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 M 000 INITIAL COMMENTS  M 000

On 01/29/2026, with additional information 
gathered through 02/02/2026, Surveyor 
investigated 1 complaint at Thurke Avenue. The 
complaint was substantiated and 2 new 
deficiencies were identified. 

Census 4

 

 M 404 88.06(3)(a) INDIVIDUAL SERVICE PLAN & 
ASSESSMENT

The licensee shall ensure that a  
written assessment and individual  
service plan is completed and  
developed for each resident within 30  
days after placement.

This Rule  is not met as evidenced by:

 M 404

Based on record review and interview, the 
provider did not ensure an individual service plan 
(ISP) was developed for each resident within 30 
days for Resident 1. 

Resident 1 was admitted on 07/08/2025. The ISP 
was not developed until 10/30/2025. 

Findings Include:

On 11/06/2025, the department received a 
complaint alleging ISPs were not developed 
within 30 days of admission. 

On 02/02/2026, at 11:00AM, Surveyor reviewed 
the provider's resident roster. The roster identified 
Resident 1 was admitted on 07/08/2025. 
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 M 404Continued From page 1 M 404

On 02/02/2026, at 11:20AM, Surveyor reviewed 
Resident 1's initial ISP. The ISP was completed 
on 10/30/2025.  

On 02/02/2026, at 2:00PM, Surveyor interviewed 
Special Operations Director A (SOD-A).  SOD-A 
confirmed the ISP was not completed within the 
timeframe and acknowledged the findings. 

Cross Reference N0410 DHS 88.06(3)(d) 
Individual Service Plan

 M 410 88.06(3)(d) INDIVIDUAL SERVICE PLAN

The individual service plan shall  
contain at least the following:

This Rule  is not met as evidenced by:

 M 410

Based on record review and interview, the 
provider did not ensure there was a statement of 
agreement with individual service plan (ISP), 
dated and signed by all persons involved in 
developing the plan for Resident 1. 

Findings Include:

On 02/02/2026, Surveyor reviewed Resident 1's 
updated ISP, dated 10/30/2025 and 01/03/2026. 
Surveyor noted the ISP was not signed by 
Resident 1's legal guardian. 

On 02/06/2026, at 11:51AM, Surveyor interviewed 
Guardian B. Guardian B identified s/he was 
Resident 1's legal guardian. Guardian B 
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 M 410Continued From page 2 M 410

confirmed s/he did not sign the ISP dated 
10/30/2025 or 01/03/2026. Guardian B confirmed 
s/he did not receive a copy of an ISP until 
10/30/2025.

On 02/02/2026, at 2:00PM, Surveyor interviewed 
Special Operations Director A (SOD-A). SOD-A 
confirmed the ISP was not signed. SOD-A 
advised they will ensure the necessary signatures 
are obtained. SOD-A acknowledged the findings. 

Cross Reference N0404 DHS 88.06(3)(a) 
Individual Service Plan & Assessment
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