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employment system in the State Plan for 

MH/DD/SAS.

(f) The governing body for each facility shall

develop and implement policies and procedures

for the initiation of an individualized supervision

plan upon hiring each associate professional.

(g) The associate professional shall be

supervised by a qualified professional with the

population served for  the period of time as

specified in Rule .0104 of this Subchapter.

This Rule  is not met as evidenced by:

Based on record reviews and interviews, the 

facility failed to ensure that 1 of 2 audited 

Qualified Professionals (QP) (the Clinician) 

demonstrated the knowledge, skills, and abilities 

required by the population served. The findings 

are:

Review on 3-13-23 of Client #2's record revealed:

-Date of Admission: 1-3-23.

-Diagnoses: Post Traumatic Stress Disorder;

Attention Deficit Hyperactivity Disorder,

Combined Type; Conduct Disorder, Adolescent.

-Age:16

Review on 3-13-23 of the Clinician's record 

revealed: 

-Date of Hire: 8-1-22.

-Job Title: Clinician.

Review on 3-13-23 of the Clinician's Professional 

Services Contract dated 8-1-22 revealed:

- " ...professional services to include but not
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This deficiency constitutes a re-cited deficiency 

and must be corrected within 30 days.
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