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{W 248} INDIVIDUAL PROGRAM PLAN
CFR(s): 483.440(c)(7)

A copy of each client's individual plan must be 
made available to all relevant staff, including staff 
of other agencies who work with the client, and to 
the client, parents (if the client is a minor) or legal 
guardian.

This STANDARD  is not met as evidenced by:

{W 248}

 Based on reviews and interviews the facility 
failed to assure outside services meet the needs 
of each client.  This affected 2 of 3 audit clients 
(#2 and #4).  The findings are: 

Clients #1 and #4 did not have current individual 
program plans (IPP) available to at the home.   

During review on 4/18/19 of client #2's record at 
home revealed an individual program plan (IPP) 
dated 10/11/17.  This was the most current IPP 
on file at the home.   

Review on 4/18/19 of client #4's record at home 
revealed an IPP dated 9/27/17.  This was the 
most current BIP on file at the day program. 

During an interview on 4/18/19, with the Qualified 
Intellectual Disabilities Professional (QIDP) and 
home management  confirmed client #2 and #4 
did not current IPP since the charts are kept in 
the office.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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