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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm 45470
or potential for actual harm
Based on interview and record review, it was determined that the facility failed to develop and implement
Residents Affected - Few written policies and procedures that prohibit and prevent abuse, neglect, and exploitation of residents and
misappropriation of resident property. Specifically, a nursing assistant who provided an invalid Social
Security Number and failed to provide fingerprints was working in the facility for approximately three months.

Findings Include.

1. On 12/3/24, Nursing Assistant (NA) 1's employee record was reviewed. NA 1 was hired at the facility on
9/4/24. NA 1 was reviewed in the Direct Access Clearance System (DACS). NA 1's current fitness
determination was In Process and it was revealed that NA 1 did not submit fingerprints. NA 1 was
involuntarily terminated on 12/2/24 due to providing the facility with an invalid Social Security Number.

On 12/3/24 the facility's Pre-Employment Investigations Policy was reviewed. The policy revealed that
employees are required to submit fingerprints electronically to the Department of Health within 15 working
days of engagement. The policy revealed, An applicant or employee may not work or continue to work if the
company discovers, knows, or has reason to believe that the results of the applicant's or employee's criminal
background check or any other background inquiries are, or due to subsequent events have become,
inaccurate.

On 12/3/24 an interview with the administrator was conducted. The administrator stated that NA 1 was
terminated due to discovering NA 1 provided an invalid Social Security Number. The administrator stated
that he was aware that NA 1 had not submitted their fingerprints to the Department of Health.
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