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J Businesses-Requires DHSS Approval

Only activities necessary to the administration of
the facility shall be contained in any building used .
| as a long-term care facility except as follows: ' !
' (A) Related activities may be conducted in
i buildings subject to prior written approval of these |
l activities by the Department of Health and Senior .
- Services (hereinafter-the department). Examples
- of these activilies are Home Health Agencies, i
f physmlan s office, pharmacy, ambulance : :
- service, child day care and food service for the
| elderly in the community; 11/l

| This regulation is not met as evidenced by: 1 !
' Class Il

i Based on observation, interview, and record
| review, the facility failed to obtain approval from
 the Department of Health and Senior Services to
| have a second business on the facility property | i
| when the facility kitchen provided off-site meals
. daily for residents in unlicensed independent :
| lwmg apartments. The facility census was 20. }

Review of the Department of Health and Senior
| Services Second Log on 10/22/24 showed no i {

approvat had been granted for a second
. business,

¢ 1.0bservation on 10/22/24 at 10:00 A.M. of the
; assisted living facility showed a meal delivery cart -
| for transporting meals prepared in the assisted ! 3
 living kitchen to the independent living clubhouse
| for consumption by the independent apartment
| residents.

' 2.During interview on 10/22/24 at 10:00 AM., the
| Dietary Manager said that the assisted living :
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dietary staff prepared meals in the assisted living
kitchen to be served off-site for residents of the
unlicensed independent apartments.

During interview on 10/22/24 at 4:40 P.M., the
facility administrator said the following:

-He had not been aware of the need for a second
business license for the independent living meals;
-He would apply for a second business license as
it was his responsibility to do so;

-it was his expectation that the facility be in
compliance with all regulatory requirements.

Missouri Department of Health and Senior Services
STATE FORM 6899 KTUW11 if continuation sheet 2 of 2



PLAN OF CORRECTION

Provider/Supplier

Teal Lake-Assisted Living by Americare
Name:

Street Address,

City, Zip: 1722 Huntingfield Dr. Mexico, MO 65265

Date of Survey: 10/22/2024

PROVIDER/SUPPLIER/CLIA IDENTIFICATION NUMBER 235634C

ID PREFIX TAG PROVIDER'S PLAN OF CORRECTION: CON:;{.:; 0N

The filing of this plan of correction does not constitute any admission
by the facility regarding the alleged violation stated in the summary
Statement of Deficiencies dated 10/22/2024 by the Missouri
Department of Health and Senior Services. This plan of correction is
filed as evidence of our continuing commitment to provide care in
compliance with applicable law.

A3202 The facility will ensure to obtain required approval from 10/29/2024
DHSS for the purpose of additional (second) business
functions.

No residents affected

Measure taken to assure continued compliance with the
cited requirement, for all residents with the potential to be
affected:

1. _The Administrator and/or designee submitted additional
business request to DHSS via E-mail dated 10/29/2024

2. The Administrator and/or designee will obtain new
approval from DHSS for second business request every period
as necessary to ensure continued compliance.

The above measure was accomplished as of 10/29/2024

The Administrator signing and dating the first page of the CMS-2567/State Form is indicating their approval of
the pian of correction being submitted on this form.
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