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 A 000 Initial Comment  A 000

Original complaint 179194

Violations cited:

295.6000 1), 8), 11) General Violation.

 

 A6000 Section 295.6000 Resident Rights

This Regulation  is not met as evidenced by:

 A6000

General violation

Section 295.6000 Resident Rights 

1) The right to live in an environment that 
promotes and supports each resident's dignity, 
individuality, independence, self-determination, 
privacy, and choice and to be treated with 
consideration and respect; 

8) The right to exercise free choice in selected 
activities, schedules, and daily routine; 

11) The right to the free exercise of religion and to 
participate or refuse to participate in religious, 
social, recreational, rehabilitative, political or 
community activities; 

These requirements were not met as evidenced 
by:

Based on interview and record review the 
establishment failed to promote an environment 
that supports each residents independence and 
choice. The right to exercise free choice was not 
promoted nor the right to exercise in community 
activities. 
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 A6000Continued From page 1 A6000

Findings include:

Observation: R1 was noted to have an elopement 
bracelet attached to their ankle. 

Interview: R1 stated they do not want the 
elopement bracelet. R1 is oriented X3 and is able 
to complete all ADLs independently. R1 has 
demonstrated how to sign themselves out of the 
building and follow the facility protocols. 

E1 stated that R1 has a court order guardian and 
the family wanted the elopement bracelet applied 
to the R1 to protect her from leaving the building 
and possibly injuring themselves.
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