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A follow up survey was attempted on 3-25-21. 

According to the licensee there were no clients 

being served at the facility. The last time were 

served at the facility was 12-14-20.

Interview on 3-25-21 with the Executive Director 

revealed: They had not placed a new client at that 

facility. They were waiting to see how the 

investigations turn out.

Documentation provided that they have retrained 

the AFL (Alternative Family Living) provider  

Evidenced Based Protective Interventions, Crisis 

Intervention for Individuals with Developmental 

Disabilites, Principles and Practices of Effective 

Direct Support, Ethical Decision making, 

Client/Patient Rights, Incident Reporting Informed 

Training, and Writing Effective Incident Reports.
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