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(c) Participation of the Family or Legally
Responsible Person. Each client shall be 

provided the opportunity to maintain an ongoing
relationship with her or his family through such
means as visits to the facility and visits outside
the facility. Reports shall be submitted at least
annually to the parent of a minor resident, or the
legally responsible person of an adult resident.
Reports may be in writing or take the form of a
conference and shall focus on the client's
progress toward meeting individual goals.
(d) Program Activities. Each client shall have
activity opportunities based on her/his choices,
needs and the treatmenUhabilitation plan.
Activities shall be designed to foster community
inclusion. Choices may be limited when the court
or legal system is involved or when health or 
safety issues become a primary concern.

This Rule is not met as evidenced by: 
Based on record review and interview the facility 
failed to coordinate with other qualified 
professionals who are responsible for the 
treatment of 1 of 2 current clients (#2). The 
findings are: 

Review on 1/19/23 of client #2's record revealed: 
admitted 1/19/23 
diagnosis of Schizophrenia 

Review on 1/19/23 of (Former Client) FC#3's 
record revealed: 
- admitted 9/14/22 & discharged 10/30/22
- diagnoses of Mood Disorder, Intellectual
Developmental Disability & Borderline Personality

Review on 1/20/23 of an email trail between the 
facility's Qualified Professional (QP) & the clients' 
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QP will ensure client #2 personal 2/15/23 
property including funds will be 
protected in the homes to help to 
reduce the risk of theft or destroy, 
by placing personal items in a safe 
place with the consent of the client 
and guardian and all other clients in 
the home. Monitoring will take place 
monthly by reviewing client 
inventory sheet in the chart with staff. 
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