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The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on record review and Interview, the facility
failed to ensure a restrictive behavior support
plan was only conducted with the written informed
consent of all legal guardians. This affected 1 of 6
audit clients (#2). The finding is:

Client #2's behavloral suppoit plan (BSP) did not
include written informed congent from both of his
legal guardians.

Revisw on 6/12/18 of client #2's record revealed
a BSP dated 2/28/18. Further revisew revealed an
Informed consent with only one guardian's
signature. Additional review revesled
guardianship documents dated 5/30/84 and
2/28/17 confirming client #2 has two guardians,

During an interview on 6/12/18 with the qualified
intellectual disabilifies professional (QIDP)
conflrmed client #2's informed consent was only
signed by one guardian. However, she would be
contacting the guardians to get this issue
corrected.
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The administrator will in-service the -
Qualified Professional on ensuring
both guardians for person supported
#2 sign the informed consent for the
Behavioral Support Plan. The clinical
team will monitor to ensure all
guardians sign informed consents via
quarterly chart reviews. In the future,
the Qualified Professional will obtain
slgned consent for all person
supported requiring guardian/s
autharization
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Any deflclency slatement ending with an asterisk (*) denoles a deficlency which the Instilution may be excused from correcting providing it Is dstarmined that
other safeguards provide sufiiclent protection lo the patients. (See ingtructions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether ar not a plan of correction is provided, Far nursing homes, lhe above findings and plans of correction are disclosable 14
daya following tha date thase dacumanls ara mads available 1o tha facilily. I daficiencies ara ciled, an sppravad plan of correclion is requiaite {o continued
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