AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
hitp:/fAww.dail vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

May 28, 2014

Mr. Michael Moore, Administrator
Lowell House

419 Rickaby Road

Lowell, VT 05847-8667

Dear Mr. Moore;

Enclosed is a copy of your acceptable plans of correction for the survey conducted on April
29, 2014. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. if
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

sty 1)

Pamela M. Cota, RN
Licensing Chief
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Facility: Lowell Housge
Survey Report Date: May 6, 2014
Plan of Corrcction Date: May 12, 2014

R145 - V. RESIDENT CARE AND HOME SERVICES
59.c(2)
Plan of Correction:

* A Nursing Plan of Care form bas been developed [or use with all residents of the home.
The plan will be completed by nursing staff based on the area of need identified in the
Resident Assessment, and will be used along with existing Developmental Services
documents to create a comprehensive care plan.

* A Nursing Care Plan will be completed for each existing Resident by 5/31/14.

= Nursing Care Plans will be completed for all new admissions in accordance with
applicable regulations.

» The Nursing Care Plan will be reviewed by nursing on-an on-going basis and modified
annually or 45 needed.

» The Residential Manager will review the plen monthly to ensure ongoing applicability
and regulatory compliancc.
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