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, catchment area where services are provided. 
The report shall be submitted on a form provided 

I by the Secretary via electronic means and shall 
include summary information as follows: 

I ( 1) medication errors that do not meet the 
definition of a level II or level Ill incident; 

' (2) restrictive interventions that do not meet 
the definition of a level II or level Ill incident; 

j (3) searches of a client or his living area; 
(4) seizures of client property or property in
the possession of a client;

I (5) the total number of level II and level Ill
incidents that occurred; and
(6) a statement indicating that there have
been no reportable incidents whenever no
incidents have occurred during the quarter that
meet any of the criteria as set forth in Paragraphs
(a) and (d) of this Rule and Subparagraphs (1)
through (4) of this Paragraph. 

I This Rule is not met as evidenced by: 
I Based on record reviews and interviews the 

facility failed to submit a level Ill incident report to 
I the Local Management Entity (LME) within 72 

hours as required. The findings are 

I Review on 3/20/23 of the Incident Response 
I Improvement System (IRIS) revealed: 
, -No level Ill incident report had been submitted 
I for the allegation staff #1 sprayed water into client 

#1's face 

j Review on 3/20/23 of the facility's incident reports 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

,Indicate what measures ,till be put in 1>lace to 
-correct the deficient area of practice (i.e., I 
changes in 1>olicy and procedure, staff 

I �rafoing, changes in staffing patterns, etc.).

I • Agency will submit a level 3

incident report to the MCO 

within72 hours of the incident. 

'.Indicate what measures will be 1>ut in place t� 

prevent the problem from occurring again. I
• Whenever there is an allegation, the

agency shall com1>lete and submit a
Level 3 incident report to the local
MCO within 72 hours.

�ndicate who will monitor the situation to
ensure it will not occur again. I • Group Home Manager will monitor 

to ensure no recurrences hap1>en. 

�ndicate how often the monitoring will take 
�>lace. 

• Monitoring shall occur within 72
, hours of an allegation.
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