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Statement of Licensure Violation: 
350.681

Section 350.681  Health Care Worker 
Background Check

A facility shall comply with the Health Care 
Worker Background Check Act and the Health 
Care Worker Background Check Code.

These regulations were not met as evidenced by:

Based on record review and interview, the facility 
failed to comply with the healthcare worker 
registry act, impacting all 14 individuals residing 
at the facility, (R1-R14). 

Findings include:

Resident Roster undated, received 1-28-25, 
identifies R1-R14 as residents residing in the 
facility.  

E10/Direct Support Person (DSP) healthcare 
worker registry employee record documents a 
start date of 8-2-23. The registry does not include 
evidence of a finger-print based criminal history 
background check was completed.

On 1-29-25 at 2:00 PM, E1/Administrator 
confirmed no further records are available to 
verify a background check was completed for 
E10.
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