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Consiiltant |
sure & Certification Section
th Services Regulations
1800 Umstead Drive, Williams Building
2718 Mail Service Center
Raleigh, NC 27699-2718
Office: 919-855-3831
. Fax 919~715—8078

RE: Plan of Correchon for Annual Survey Compieted July 22, 2024

Skyywell Health Inc., 1033 Hazelmist Drive, Wake Forest, NC 27587
MHL # 092-994

E-mail Address: skyywellhealthservices@gmail.com

Dear Kimberly Thigpen and Brandi Kimball

Skyywell Health Inc. appreciate the courtesy extended by you while surveying the 1033
‘Hazelmist Drive Wake Forest, NC 27587

As indicated on the Plan of Conectmn we wm have the standard level Deﬂc:encnas
; corrected befora September 20, 2024

'

We.are committed to prov:dlng the highest possible care for the people we serve at
Skyywell Health Inc.

If you have questions, do not hesitate to make contact

S : %m»««@@

a Braswell Director
~ Skyywell Health Inc.
1033 Hazelmist Drive
Wake Forest, NC 27587
- MHL # 092-994
E-mail Address: skyywelihealthservices@amail.com
Phone 984.202.4515




Aug 02 2024

05:26PM HP Fax

page 2

PRINTED:  07/25/2024
. ‘ S . FORM APPROVED
Division of Health Service Regulation
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{X4y i SUMMARY STATEMENT OF DEFICIENCIES n PROVIZER'S PLAN OF CORRECTION 1X53
PREFEX JEACH DEFICTENCY MUST BE PRECEDED BY FULL PRURIX TAG | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
Voo | ' vooe
INITIAL COMMENTS
- An annual suevey was completed on 7/22/24.
Deficiencies were cited.
This facility is licensed for the following service
category: 10A NCAC 27G - 1700 Residential
! lreatmem Staff Secuna for Children or Adoleqcenta
Thc; t;zciltty is hcensed for 3 and currently has a census
| of 2, The survey sample consisted of audits of 2
current clients.
AN Viig vt

27G 0209 (C) Medication Requirements
JOA NCAC 27G 0209 MEDICATION
REQUIREMENTS

"1 (¢) Medication administration:

Prescription or non-prescription drugs shall
y be administered to a client on the written order of

a person alsthorized by law to prescrive drugs.

Medications shall be self-administered by
Efikents only when authorized in wntmg by the client's
physician.

‘Medications, mciudmg mjecnons, shall be
adminigteéred only by licensed persons, orby

. unlicensed persons trained by a registered nutse,

pharmacist or other legally qualified person and
privileged to prepare and administer medications. {4) -
A Mcdication Administzation Record {MAR) of all’
drugs administered to each client must be kept current.
Medications administered shall e recorded
(e nediately after administration. T he MAR is 10
Ablade the following:

cliest's pame; -

ndme, strength, and quantity of the dmg
E) ingtructions for administering the drvg:

date dnd time the drug is administered; and

name or initiais of person admiﬁisteringthc

A.

mo 0

| This deficiency will be corrected by the
following aclions: '

All staff will be re-in serviced en
medication procedures and protocol .
All medization will have the proper
documentation for administering
Health care professional RN will
reviewead all arders ‘
Health care professional RN will
review all MAR for accuracy

All medication will be dispense to
right person, right dose, right ti t'me,
right route, right dose and rsght
documentation,

RN will be called with any new
arders, staff will follow alf protocols of
adding/discontinuing medication
from the MAR

if a person | s discharged from
hospital a MR2/FL2 will be added to
the MAR_ All med orders will be |
reviewed by RN to ensure accuracy.’
Managemen! will monitor manthly

Divisien of Health Service Regulation
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STATEMENT OF DERICIENCIES ARD  § (X1} PROVIDER/SUFPLIERACLIA|
PLAN OF CORRECTION

IRENTIRICATION NUIMBER:

. MHL092-994

(X2 MULTIPLE CONSTRUCTION

A, BUILDING:

B.

WING

(%3) DATE SURVEY
COMPLETED

(17/2242024

NAME QF PROVIDER OR SUIPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1033 HAZELMIST DRIVE  SKYYWELL HEALTH INC
___WAKE FOREST, NC 27587

KA I
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES
{CACH DEFICIENCY MUST BE PRECEDED BY FULL
RLGULA’:‘.‘ORT ORLSC fDENTIFYTNG INFORMATION)

D

PREFIX TAG |

BROVIDER'S PLAN OF CORRECTION

{BACH CORRECTIVE ACTION SROULD BE COMPLETE
CROSS-RETERE’_N CED TO THE APFROPRIATE DEFICIENCY) DATE

X5

VATE:

Cmtinueﬂ From page | drug.

{5) Chient recii:ests for medication changes or checks
shall be recorded and kept with the MAR file follovwed
up by appointment or consulmuon w;tb a physman

This Rulé is not mct as evidenced by: .

Based on record review and interview the facility

failed Lo ensute 2 of 2 clients’ (¥1 and #2) nedications
wore administered on the writtes order of a physician.
The findings are:

A. Review on 7/9/24 of Clieat #1’:, record revealed:
-Admitted: 2/9/24

~Age: 15 years :

-Diagnoses: Dppasmonal Drefiant Disordt:r.
Attention Deficit Hyperactivity Disorder (ADHD)
Posttraumatic Stress Disorder (PTSD)

| -No physician's orders present

Review on 7/9/24. of Client #1's May, June, and July

2024 MARs revealed the following medications were - |-
‘| documented as having been administered:

Amphamm:ne/dextroampheiammc 30 mg

| {milligrams) 1 tablet by mouth at Bam (ADHD)
from 5/1/24-1/9124 -
| -Amphetaroine/dextroamphetamine sahia 10 mg ]

1ablet by mouth at 8am from 5/10/24-7/9/24 -Sertraline
HCI {hydrochloride) 25 mg 1 tablet by mouth at 8pm
(PTSD) 6/10/24-7/4/24

-ertraline HCI 50 mg | tablet by mouth at 8pm ﬁ*c:m
T/5/24-718/24

Vs

PLAN OF CORRBCTION

A BURLTANG:

!vSTATEMENTOF DEFCIENCIES AND | (X1) PROVIDER/SUPFLIER/CLIA] (42) MULTIRLE CONSTRUCTION o ]

IDENTIRICATION MUMBER:

Division of Health Sun}ice Regulation

. STATEFORM

B L

Q75011

(X3} DATE SURVEY
COMPLETED

If continuation sheer 2 of 18
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NAME OF PROVIDER OR SUPPLIER STREE;T ADDRESS, ¢ ITY-;STA‘II ZIP CODE
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{34y 1 SUMMARY STATEMENT OF DEFICIENCINS v 1) P PROVIDER'S PLAN OF CORRECHON | ay
PREFTX ‘ {EACH DEFICTENCY MUST BE PRECEDED BY FULL PREFIX TAG {EACH CORRECTIVE ACTION SHOULD BR COMPLETE
TAG REGULATORY OR LSC IDENTIFYING mrommom CROSS-REFERENCED TG THE APPROPRIATE DEFICIENCY) DATE

-Admitted: 6/14/23
~Ape: 14 vears

.| reported:

V 13| Continued l*mm page 2

B. Review cm 7/9/24 of Client #2's record revcalcd

“Diagnoses: ADHD, Trauina and Stre.w Related
Disorder, Dlsruphve Mood Dysregulation

Disorder, Depressive Disorder, Conduct Disorder -No | i
physician’s orders present

Review on 7/9/24 of Client #2's May, June, and Jaly - |~ 1~
2024 MARS revealed the follewing medications were .
documented as having been administered:
-Lamotrigine 150 mg 1 tablet by mouth at 6; 30pm _
{Depressive Disorder) from 5/1/24-7/8/24 ' |
-Lurasidone 40 mg 1 tablet by mouth at 6:30pm 1
(mnod) fmm 5/1!24—7}’8/24 :

During interview an 7;’9/24 the facﬂlt}r 8 Pharmaclst

-Client #1 and #2's prescriptions were  sent to the
pharmacy from the psychiatrist's office electronically
-Confirmed current physician's orders for Client #1
dated 7/2/24 mcluding;
~-Amphetamine/dextroamphetamine 30 mg
Amphetamine/dextroamphetamine salts 10 mg
~5ertralme HCi 50 mg
-Confitmed current physician's orders for Client 42
“dated $/23/24 including: -Lamotri 1g1ne 150 mg
“-Lurasidone 40 mg
- -Physicians were capticus about gmng paper orders
for conirolled medication due to.concems with fraud

During initerview on 7/9/24 the Licensce teporied; ;
-Client #1 had an appointment on 7/2/24 and his ;

VIIg

STATEMENT OF DEFICIENCIES AND
PLAN OF CORRECTION - .

(X

IDENTIFICATION NUMBER; -

PROVIDER/SUPPLIRACLIAL (XZ) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY

B.WING

MHL092-994

COMPLETED

0772212024

NAME OF FROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, £{P CODE

Divizion af Health Service Repulation

STATE FORM
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- 1033 HAZELMIST DRIVE  SKYYWELL HEALTH INC

WAKE FOREST, NC 27587

x)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEPICIENCINS
(EACH DEFICIENCY MUST BE PRECERED BY FULL
REQULATORY OR LSC iDENTIFYING INFORMATION)

D

PREFIX TAG :‘

PROVIDER'S PLAN OF CORRECTION T

i (XS}
{EACH CORRECTIVE ACTION SHOULD BE

COMPLETE
DATE

Vi

V295

| (h@AN(:Ac 276 1703

Continuved -me pege 3

serraline dasagu was increased

-Client #1 and #2 attended virtual appointrents -Chen’z

#1 and #2's psychiatrist's office had not given the
facility the physician's orders at time of visit -
-She hed requested physician's orders bui the
psychieirist sent electronic orders to the pharmacy

37G 1703 Residential Tx. Child/Ado! - Req. for A
2 esic : Rea. for

ASSOCIATE PROFESSIONALS

In addition to the qualified professional
spedified in Rule .1702 of this Section, each facility
shall have at loast one full-time direct eare staff who
{odets or exceeds the requirements-of an associate

professional as set forth in 10A NCAC 27G .0104(1),

" The governing body responsible for each

facility shall develop and implernent written policies

that specify the responsibilities of its associate
ptpfessional(s). At minimum these policies shall |
address the following:
(2) ~ management of the day to day day-to-day
operations of the fac:hty,

 supervision of paraprofess:onals regarding
fﬁ&p{ms:bﬂ:ties related to the implementation of each
child or adalescent's treatment plan; and

" participation in service planning meetings.

1 This Rule is not met as evidenced by:

REQUIREMN‘TS FOR

V18

V205

CROSS-REFERENCED TO THI APEROPRIATE DEFICIENCY)

V295
. This deficiency will be cnrrecteﬁ by the
: foi!owmg actions:

STATEMENT OF DEFICIENGIES AND | 1)
PLAN OF CORRECTION

[DENTIFICATION NUNBER:

_ MHT.092-994

PROVIDER/SUFPLIBR/CLIA

(%2 MULTIPLE CONSTRECTION

A, BUILDING: __

B. WING

({3} DATE SURVEY
COMPLETED

07/22/2024

WAME Of PROVIDER OR SUPPLIER

SKYYWELL HEALTH INC

STREET ADDRESS, CITS, STATE. ZIPCODE
1033 HAZELMIST DRIVE

CWAKE FOREST, NC 27387

_ Divizion of Health Service Regudation

STATE FORM

Lo

. QTs0I
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(X43 D SUMMARY STATEMENT FFICIENCIE ‘ : ‘ -

" PREFIX (BACH DEFICIENCY %ﬂﬁa&;{r"}:}?g}éﬁ é‘i’bfs'ur.r, , Paffﬁ TAG | (EAiri?géi’iégé’fif’%i?:’%fo?f&’fgﬁﬁm | conras
TAQ - REGULATORY OR LSC IDENTIFYING INFORMATION) ! CROSS-REFORBNCED TO THE APPROPRIATE DEFICIENCY) | DATE
V295 ; V5 i v2e5 :

Continuted From page 4 This deficiency will be corrected by the 29-'20'202
Based on record review and interview, the facility following actions: -
failed 1o maintain employment of an Associate A. The organization shall be in
Professional (AP) who provided services to the group compliance with all requirements
home on a full-time basis, The findings arc; of staffing,
. . B. The organization will employee an
Review of facility records on 7/5/24 revealed: -No Associate Qualified Professional
employee record for an AP B {AQP)in addition to the Qualifie
‘ ' ' _ it Professional '
During interview on 7/9/24 the Licensee reported: - C. The AQP will be credentials and
~The facility had not had an AP since January ™ management the day-fo-day
2024 operations of organizations
-Had 4 hard time finding an AP ‘ D. AQP will mest all the educational
| -Had the position posted on 4 job posting site background expectations.
-Wis planning to repost to other sites E. AQP will be trained and monitored
-Would try to get credentialed as an AP by Qualified Professionat '
V296 V296
27G 1704 Residential Tx. Child/Adol - Min, Staffing
(BANCAC27G 1704 MINIMUM STAFFING f
REQUIREMENTS o .
- Aqualified professionsl shall be available by
@l’ephone or page. A direct care staff shail be able to
4 veach the facility within 30 minutes at al} times,
The minimum rumber of direct care staff
required when children or adolescents are present and -
awake is as follows: o T
(1) - two direet care staff shall be present for one,
two, three or four children or adolescents; (2)
three direct care staff shall be present for five, six,
seven or eight children or adolescents; and
(H four direct care staff shall be present for
nine, ten, eleven or twelve children of adolescents.
{c} The minimum number of direct care staff during
child or adolescent sleep hours is as
STATEMENT OF DEFICIENCIES AND - | (X!) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION © | (X3) DATE SURVEY
PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: . COMPLETED
MHL092-994 oG 07/22/2024
NAME OF PROVIDER OR SUPPLIER . . STREET ADDRESS, CITY, STATE, ZIP CODE
. ' . 1033 HAZELMIST_ DRIVE

SKYYWELL HEALTH INC
. : WAKE FOREST, NC 27587
(X9 D SUMMARY STATEMENT OF DEFHIENCIRS o ow PROVIDER'S PLAN QF CORRECTION 1 o

PREFIX (BACR DERMCIENCY MUST BE FRECEDED BY PULL FREFIX TAG (EACH CORRECTIVE AUTION SHOULD BE . COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY} | DATE
Divisicn of H

leaith Servive Regulation

| STATE FORM

o . Q’f50!7] i ctm?inuulion shoot Fof1h
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V296

‘Continued From page 5 follows.
|

two direct care siaffshall be preqem and eng
shall be awake for one through four chdél on or
adolescents;

2) two direct care staff shali be present and both
shail be awake for five through elght children or
adoléscents; and '

) three direct care staff shall be present of
which two shall be awake and the third may be aslcep
for nine, ten, eleven or twelve children or adolescents,
{d) in addition to the minimum pumber of direct
care staff set forth in Paragraphs {(a)-{c) of this Rule, -
more direct carc staff shall be required in the facility
based on the child or adolescent's individual needs a3

; specified in the treatment plan,
i (&) Each facility shall be responsible for ensuring

supervision of children or edolescents wlien they are
away from the facility in acccrdance with the chiild or

. i adolesvent's individual strengths and needs as:
| specified in the treatment plan.

This Rule is 10t met as evidenced by:
Baged on record review and inferview the facility
fhiled to ensure the minimum number of direct care.

| staff was present. The ﬁndmgs are;

Review-on 7/9/24 of Client #1' S reco:d revealed:

-Admitted: 2/9/24 -
-Age: 15 yearg _
-Diagnoses: Oppositional Defiant Disorder,.

vass |

V286 &
This deficiency will be corrected by the
followang actions:
The organization shall be in
compliance with all reqmrements
of staffing.
The arganization wnil ansue that
the client ta staff ratic is in
compliance with the minimal
number of staff needs identified on
person centered plan. _
Staff wili meet all the educational
. background expectations,
i Staff will be tralned and manitored
by Associate Quaiified
Professionali Qualified -
Professional, monthly supervision

09.20.2024

STATEMENT OF DEFICIENCIES ANG | (X1 PROVIIER/SUPPLIBRACLIA] (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
PLAN CF CORRECTION IDENTEFICATION NUMISER: e, COMPLETED
‘ ‘ A, BUILIANG:
B. WING
MHL{(92-994 Lo 07/22/2024
NAME OF PRO VIDER OR SUBPLIER " - STREET ADDRESS, CITY, STATE, ZIP CODE
e 1033 HAZELMIST DRIVE
SKYYWELL HEALTH INC ..
: ‘WAKE FOREST, NC 27587 )
XA SUMMARY STATEMENT OF DEFICIENGIES o . PROVIDER'S PLAN OF CORRECTION (s
PREFIX {BACH DEFICIENCY MUST BE FRECEDED BY FULL PREF!X TAG | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
" TAG ‘REGULATORY OR LECIDENTIFYING INFORMATION) cswss REFERENCED TO THE AFPROPRIATF DBFIC‘IENCYH DATE
'V 296 Continued From page 6 V296,
Division 6f Iealth Servico Regulation
STATE FORM ¥ continuation sheet 6 of 18
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Auention Deficit Hypetactivity Duorder
Postiraurmatic Stress Disotder

-No documentation that addressed the need for -
trapsportation with one staff

Review on 7/9/24 of Chent #2's record raveaied
-Admitted: 6/14/23- -

~Age: 14 years

~Diagnoses: ADHD, Trauma and Stress Relaied
Disarder, Dusrupnve Meod Dysregulation

] storder Depressive Disorder, Conduct Disorder

During interview on 7/9/24 Client #1 reportedr- ~ .
.| "Sometimes" there was on[y one staff aft’ the facthty on
. first shift T :

Since the end of the schoo! vear, had attended an
internship Monday, Wednesday, Thursday and Fnday
of each week from 9:30am to 1 :30pm

-One staff would transport him to his inten nship on

those days -

“When he arrived at the faclhty from his mtemshlp at
1:30pm, only one staff was present at the facility with
Client #2

=A sseond staff came in aﬁsz 1: 30p\m after he z-zmvad afj -

the facility

During interview on 7/9/24 Client #2 reported: -There

was only one staff at the facility when Clisnt #] was |

“his intermship several ddys during first shift

| -Aseoand staff came in 1 OOpm after client #1 a"nved
at the facility

~"That's every week."
-Only on certain days are two staff present in the
facility, "not always two staff workmg *

Durmg mtcnflew on 7!9/24 the Licensce rcponcd -
Always have two staff available :

-Lived near the f'aul;ty and could make it to the fac:ilty
quickly, .

STATEMENT OF DEFIFTFNCEES AND (X1} ‘ PROVIDRR/SUPPLIER/CLIA]
PLAN GF C('J'HLEFT 10N ’ ; IDENTTFIC'ATIDN‘ NUMBER:

MHL092-994

{XZ) MULTIPLE CONSTRUCTION ‘ : (¥3) DATE SURVEY

A, BUILDING:

COMPLETED

B.WING

- : 07£22/2024

NAME OF PROVIDER OR SUPPLIER,

SKYYWELL HEALTH INC |

- WAKE FORI”ST NC 27’587

' SFRQETADDRESS, CITY; STATE, zir CQDE
1033 'HAZELMIST DR[VE

PREFIX
TAG

e OY

SUMMARY STATFMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FISLL
REGULATORY OR LSC IDENTIFYING INEORMATION)

o

 PREFIX TAG '

_ PROVIDER'S PLAN OF CORRECTION %5
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
cnoss-n EFERENCED T6 THE APPROPRIATE DEFICIENCY) DATE.

V 296

1 “When only onc client was at the facility, there was _

Division of Health Service Regulation

STATE FORM

Cominued Fromi page 7

V296 |
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-~Staff took Client #1 to his internship and "may run

Y 5365

' 10ANCAC 27E 0107

restrictive Interventions.

-emiployess, students or volunteers, shall demonstrate

page 9

PRINTED:  (7/25/2024
FORM APPROVED

(e staff wouid taks Client#! to his internship
several days a week, and one would stay at (he facility. |
with Client #2.

efrands, but comes back”

27E 0107 Client Rights - Training on Al to Rest, Int.

TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

Facilities shall implement policies and
firhetices that emphasize the use of alternatives to

Prior to providing services to people with
disabilities, staff inclsding Service providers,

competence by successfully completing treining in
communication skills and other strategies for creating
an environment in which the likelihood of immineat -
€anger of abuse of fnjury to a person with disabilities
or othets or property damage is prevented. - |
- Provider agencies shall establish trairing.
based on state competencies, monitor for internal
edmpliance and demonstrate they acted on data
gathered, - :

The training shall be competency-based,
{nclude measurable leaming objectives, measurable
testing (written and by observation of behavior) on
(hpse objectives and measurable mcthods to determine
passing or failing the course, L

© Formal refresker training must be completed

by each service provider periodically (mi mimum -
anpually:. o :

Viie

V536

| This deficiency will be comrecled by the
following actions: '

STATEMENT OF DERICIENCIES AND
PLAROF CORRECTION :

(&0

(X3) DATE SURYEY

NAME OF PROVIDER OR SUPPLIER

. PROVIDER/SUPPLIERCLIA] (%2) MUETIFLE CONSTRUCTION T SRV
j : i
TENTIFICATICN NUMBER: A, BULDING: - COMPLE
o B. WING ‘
MEL092.964 (7£22/2024

v STREE{ ADORESS, CITY, STATE, ZIP CODE
1033 HAZELMIST DRIVE

¥ 536

(fy  Content of the training that the service
provider wishes to employ must be approved by the
Division of MH/DEYSAS pursvant to Paragraph (i) of |

SKYYWELL HEALTH INC .
WAKE FOREST, NC 275%7
K4y 1B © 7 SUMMARY STATEMENT OF DEFICIENCIES ‘ o PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST RE PRECEDED BY TULL PREFIX TAG (EACH CORRECTIVE ACTTON SHOULD BE . COMPLETE
TAG 2 REGULATORY OR L§C IDENTIFYING INFORMATION) : - ;| CROSS-DNEFERENCED TO TILE APPROPRIATE DEFICIENCY) DATE
Continued From page 8 vsis o

Division of Health Service Regutation

STATEFORM

Ll
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If contlnuation sheet O of 1%



Aug 02 2024 0530PM HP Fax page 10

PRINTED:  07/25/2024
FORM APPROVED
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: {g) Stafl shall demonstrate competence in the -
following core areas: ‘ :

(f) ~ knowledge and undersianding of the people

being served; o L

“H2) - recogaizing and interpreting human behavior;
(3)  recognizing the effect of internal and external

stressors that may affect people with disabilities;

{4)  steategies for building positive celationships
with persons with disabilities; - ' -
(5).  récognizing cultural, environmental and
organizational factors that may affect péaple with

disabilities; - : ,

(6} recognizing the importance of and assisting in
the persen's involvement in making decisions about
their life, . L o

(7y skills in assessing individual risk for

- escalating behavior: S o '
(8) -+ communication stategies for defusing and de-

“escalating potentially dangerous behavior; and '
{9) - positive behavioral supporis {providing means
for people with disabilities to choose activitios which
directly oppose of replace bohaviors which are unasafe).
(h} Service.providers shall maintain documeritation of

initial and reffesher training for at least thrae years.

(1) - Documeritation shall include: ~ *

(A} who participated in the training and the -

ontcomes (pass/fail); _ : h

[ (BY - when and where they attended; and

A4C) . instmuctor’s name; . o
2y ~The Diviston of MH/DD/SAS may

STATEMENT OF DEFICTERCIES AND | (%1 PROVIDER/SUPPLIER/GLIA] (X2) MULTIPLE CONSTRUCTION oy pare survey
PLAN OF CORRECTION. [DEHTTFHCATION NUMBER: - 1 A pomG: ' COMPLETED

MHL092-994 | B e ' | 07/22/2024

NAME GF PROVIDER OR SUPPLIER . sTREevappRess,cmy, STATE, Zip CODE
o c ] 1033 HAZELMIST DRIVE
SKYYWIELL HEALTH INC ) : o

) - WAKE FOREST, NC 27587
(X$ D : RUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S FLAN OF CORRECTION TR

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL _ . PREFIX TAG (BACH CORRECTIVE ACTIGN SHOULD BE ' TOMPLETE
TaG |- REGULATORY OR LSC DENTIFYING INFORMATION) - | CROSS-REFERENCED TO THE APPROFRIATE DEPICIENCY) DATE

V536 Cohﬁnu_cd From page 9 réﬁicW/reques_t this - - - |'v3ie’
documentation at any time. (i) Fnstractor - ‘
| Qualifications and Training Requirements:

(1)  Trainers shali demonstrate competence by
_ I'scoring 100% on testing in a fraiming program aimed at
| preventing, reducing and eliminating the need for

Divizion of Fzalth Service Reanlation”

STATE FORM o ' ' i Q75011 ' If contiouation shest 9 ot 18
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ation

(3)

| competency-based, inchide measurable learnirig

o Subparagraph (i)(5) of this Rule.

(C)  methods for evaluatmg traines pexforménce
and

Dy~ documentatmn procedures, _

{6} Treiners shall have coached expericncs

page 11

PRINTED:  07/25/2024
FORM APPROVED

{3 Tramers shall demonstrate competence by
scoring a passing grade on lestln[, in an instructor
memg program. o
The training shafl he

objectives, measurable testing (written and by
observation of behavior) on those objectives and -
measurabie methods to determmc passmg or fa:Emg the
COoutse.

{4} - The content of the i instructor trammg the

service provider plans to employ shall be approved by |

the Divigion of MH/DD/SAS pursuant to

{5). - Acceptable instructor training prograiss. shall
include but are not limited to presentation of:

(A) understanding the adult learner: (B}
methods for teaching content of the conrse;

teaching s training program aimed at prevenung,
reducing and eliminating the eed for testrictive
interventions at least one time, with p031t1ve rewew b}'
the goach. ,
(7) - .- Trainers shall CGdCh & trmmng program azmcd
at pmventmg, reducing and eliminating tae need for
restrictive interventions at least once annually..

(8) - Trainers shall complete a refresher mstmctor
lramning ai lwst every two years, .

-} years, .
(1) Documematlon shall. mciude'
{A): - who participated i1 the trammg and the

(B)

{j) Service providers shall maintain documentation of
initial and refresher instmctor training for at least three

outcomes {pass/fail);
when aud where attended; and (C}

STATEMENT OF DEFICIENCIES AND . | (X1) PRCW]DE!USU FOULAR/CLIAY (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
PLAN OF CORRECTION JDENTIF]CAT!DN NUMBER: COMPLETED
: . - AL BUL.DING: ]
. Ll Bowmg o
MHIL092-994 i - 07/22/2024
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZiP CODE
Lo S 1033 HAZELMIST DRIVE
SKYYWELL HEALTH INC - . : ' )
o : ‘ WAKE FOREST, NC 27587
(%4} ID 15 . SUMMARY STATEMENT OF DEFICIENCYES S ID PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PULL PREFIX TAG | . (BACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG . REGULATORY OR LSCIBENTIFYING IMFORMATION) ) - CROSS-R!:FLREN CED TOTHE APPROPIIATE DEF u:mwcv) - DATE
V 536 | Continued From page 10 V336

Dwmmn ofHeaHh Serwce Regulation .

STATE FORM

L]
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(1) -

‘trainers,

' This Rule is not met as evidenced by:

' Review on 7/9/24 of staﬁ #1 5 record revea.led
-Hire date of 1/3/23

page 12

PRINTED:  07/25/2024
FORM APPROVED

(B The Division of MH/DIV/SAS may request
and review this documentation auy time. -

(k) Quahﬁccmons of Coaches: -

- Coaches shall meet ali preparation
requirements as a trainer.

(2} Coaches shalt teach at least three timeas the
course which is being coachied,

{3) - Coaches shall demonstrate competence by
completion of coaching or train-the-trainér instroction,
{13 Documentation shall be the sarmie prepamtmn as for

Based on record review and interview the facility
failed to erisure one of three audited staff (#1) was
trained in altarnatives to restmtwe mterveuhons Thc
findings are: °

-Job title - Paraprofessional - -
-No ewdenue of alternatives to restnct]ve interventions|
trammg

STATEMENT OF DEFICTENCIE;S AND
PLAN OF CORRECTION .

(6.4 PROVIDL'R,’S UI’PLIERJCLIA
IDENTIFICATION NUMBER

£X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B,WING

X3) DATE SURVEY
COMPLETED

07/22/2024

NAME OF PROVIDER OR SUPPLIER

SKYYWELL HEALTH INC

MHL092-994 -

- WAKE FOREST, NC 27547

STREET ADDRESS, CITY, STATE, ZIP CODE
1033 HAZELMIST DRIVE

BREFIX
TAG

Hip. [

. BUMMARY STATEMENT OF DEFICIENCIFS
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1B

PREFIX TAG

CROSS-REFBRENCED 1O THE APPROPRIATE DEFICIENCY)

FROVIDER'S PLAN OF CORRECTION
(FACH CORRECTIVE ACTION SHOULD BE

{X5)
| COMPLETE
"DATE

V 536

Interview on 7/0/24 staff #1 staied:

 few weeks.
-YWas homie from college for the summer and worked

Dmsmn of Haaltn Ser wce chu[ahan

Continned Ftﬁm:mge i

-She had only been workmg in the facility for the 1ast

with her mother (Licensee) on shifts. -Did not have .
training in alternatives to restrictive intervention,
~"Thought" a training for alternatives to restrictive

interventions was scheduled in the next fow weeks,

STATE FORM '_ o . ‘

V538

40

V536
This deficiency will be corrected by the.
foilow:ng actions:

QTS0

A

109.20.202
4

The organization shall be in
compliance with all reqwrements
of staffing training.

All staff will be trained on
Alternative Restnctwe '
Interventions

Staff will be trained | pnor tn
providing services.

If continuation shect 43 of 1§
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- __Division Gﬁiﬂaﬁhlwwﬁﬁc%_ﬁ_ggmwﬂﬁ and would cm]v _
: | work when home on schoo) breaks. o ¢ - D. Staff will show competency inthe |
_ o , & . proper use of and alternatives to
Interview on 7/6/24 the Llcensee stated: : _ b these procedures.
| -Used Crisis Prevention Institute (CPT) for thc][' | o - E. Siaff will be trained annually or as
alternatives to restrictive intervention training. .~ ] - B need fo ensure the argani zatlon
| ~Staff #1 was her daughter who was home from™ - remain compliant.
college for the suramer and worked on shiff with her. _ F. Management will momtor
-Staff#1 had been working for a few weeks, -Staff -1 monthly
#1's kite date was written dawn when she firat put her
records together to open the iamhty, but had not
.| worked until recently. i
| ~3taff#1 had tot received training in CPI pnor to _
I-working w1th the clients. '
'_-Scheduled staff #1 a CP1 trammg for next week
Y 337 : 7
o 27}3 0108 Chent R1ghts Trammg in Sec Rest& v
o : y :
10A NCAC 275 D108 TR.AININ(J IN
| SECLUSION, PHYSICAL RFSTRAINTAND .
ISOLATION TIME-OUT
1 (&) Seclusion, physical restraint end isolation time-out
‘may be employed only by staff who have been trained g
and have demonstrated competente in the proper use | .
of and alternatives to Ihese pmcedures Facilities shall | - i
ensure that : ) '
STATEMENT OF DEFICIENCIES ANDE X ' PROVIDER/SUPPLIBRICLIA| (X2) MULTIPLE CONSTRUCTION o (X3} DATE SURVEY
PLAN OF CORRECTION | \DENTIFICATION NUMBER; - A RULLDTNG: - . . _ - COMELETED
MHLEO92.994 . T - - 07/22/2024
NAME OF PROVIDAR CR SUPPLIER o © STREETADDRESS, CITY, STATE, ZIP CDDE
R 1033 HAZELMIST DRIVE  SKYYWELL HEALTH INC
‘ _WAKY FOREST, NC 27587 _ -
(X4} 1D | | SUMMARY STATEMENTOF DEFICIENCIES -~ .. mo PROVIDER'S PLAN OF CORRECTION 01s)
PREFIX |~ (BACHDBFICIENCY MUST BEPRECEDEDBYFULL ~ - | PREFIXTAG | - (EACHCORRECTIVEACTIONSHOULDBE - | COMPLETE
TAG ; RFC'ULA'I’GRY_‘ OR LSC IDENTIFYING [NFORMATION) - 'CROSS-REFERENCED TO THE APPROPRIATE DEFICEENCY) DATE
V537| Continued From page 12~ . | vs sy - 109.20.2024]
staff authorized to employ and terminate these _ Lo L?Ew‘fﬁg";i?g,:' Wbe corrected by
p“’c"d,:“ e c?ﬁ:uml];i have domonstrated I 1 A The organization shall be in
compelence at fea ally. compliance with all training
(b; . Priorto pmvldmg direct carc to people w1th requirements
dmabmnes whose treament/habilitation plan inchides | BN R . .
B, Al staff will be frained on -
restrictive interventions, staff including service - A i
- Alternative Restrictive:
. providers, emp!ovees students or volunteers shall : Interventions _
¢omplete training in the use of seclusion, plysical ‘ , :
restraint and isolation time-out and shatl not use theae ! C Srtg\‘fri(‘;:f bsee;t—!\‘,-?(l;r;esd prlor 0.
interventions until the training is completed and - . P g
competence is demonstrated., D. Management will have proper
: documentation to ensure emdence
{c) Apie—requasrtc for tak'mg this trammg is” of ralning.
' E. Steff will show competency in the

Division of Ficalth Sorvico Regalation
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Division Qﬁﬁﬁiﬁhﬁﬂﬁ%ﬂ_@dﬁ@@hy completion of training
in preventing, reducing and eliminating the need for N proper use of and altematlves to
restrictive interventions, ‘ © . these procedures. 1
| {d) - The training shall be compctency—based o F. Staff will be trained annua!fy or as’
zmlude measureble leamning objectives, mcasurablc . . need to ensure the organization -
testing (writterrand by observation of behavior) on : remain compliant.

those objectives and measurable methods to determine G. Staff will not be schedule to work
passing or failing the course, - without completing all trainings
{e} Formal refresher training must be complcted H. Management will monitor monthly
by each service provider perlodlcally {minimumn
anmlaliy) :
(f) - Content of thé training that the service -
provider plans fo employ must be’ approved by the
| Division of MH/DD/SAS pursuant to Paragraph (g)of |
| this Rule. .

{g) Acceptable training Pt cgrams shal} mclude
butare not limited to, presentation of* '

{1y - refresher information on aiternatwes to the use| -
| of restrictive intetventions; " ‘ ‘
(2} . guidelines on when to intervene
(understandittg immineat dangc1 to seif and Dthﬁl‘s)
{3} ‘emphasis on safety and respect for the tights

‘| and-dignity of al}  persons invelved (usmg concepts of
; Ieast xestnctwe mtervennons and

STATEMENT OF DEFICIENCIESAND - | (x1) PRDVIDER‘SUPPUER;(‘L[A (X32) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

.PLAN UF CCIRRE(“:';.ON ) EDEN'I'IF!CAT}GN NUMBER: o A HUU..Di’l;vI'G: . : ~ COMPLETED

MELO92.994 . | BV 07220024

NAMEOTPROVIDERORSUPPLIR . SIREE; ADDRESS, CITY, STATE, 2 CODE
‘ ' 1033 HAZELMIST DRIVE.  SKYYWELL HEALTH INC
__WAKE FOREST, NC 27587

(X4 e A sumw.nvsmmmmomﬁmc‘mw{x:s oo D © | PROVIDER'S PLAN OF CORRECTION © © | xs)
PREFIX {  (BACH DEFICIENCY MUST BE PRECEDED BY FULL - - PREFIX TAG |- (EACH CORRECTIVE ACTION SHOULD BE [ COMPLETE
TAG REGULATOR‘:‘URLSC {DENPJFYING lNPORMATION) ~ b« | CROSS-RERERENCED TO THE APPROPRIATE DEFICIENCY) DATE

V537 Continued Frmnpageli% ' R B

incremental - steps inan mterventlon), .

(#) . . siratzgies for the safe xmplcmemaxmr; of

restncnve interventions; .. .

(§) - theuseof amergcncy safcty mtcwentlons

which include continuous assessment and momtormg

| of the physical-and psychological well-being of the .
client and the safe use of restraint throughout the
duration of the restrictive intervention;

(&) pmhlbmed procedures;

U debricfing strategies, mcludmg thelr

Jimportance and purpose; and -

(8)  documentation mcthodsfprocedures ) -
Service prov:ders shall maintain documentation of
initial and refresher training for at least three years,
([) Documentation shall include; ‘

Dhivision of Hcalth Scrvzce Regu atzon
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Division qwmlﬂﬂﬂwmmin@gmd the
| oukeomnes (pass/Tail); ' : : ‘

(B) - whin and where they attended; and (C) : k. ‘ ' l
instructor's nama, ~ o o
() The Division of MH/DD/SAS may
review/tequest this documentation at any time. (j)
Instructor Qualification and Training Requirements:
(1y.  Trainers shall demonstrate competence by
scaring 100% on testing in a teaining program aimed
at preventing, reducing and eliminating the need for
| resirictive inferventions, e
S(2) Tramers shall demonstrate competence by
scoring 100% on testing in a training program
teaching the use of sectusion, physical restraint and
jsolation time-out; e
|3} - Trainers shall demonstrate compeétence by
‘scoring a passing grade on testing in an insiructor
training program. (4) - The training shall be -
competency-based, include measurable learning
objectives, measurable testing (written and by

 STATEMENT OF DEFICIENCIES AND | (xn) _ PROVIDER/SUBPLIFRICLIAL (X2) MULTIFLE CONSTRUCTION . | pate survey
PLANOFCORRECTION .~ - | IDENTIFICATION NUMBER: A BULDMNCE : ‘COMPLETED

MHL092-994 ' < - o024

NAME OF PROVIDEROR SUPPLIER ~ R "sTéEE"r ADDRESS, CITY, STATE, ZIP CODE
o ' 1033 HAZELMIST DRIVE  SKYYWELL HEALTH INC
) WAKE FOREST N 27587
{X4) 1D © SUMMARY STATEMENT OF DEFICIENCIES. . o PROVIDER'S PLAN OF CORRECTION : (X5

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL - - "PREFIX TAG- | (BACR CORRECTIVE ACTION SHOULD BE COMPLETE
TACE REGULATORY OR LSC [DENTIFY NG INFORMATION) . ... CROJS-REFERENCED 70O THE APPROPRIATE DEFICIENCY) DATE

V 537 | Continued From page 14 : V537

- observation of behavior) on those objectives and _

 measurable methods to determine passing or failing the .

course, o C o

5 The content of the instructor training the

service provider plans to cmploy shall be approved by

thie Division of MH/DD/SAS pursuani % -

Subparagraph (j}{@) of this Rule.

(6) Acceptable instmctor training programs ghall

inctude, but not be limited to, preseritation of:

(A} understanding the adult learner; (B)

methods for téaching content of the course;

{{C) - evaluation of trainee performance; and (D)

-} documentation procedures. Lo

(7) - Trainers shall be retrained-at least annually

and demonstrate competence in the use of seclusion,

| physical restraint and isolation time-out, as specified in
Paragraph (2) of this Rule. o : i

(8) - Tvainers shall be currently teained in -

CPR. - e el

Drivision of Health Sevvice Regulation
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07/25/2024

teaching the use of restrictive interventions at least wo
Limes with & positive review by the'eoach. -

(¥0) " "Trainess shall teach a program.on the usgof "
restrictive interventions at least once artruaily.

{11)

:mtruclor training for at least three ycars

{1}' v Docwmnentation shall include:.

who participated in the trammg and the
outcomﬁ {pass/tail); _
when and where they attended and )
mstructor B name, -

Trainers shal complete a refresher i instructor
training at least every two years. (k) Service providers
- shall maintain documentation of initial and refresher

]

STATEMENT OF DEFICTENCIES ANE
PLAN OF CORRECTION .

(K1)
lDEN'nFiCaTlow TIMBER:

MHLA)%-QM -

PROVIDERS UPI’L]ER!LLEA

X2y MULTIPLE CONSTRUCTION
A, BUILEANG:

I B WING.

(X3) DATE SURVEY
. COMPLETER

07/22/2024

NAME OF PROVIDER OR SUPPLIER .

STRFF'E‘ Anrmrss, cxw STATE 2IP CODE
1 033 HAZELMIST DRIVE

SKYYWELL HEALTH INC

WAKE FOREST, NC 27587

(X410
PREFIX
TAG

SUIMMARY STATEMENT GF DEFICIENCIES
{EACH DEPICLENCY MUST BE PRECEDED BY FULL

D

e . PROVIDER'S FLAN OF CORRECTION
PREFIX TAG"
'+ CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY)

AEACH CORRECTIVE ACTION SHOULD BE

(X5}
COMPLETE
DATE

V 537

@

review/ réquest this documentation at any time.

[

| course which is being coached. (3)
shall demonstrate competence by completion of

" REGULATORY: OR LEC IDENTIFYING INFORMATIDNJ

Contmut.d Frmn pdgc: 15
"'The Dw:swn of MT-UDD/SAS may

{l} Qualifications of Coaches:

" Coaches shal] meet all preparatmn
requlremerats as a trainer,

(2)

-Coaches

coaching or train-the-teainier instruction.
{m} Documentation shall be the same preparanon as
for traineirs.

This Rule is not met as evidenced by:
Baséd on record seview and interview the facility
failed to ensure one of three audited staff (#1) was

trained in restrictive mterventmns. The findings are: -

" Coaches shall teach at least three fimes, the o

vsIT

Drivigion of l-Iealch Sewme Regu!ahon

STATE FORM

o

075011
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‘Review on 7/9/24 of staff #I‘s record revm]ed
| -Hire date of 173723

| -lob title- Paraprofessional -
-+ =No cwdcnce of rcstrlctive :ntcrventmns trammg

o Interview on' 7/9/24 stafy #1 ‘;taled

few, weekb

| training for restrictive interventions. was scheduled in
| the next few weeks, o

-She had only been workmg i the facility for the [ast

-Was home ﬁom collc;,e for: the surarner and worked '
with her mother (Liceisee) on shifts: -Did not have
waining in'restrictive: intervention, "Thought"

-Will'go back to coilegé on 8!2!24 and would on!y
'wnrk whcn home on. schoo] brcakq

STATEMENT
PLAN OF co

PRDVIDEMSUPPLJLRJCIJA
!DFN’]‘IFICATION NUMBER; -

oF BEF‘I(‘]ENFH:SAND -
RRECT[ON

MHL€)92-9.94

(X2) MUETIBLE CONSTRUCTION
* A. BUILDING:

{X3) DATE SURVEY
COMPLETED

B. WiNct -

- NAME OF PROVIDER OR SUPPLIER. -

STREET ADDRESS, CITY, STATE, Z!P CODE
o33 HAZELMIST DRIVI: SKYYWELL HEALTH INC

_WAKE FDREST NC 2"587

072212024

xHm
PR.!ZFEX
TAG -

SUMM ARY STﬂTEMENT OF DEFICIENCIRS
) * (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
_ REGULATCORY OR1SC. IDENTIFYING WFORM.-\T]DN)

[}
PREFIX TAG

CROSS-REFERENCED TO THE APPROPRIATE DEFICIENGY)

PROVIDER'S PLAN OF CORRECTION x5
(EACH CORRECTIVE ACTION SHOULD BE comm.ésm
DALE

v s37

v sz

‘Continued me page 16

| Interview on 7/9/24 the Licensee stated"
| <Used Crisis Prevention Indtitute (CPI) for thexr
gy resmlctrve intervention training:

{ #1's hire date was written down when sho first put hu
-records together to open thie famhty, bul had mot -

,27(3 0304(]3)(4) Hot Water Tempc:mlres ‘
1104 NCAC 276G 0304 FACILITY DESIGN AND
: (b) -Safety: Bach. famfﬂy shalt be des:gned constructec_i
g safety of clients, staff and visitors.

' axposed to hot water, the temperamre of the water

-Staff#! was her daughter who was home ﬁom
college for the sumuiner and worked on shift with her,
-Stafl #1 had been working for a few weeks. -Staff

worked until recently.

-Staff #1 had pot received trammg in CPI prmr to :
working with the clients, =

-Scheduled staﬁ“ #1 a CPI irammg for next Week

EQUIPMENT
and equipped in & mannet that ensures the physwal

(4) | Inareas of the facility where clients are

V537

" V752 :

STATE ]'ORM

Diivision of- Hcalth Scmw chulatmn ’

| derr

Q7561
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Division @ﬁﬁbmhfmmwmm 106-116 dcgrce‘;
Pahrenhelt
: Thls Rule is noz met as ewdenced by:
‘Based on observation and interview the facility failed
to ensure the water temperature was mamtamed
- between 100—116 Fahrenhelt. The findings are;
thervatmn on 7/9/24 at 10:50 AM Tevealed: {
-Kitchen sink waier tempemturc was 94 degrecs .
| Fabrenheit
-The clients' bathroom sink and shower water
temperature was 94 c_iegre&s Fahrenheit
- STATEMENTOF DEFICIENCIES AND [ gty pmwnamummmm (X2} MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
- PLAN QF (,ORREC’FION {DENTI H(,.A'TIC}N NUMBER: . A. BUILDING: : COMPLETED
.  leowiva_ ' .
_ MHL(92-994 _ ‘ 07/:22/2024
NAME OF PROVIDER OR SUPPLIER . STREETADDRESS, CITY,STATE, 2IP 0B
o 103'5 HAZELMIST DRIVE SKYYWELL HEALTH INC
. . . WA!(F FOREST, NC 27587 - _ .
GAVD | SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION L
PREFIX | . (SACHDEFICIENCY MUST BE PRECEDED BY FULL PREFTX TAT (BACH CORRECTIVE ACTION SHOULD BE . . COMDLETE

TAG - REQULATORY OR LSC ii)ENTJFYENCt TFORMATION) - : CRO3S-REFERENCEI? TO THE API‘RGPRIME DE‘FIC[ENCY) B DATE

V732 Contmued From page 17‘ S VIS Va2
: S -~ !This deficlency will be correctedbythe

o Intervaew on ‘?/9/24 Staff#Zfocensee Husband stated ; - foiiowing actions:

S A. The organization will be in ‘
ﬁ;ﬁif;fﬁffﬁ;?e water this weelc and it was 4 100 , L accordance with the facility design |

and equipment guideline related to

" -Did not check it regularly, but noticed it was not hot water temperatures.

getting warm, . Ater temy
| ~They were preparing for their accrcditatmn and dom g -B. ;Ze\:a?jrntgritIoenrav:'glr:?sst‘vr;ht?:ihe
water temperanu'e checks, p

- Wilf tim up the water heater and kecp a chcck on the 110- 116 degree Fahrenheri

water 1emperalurc protacol.

C. Water Temperatures will be :
checked daily at each receptacle -
i with supporting docunaentatiun.-. N
© D. Staff will be in service on the
. protacol of checking the water
.. temperature, .
E. Staff will be in service on the
- protocol of when to report and to - |
whom they should report and
increase/decrease in the water
temperature. o ,
F.- Management will monitor all and
ensure arg temperature taking -
equipment is operational. =
G. Management will monitor weekly. .

Division of Health Service Regulation
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