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Initial Comments.

The purpose of this visit was to conduct a periodic compliance survey on
3/4/2025. Rule violations were cited.

111-8-65-.09(4)(c)7. Administration and Organization.
[Personnel] records shall include the following:

7. Documentation of orientation and training required by these rules; ...

This REQUIREMENT is not met as evidenced by:
Based on review of employee records and interview with, it was determined that
the provider failed to ensure that employee files included documentation of

orientation and training for 1 of (Staff B, Staff C) sampled employees.

Findings were:

1. Record review for Staff B showed a hire date of 8/15/2018 as a Certified
Nursing Assistant. Further review lacked documentation of orientation exposure
to TB.

2. Record review for Staff C showed a hire date of 8/28/2024 as a Certified
Nursing Assistant. Further review lacked documentation of orientation exposure
to TB, and First Aid.

2. During the exit conference on March 4, 2025 at 11:05 p.m., Staff stated
confirmed employee records lacked documentation of orientation and training.
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