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W 125 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(3)

The facility must ensure the rights of all clients.  

Therefore, the facility must allow and encourage 

individual clients to exercise their rights as clients 

of the facility, and as citizens of the United States,  

including the right to file complaints, and the right 

to due process.

This STANDARD  is not met as evidenced by:

W 125

 Based on record reviews and interviews, the 

facility failed to assure the restrictive behavior 

support plan (BSP)  for 1 of 3 audit clients (#5) 

was not implemented with written consent from 

both "co-guardians."  The finding is:

The BSP was not implemented with consent of 

both co-guardians.

Review on 4/10/18 of client #5's BSP consent 

dated 1/10/18 was signed by one legal guardian.  

However review of the guardianship papers dated 

August 7, 1998 revealed there are two legal 

co-guardians.

Interview with the group home manager on 

4/10/18 revealed the guardians were aware they 

both needed to sign consents and this one 

consent was "missed."  He confirmed the BSP 

consent for client #5 was only signed by one of 

his legal guardians.

 

W 352 COMPREHENSIVE DENTAL DIAGNOSTIC 

SERVICE

CFR(s): 483.460(f)(2)

Comprehensive dental diagnostic services 

include periodic examination and diagnosis 

performed at least annually.

W 352
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W 352 Continued From page 1 W 352

This STANDARD  is not met as evidenced by:

 Based on record review and interview, the facility 

failed to assure 1 of 3 clients (#4) received a 

comprehensive dental examination at least 

annually.  The finding is:

Client #4 did not have a full dental examination at 

least annually. 

Review on 4/10/18 of client #4's record revealed 

a dental note  dated 10/26/17 which noted 

"limited examination." It further noted an 

examination should be scheduled in the "OR." 

Additionally a 3/1/17 dental note stated the 

"Patient was not cooperative" for an exam. 

During an interview on 4/10/18, management  

called the dental office who confirmed he is not 

cooperative for comprehensive dental exams 

unless under anesthesia.  Management 

confirmed client #4 has not had such done in over 

a year but an appointment is scheduled.
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