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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 review and interview, the facility 

failed to ensure 1 of 4 audit clients (#3) had a 

personal advocate or legally sanctioned surrogate 

decision-maker identified. The finding is:

Client #3 did not have a personal advocate or 

legally sanctioned surrogate decision-maker 

(guardian) identified.

Review on 5/30/18 of client #3's record revealed 

no legal guardian had been identified to ensure 

client #3's rights were protected. No additional 

legal documents were available for review.

Interview on 5/30/18 with the qualified intellectual 

disabilities professional  (QIDP) revealed he was 

not aware there was no legal guardianship 

identified for client #3, however he was unable to 

locate the guardianship papers.

 

W 247 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(vi)

The individual program plan must include 

opportunities for client choice and 

self-management.

This STANDARD  is not met as evidenced by:

W 247

 Based on observations, record review and 

interviews, the facility failed to ensure 2 of 4 audit 

clients (#6, #4) were provided the opportunity for 

choice.  The findings are:
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W 247 Continued From page 1 W 247

1. Client #4, was not afforded the opportunity to 

make a choice to eat his breakfast.

During breakfast observations in the facility on 

5/30/18, client  #4, was seated at the table with 

food on the table and his individual  plate. The 

breakfast meal consisted of toast, cereal, and 

eggs. Client #4 was stopped 3, times by staff 

when he began to eat. 

Additional observations of dinner in the home on 

5/29/18, client #4, ate his food independently with 

no problems and no staff physical assistance.

Review of client #4's, community/home life 

assessment dated 12/27/17, revealed client #4 

eats independently in all areas of dining.

During interview on 5/30/18, staff revealed clients 

eat together because of family style dining.

2. Client #6, was not afforded the opportunity to 

make a choice to eat his breakfast. 

During breakfast observations in the facility on 

5/30/18, client  #6, was seated at the table with 

food on the table and his individual  plate. The 

breakfast meal consisted of toast, cereal, and 

eggs. Client #6, was stopped 2, times by staff 

when he began to eat. 

Additional observations of dinner in the home on 

5/29/18, client #4, ate his food independently with 

no problems and no staff physical assistance.

Review on 5/30/18, of client #6's, 

community/home life assessment dated 12/30/17, 

revealed he eats independently. 
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W 247 Continued From page 2 W 247

During interview on 5/30/18, staff revealed clients 

eat together because of family style dining. 

During interview on 5/30/18, qualified intellectual 

disabilities professional (QIDP) revealed both 

clients should have been allowed to eat their 

breakfast whenever they wanted..

FORM CMS-2567(02-99) Previous Versions Obsolete T88S11Event ID: Facility ID: 932796 If continuation sheet Page  3 of 3


