
MD 21060

NAME OF ALTERNATEMANAGER
Patricia Coley

PHONE NUMBER

CELL NUMBER
(240)498-5339

HOME ADDRESS (number, street) CITY STATEl  zIP
4001 Buck Creek Road Temple Hills MD 20748
NAME OF DELEGATINGNURSE (ON) PHONE NUMBER CELL NUMBER
Patricia C(?ley (240) 498-5339

HOME ADDRESS (numbe, rstreet) CITY STATE  ZIP
4001 Buck Creek Road Temple Hills MD 20748

DN'S LICENSE NUMBER

EXPIRATION DATEOFDN'SLICENSE

our facility planning to operate, or currenfiy operating, an ‘Alzheimer's Special Care Unttor Program?" U No
Yas (refer to the instruction guide for details on submitting your program description)

wll, o)
det in_th

instruction guide.
e ATTACHED? 11 Yes

—forth rf m i““s'fesdd = ptedmethiod Of p ymit; refer to th

DHMH Form AL APP.1.1(4113}
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mailto:adcampbell@5ssl.com

S,OWNERSHIP {Type: ofbusmessorgamzaﬂon of dlsclosmg emlty) = sl ey NS
I:I SOLE PROPRIETORSHIP )| PARTNERSHIP | [x] CORPORATION

NAME " ADDRESS
FlveStar Qual |ty Care 400 Centre Street, Newton MA02458

; ' JF PARTNERSHIP.OR CORPORATION,. - 3
PARTNER OFFTCER DIREGTOR QR STOCKHOLDER INFORMATION AND’ PERCENTAGE OWNED iF 25% OR MOF;E

' NAMEAND TITLE ST E-MAIL : o RHONES: % ADDRESS ;'f & '
¥ g iR Rt g e e Y RRNMBERY, Sk S Cotint OWNED
IF CORPORATION:
DATE OF CHARIER DATE OF INCORPORATION FEINNUMBER
NAME OF PRESIDENT PHONE NUMBER CELL NUMBER
ADDRESS (number, street) cl1y statel  zp

AAWf@l § [ ; + P =1, L

1 Has the applicant,owner, or managerial staff ever hadalicense, permit, or certificate to prowde care to third
parties thathas been denied, suspended, or revoked? [j] No L) Yes (explain)

2. Does the applicant currently hold, or has the applicant previously held,any license or certification for the operation
ofahealth care facility or similar health care program? D No |11 Yes (explain)

3. Does the owner, applicant, manager, alternate manager, other staff, orany household member have acriminal
conviction or other criminal history? i] No D Yes (explain)

5 WDRKERS' COMPENSAT!ON

Do you have any employees? (W] Yes [INo . _
If you answered YES, provide your workers' compensation Insurance information:

POLICY NUMBER BINDER NUMBER

LOS4055032 PS4055033

INSUIRANCE COMPANY EFFECIVE DATE EXPIRATION DATE
Safety National Casualty Corporation June 15,2016 June 1,2017

Ifyouanswered NO, additional documentation fromthe Workers' Compensation Commission mustaccompany this
pmma j) n(referto themstructlon quide for details}.

| solemnly affirm under the penalties of perjury and upon personal knowledgethatthe contents ofthe foregomg
application aretrue. | understand that the falsification of an application for alicense may subject me to criminal
prosecution, civilmoney penalties, and/or the revocation of any license issued to me by the DHMH. In addition,
knowingly and willfully failing to fully and accurately disclose the requested information may resultin denial ofa
requesttobecomelicensed or,wheretheentityalreadyislicensed, arevocation ofthatlicense.

| certify that this agency isin compliance withadministrative and procedural requirements pertaining to the Assisted
Living Programs Code of Maryland Regulations (COMAR 10.07.14}.

| further certify that | willnotify the OHCQ if there are any future substantive changesin agency and operation, and
that written notice will be given before the effective date of the change.

| hereby swear and affirm that | am over the age of 21 and | am otherwise competent to sign this Affidavit.
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nmore than one applicant's name, each applicant's signature is required.

-SIG 1ILE AT
[ / ?.u-‘c{ai { CEO /0 . Z7 /((
SIGNAHJR?OFAPPUCANT / TTITLE DATE
SIGNATURE OF APPLICANT / TTITLE DATE
SIGNATURE OF APPLICAN TTITLE DATE

DHMH Forni ALAPP 1.1 (4113)




