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COMPLAINT l JVE&T!C‘;’!-*JJN REPORT

Tms is an official report of an unannounzesd visit/iinvestigation of a compiaint received in our office on
[0S and conducied by Evelustor Katie L Kistler
COMPLAINT CONTAOL NUMEER: 14-CR-20150323161129
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FACILITY NAME: HERITAGE HOME FACILITY NU&':: ER: 075850113
ADMIRISTRATOR: VENTURA, RODIKA 730
AGLHHESS: 14 RED BARN CT. NE: {925} 8790845
cIryY: JAKLEY STATE: zZip CGDE 24561
SAPATITY: 3 CENEUS: 6 DATE: 06/23/2015

UNANRNOUNCED  ¥iIME ViSIT BEGAN: 09:45 AM
MET WiTH: Geqrga Clamor TIE CO.;,PLET..D 11:13 A

ATIGN{S):
1 | Facllity failod to report & serious injury of @ client
Facliity Administrator does not spend an sdaguale amount of time ai the faciiity to perform required job duties.
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NVESTIGATION FINDINGS:

1| LPA Kisticr met with George Clamor to deliver the findings of the above allegations. Interviews were conducted
2 | and paperwork was roviowed. Un 2/05/15 a client fell in the facitity breaking their fibula and tibula. This incident
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was not reported to CCL. CCL became aware of the incident at a visit to the facility on 3/24/15 when the LPAs
arrived and found the client in the home using a wheelchair due to the broken leg. The incident report that was
niovided on 3/24/15 was not complsted accurately, as it did not disclose all the staff members present during
the incident. The allzgation that the facility Administrator is not spending adequate time in the facility to perform
required job dutics iz substantiated due to the fzcility failing to report this incident and not submitting an
accurate and cumpleie exception request for the uze of the wheelchair. In addition, the facility has baen cited in
the past for incomplete paperwork, reporting requirernents, and not having a facility manager. The facility staff
either did not know to or neglacted to report suspected child ebuse and are mandated reparters. Based on the
11] preponderanne of evidence the above allegaticns are substantizted. See 9083-D for daficiencies cited per

12} Callornia Code of Regulaiions, Title 22, Civil penaities were assessed for repeit violations.

13} Exit interview wes conducted. Amegl‘:?iths providod.
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This report imust be availzble at Child Care end Growp Homa taciiities for public raview for 3 yaars.
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