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P 000! Initial Comments

A Complaint Survey investigating KY00046847,
KY00047212, KY00047251, KY00047347, and
KY00047381 was concluded on 10/08/2025.

A deficiency was cited related to KY00047251,
KY00047381 and KY00047347 at P0355.

No deficiencies were issued related to
KY00046947 and KY00047212.

Survey Dates: 10/08/2025
Survey Census: 89
Sample Size: 16
Supplemental Residents: 0

[
P 355 902 KAR 20:036 5(3){c)4 Section 5. Provision of
Services

Section 5. Provision of Services.

{3) APCH or SPCH shall meet the folfowing
requirements relating to the provisions of
residential care services:

(c) Dietary services.

4. Food preparation and storage.

8. There shall be at least a three (3) day supply of
food to prepare well-balanced, palatable meals.
b. Food shall be prepared with consideration for
' any individual dietary requirement.

¢. Modified diets, nutrient concentrates, and
supplements shall be given only on the written
order of a physician.

d. At least three (3) meals per day shall be served
with not more than a fifteen (15) hour span
betwaen the evening meal and breakfast.

e. Between-meal snacks, including an evening
snack before bedtime, shall be offered to all
residents.

f. Adjustments shall be made if medically
conftraindicated.
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g. Food shall be:

(i) Prepared by methods that conserve nudritive
value, flavor, and appearance; and

(i) Served at the proper temperature and in a
form to meet individual needs.

h. Afile of lested recipes, adjusted to appropriate
yiald, shall be maintained.

i. Food shall be cut, chopped, or ground to mest
individual needs.

J. If a resident refuses food served, substitutes
shall be offered.

k. All opened containers or leftover food items
shall be covered and dated when refrigerated.

L. lce water shall be readily available to the
residents at all imes.

m. Food services shall be provided in accordance

with 802 KAR 45-005. \ Regional Manager in-serviced Administrator

on ensuring the facility has a 3 day
emergency supply of food. In- service
completed on10/13/2025. A supply of food
was delivered on 10/09/2025, two orders
delivered on 10/16/2025, and another truck
delivered on 10/30/2025. The Regional
Director will monitor Food supply in the
facility for 2 months. Monitoring to begin
10/16/2025.

POC completion date of 11/17/2025

This requirement is not met as evidenced by: ' :
Based on observation, interview, and facility

policy review, there was sufficient evidence to l
determine the facility failed to ensure there was at
least a three (3) day supply of food to prepare
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