7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
hitp://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

January 20, 2015

Ms. Lynn Pilcher, Administrator
Spring Lake Ranch

1169 Spring Lake Road, Po Box 310
Cuttingsville, VT 05738-0310

Dear Ms. Pilcher:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 22, 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,

—() G Mg L aad

Pamela M. Cota, RN
Licensing Chief

PC:jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILDING: : COMPLETED
0526 B. WING 12/22/2014
NAME OF PROYIDER OR SUPPLIER STREET ADDRESE, GITY, STATE, ZIP CODE
1169 SPRING LAKE ROAD, PO BOX 310
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410 SUMMARY STATEMENT OF DEFICIENGIES i) PROVIDER'S PLAN DF GORREGTION o)
PREFIX (EAQH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | - (EAGH CORREGTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY DR LSC [DENTIFYING INFDRMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
‘ ' DEFICIENGY)
. : 008 Action ken:
T 001{ Initial Comments T Too Ct“_’ 'to. be taken
A new admission form was
An unannounced, on-site re-ficensure survey was created to inform residents of
conducted by staff from the Division of Licensing their right to formulate, or not
and Prqtgctiol? on 12/22/14 to determine formulate, an advance
campliance with the Vérmont Therapeutic L )
Community Residences (TCR) Licensing d;lrc-e,ctlve, m.th a space for
Regulations and to review two self-reported : resident to sign and date.
incidents from intake #12102, There wers no .
regulatory violations related to the self-reports. ; .
The following regulatory Vlolatwns are from the Should the resident wish to
1|cens]ng Suwey . fOI‘IIlUlatﬁ an ﬂdvance
directive the staff will
T 008l V.5.2.d Resident Care and Services _ T 009 provide the Vermont Ethics
_SS=C 2 Admission A Network advance directive
- 18, mission Agreertents —— . - - oo o o) o forrramd agist theTesidentin- . — -
52.d On admission, the residence must also - filling it out, if necessary. '
detsrmine if the resident has any form of advance
directive and explain the resident's right under A5 & way to meet this
state taw to formulate, or not to formulate, an ] h
advance directive. The admission agreement requirement with our cunrent éC/
shall include a space for the resldent to sign and population the Admissions 7o
date to Indicate that the résidence has met this Director will meet with all &f o i
requirement, residents and have the W“I
. . e M
residenis sign off on the form ')Ji} 5 MH
stating they have been asked ( _ /
This REQUIREMENT Is not met as evidenced | their wishes with regard to ’
by:. ( 3 dir gar /n%]
Based on staff intarview and document review, advance dircetives.
.| the facility falled to assure that residents were
informed of their right to formulate advance . T 009 Monitoring
directives and to show written evidence it has mst . .
. o corrective action:
this requirement. Findings include: . .
a 9 The Admissions Director and
Per interview with the Administrator on 12/22/14 Program Administrator will
;’:\t 1;‘ 30 A{\dd t&E’ r_f_’ﬁide”‘;itha% not g't dan periodically review client .
mplementad the Therapeutic Care Residence .
(TCR) requirement to inform new residents of Ms to mal.ce sure this
their right to formulate advance directives and to requirement is being met.

Divlsion of Licensing and Protection
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Division of Licensing and Protection
STATEMENT OF DEFICIENCIES {¥1) PRDVIDER/SUPPLIERIGLIA 2 MULTIPLE CONSTRUGTION (XS) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0526 B. WING 12/22/2014

NAME OF PROVIDER OR SUPPLIER

SPRING LAKE RANCGH

STREET ADDRESS, CITY, STATE, ZIP GODE

1169 SPRING LAKE ROAD, PO BOX 310 .
CUTTINGSVILLE, VT 05738

Administrator on 12/22/14 at 3 PM, it was noted
that ‘over the counter' PRN {(as naeded)
medications are be:ng administered to residents
hased on one generic copy of Standing Orders,
signed by the psychiatrist, on 10/26/11. Per the
Administrator, the Standing Orders arg not

order for OTC medications,

(%A IO SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ' (X5
FREFiX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX ' * (EACH CORREGTIVE AGTION SHOULD 8 GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE DATE
) DEFICIENCY)
T 008 Continued From page 1 . TQOR
have written evidence of this precess, Including
the resident's signature on the document. The
Administrator stated the home has completed a
naw palicy that will be utilized for all subsequent
admissions which will include the requirad
documentation. The process hag ot baen
completed for all current residents of the home.
T 037 V.5.8.¢ Resident Care and Services T 037
S&=E ' T 037 Action taken:
5.8 Medication Managemesnt _
The generic copy of Standing
5.83:' Stt'aﬁ shail not te_!ssizt w\i,th Qtrh adg;ini?;?r any Orders was changed to an
meaQicaton, prescripio I over-ine-coun
— o~ rigdications forwhich-there-is not a physician's or .. individuslized PRN order _
other licensed health care provider's written, sheet for OTC medications
signed order and supporting diagnosis or problem on 12/24/14 and each order
statement in the residents record. has boen signed by the
physician, Fach resident now
has & personalized PRN order
ghis REQUIREMENT is not met as evidenced sheet for OTC medications, , f[" j
y:
Based on st:aff interview and document review, ' 037 Monitoring /0 3/[ GZ}
the home failed to assure that all medications c ] . ﬁ
administered by staff had a health care provider's orrective Action W % pu\)
written signed order, All residents of the home o m
have the potential tc be affected. Flndmgs The Nurse and Clinical | I fy
include: Director will periodically f
i ot check the PRN book
During observaticns of thé medication P ok that each ° 4 @
administration process (including the PRN Inake sure th t cach resy et
Medicationn Administration Manual} with the has an individualized PRN

Division afLicenslng and Protection
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(44) 1D SUMMARY STATEMENT OF DEFIGIENCGIES D PROVIDER'S PLAN OF CORREGTION 068)
PREFIX {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CDRREGTIVE ACTICN SHOULD BE COMPLETE
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY) -
. |
T 037| Continved From page 2 T 037
completed for each resident, with names and
dates of birth, and signed by the physician, TCR
regulations require that all resident medications
being administered have current signed physitian
orders and a corresponding diagnosis.
T04Q V.5.8.5 Resident Care and Services TO040 T 040 Action to be taken;
S5=D
5.8 Medication Management “The PRI form will be
5.8.5 Staff other than a nurse may administer revisod toincludea
PRN psychoactive medications only when the description of behavior which
residence has a written plan for the use of the wonld indicate that the PRN
PRN medication which: describes the specific may be given: the behavi
T 7| Behaviors the madication Ty inten‘r.‘iéd'tcs"ccsrract"or' - the};?lei n; ended =3
address: specifies the circumstances that § mtended (o
indicate the use of the medication; educates the ; correct or address; the
staff about what desired etffec:ts or uhdesired side ! minimom time period '
effects the staff must monitor for;'and documents between doses if more than
the time of, reason for and specific results of the ;
medication Use. one can be given; and the
desired effect of the _ ﬁ W
n | NT | . ) 4 medication. There will alsp  — ﬁ Z{ d
Th‘is EGU REME T is not met as evidence be a section on the form to d
by: :
Based on staff interview and document review, educate lay staff about {
the manager failed to assure that non nursing poiential undesired side / / ] w/
staff had the required written plan to direct them effects to look for. Per 1A , 0
when administering a PRN psychoactive ine the staffwill si
medication to resldents of the home for 2 of b ongoing, the st wi Slgn’/ﬂm?
residents in the total sample. (Residents # 4 and date, and mark the
#5). Flndlngs include: effectiveness of the
Per review of the medical records for Resrdents medication.
#4 and #5, each had physician orders for PRN o
psychoactive medication which are sometimes Anticipated date of
administered by non-licensed nursing staff ahd completion for all residents is
there was no PRN care plan that Included the 2/1/15.
specitied circumstances Indicating the medication
Division of Licensing and Protection I
STATE FORM (T ZXG41 H continuation sheet 3 of 9
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STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

{¥2) MULTIPLE CONSTRUCTION

{%3) DATE SURVEY
COMPLETED

limited to, the following:

(1) Resident rights;

(2) Fire safety and emergency evacuation;

(3) Resident emergency response procedures,
such as the Heimlich maneuver, accidents, polics
ar

ambulance contact and first aid;

{4} Pulicies and prozedures regarding mandatory
reports of abuse, neglect and exploitation;

A. BUILDING:
0526 B. WING 121222014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP GUDE
1169 SPRING LAKE ROAD, PO BOX 310
SPRING LAKE RANCH CUTTINGSVILLE, VT 05738
(%4) 1D SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CDRRECTION 5)
BREFIY (EACH DEFICIENGY MUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
T 040! Continuad From page 3 T 040
may be given, the behaviors it is intended to
correct and educated staff regarding the desired T 052 Action to be faken: P ﬂ L
effects or undesired side effects that staff must Oy /f
glonitor f|n(r. Re%_ident }?‘i,h;\d phgs'ici‘ag gr?t?rs for Ag aresult of this survey ’tlle/ [ z
erogqual (an antipsychotic), 12.5 mg, Y n
mouth), up to 2 times every day PRN Hu Resouracs Direotor (J"W , Y f‘
anxiety/insomnia. The order did not include the established a mew practice for | .f
minimum hours between doses. Resident#5 had orienting and training all new ,
physician orders for Hydroxyzine (an anxiolytic) staff prior to their providing /w
50 mg. PO every 4 hours PRN amdety. The lack . . :
of required PRN care plans wag confirmed during direct care to residents. As of |
interview with the Administrator on 12/22/14 at 12/28/14 all new employees
310 PN now begin emplayment on a
Tuesday and have a full day
’ gﬁcfc? V.59.b.1.2:34.5:6.7 Restent Caremand Services | T 052 of orientation and training
5.9 Staff Services with the HR Director.
5.9.b. The residence must ensure that staff In addition, the Program
dernonstraie competency in the skills and Administrator and the HR
technc;ques thedy ar? expe;:,ted tt?d petrfor_rr‘rr\] beforhe | Director are developing an
providing any direct care tp residents. Thers sha ..
be at least twelve (12) hours of training sach year annual training sc:thilﬂa 10
for each staff person providing direct care to cover all of the required
residents. The training rust include, but is not . training arcas.

Antlcipated implementation :
of new training schedule is ‘i
3/1/15. i

The HE, Ditector will
maintain a binder
documenting that each
cmployee has completed the
rafning requirements,

Division of Licensing and Profaction
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
0526 B, WING 12122/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1169 SPRING LAKE ROAD, PO BOX 310
SPRING LAKE RANCH CUTTINGSVILLE, VT 05738
IX4) 1D SUMMARY STATEMENT OF DEFICIENCIES I {¥) PROVIDER'S PLAN OF CORRECTION [ré:))
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGHULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
' o DEFIGIENGY)
T 052 | Continued From page 4 TO052
(b) Respectful and effective interaction with
residents;
(8) Infection control measures, including but not
fimited to, hand washing, handiing of inans,
maintaining clean environments, blood borne
pathogens and universal precautions; and
(7} General supervision and care of residents \ T 060 Action to be taken:
g}l{'\'ls REQUIREMENT s not met as evidenced During the admission process
Based on staff interview and record reviews, the the resident will be offered an
facility faiied to assure that all staff completed the opporfunity 1o compleie an
annual fraining for all of the TCR reguired . advance directive. 1Ethe
trainings. (Five of five staff training records dent declines it will b
reviewed were incomplete.) Findings include: resident declines it wili be
noted.
Per interview with the Director of Human
Resources and the Administrator on 12/22/14 at If completing an advance
1115 AM, the Tacility }ngd not maintained written directive, which contains
records of afi staff tratning for the past year and ithin it the instructions ;
failed to provide the staff trainings specified in the wilhin it the instructions in
TCR regulations annually. Of the 6 staff records case of death, does not ogeur
reviewed, none had completed &l of the required the Clinesl Team Leader will
trainings specified in the reguiations. ask fhe resident his/her
. — : wishes i
T 08| V.5.10.5.4.2.1.iLii.iv.v.vi.vilviil| Regident Gare and | T 060 i¢hes in easo of death | N
SS=C| Servicos during the inteke and | ? ;
‘ " document that on the / CJE ’ ‘%/
6.10 Records/Reports completed admission note tﬁf;
5.10.1 The foilowing recards shall be maintained o Intialtres e W ;ﬁjﬁwm/
an ton file: , i
d kept on file This additional step to the /i/n
(1) Aresident register including all dmissions to Intake process will take place WJ
and discharges out of the residence. with the next admission
(2) A record for each resident which includes: slated for 1/21/15.

Divlsion of Licensing and Frotection
STATE FORM
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FORM APPROVED

i. The resident's name, emergency
notification humbers, the name, addréss and
telephone number of

any legal representative or, if there is
nene, the next of kin;

ii. The health care provider * s name,
address and telephone number;

iii. Instructions in case of resident's death;

iv, The resident’ s infake assessment
summary, identification of problems and areas of |
successiul
' life function;

v. Data from other agencles;

vi. Treatmant plans and goal, regular
progress netes; supervisory and review
cenclusions, aftercare

plan and discharge summary,
appropriate medical information, and a resident
information release

form: :

vil, A signed admission agraement;

viil. A recent photograph of the resident (but
a resident may decline to have his or har picture
taken,
any such refusal shall be documented
in the resident' s record);

ix. Acopy of the resident ' s advance
directives, If any were completed, and a copy of
tha ‘
document giving legal authority to

STATEMENT OF DEFICIENCIES (Xﬂ PROVIDERISUPPLIER/CLIA (XZ) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
ANMD PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0525 B. WING 12/22/2014
NAME OF FROVIDER QR SU_F’PLIER STREETADDRESS, GITY, STATE, ZIF CODE
1169 SPRING LAKE ROAD, PO BOX 310
SPRING LAKE RANCH CUTTINGSVILLE, VT 05738
(X4 0 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN QOF CORRECTION (X8)
PREFIX (BACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE BOMPLEE
TAG . REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CRUSS-REFERENGED TO THE APPROPRIATE DATE
) DEFICIENCY)
T 060| Continued From page 5 T 060

Division of Lisenising and Protection
STATE F_ORM
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FORM APPROVED
Division of Licensing and Protection
STATEMENT DF DEFICIENCIES {%1) PROVIDER/SUFPLIERICLIA £X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMEER: A. BUILDING: COMPLETED
0526 B. WING .., 12/2212014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S8TATE, ZIP CODE
1169 SPRING LAKE ROAD, PO BOX 310
SPRING LAKE RANGH CUTTINGSVILLE, VT 05738
{X4) ID SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECGTION (X5)
PREFIX {EACH DEFIZIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHQULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG ' GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFCIENGY)
T060{ Continued From page & T 080
another, if any.
This REQUIREMENT is not met as evidenced T 086 Action to be taken:
by: . .
Based on staff interview and record review, the The Resident Handbook will
faciliy failed to assure that resident records be amended to include &
included instructions in case of death for Eof 5 section reparding the rights
resident records reviewed. ( Residents # 1 - 5). d & 'bi]it%i ¢ gh 60@
Findings include: anc responsibilitics o e 5@7
. . . ' residents. During the M /
Per [nterview with the Administrator on 12/22/1 4d admission process the p
at 11:25 AM, the facility had not yet implemente esident will i 4
the required regulatary language in the resident ; su':lenbw S?gn of}fon ’?‘{/;) / t- )
admission paperwork to include written aving been given the 3(
documentation of instlictions in case of a Resident Handbook and the - ﬁ[
resi:ﬂent‘stdigth. The facillitt?]f g:annedt to dont admissions team swill /}ﬂ/«}z
implement this process wi 2 next residen « g .
admitted 1o the facility. highlight the section on
Tesident rights in their
T086 V1. 6.2 Residents' Rights T086 interview.,
§5=C o
VI. Residents'Rights Anticipated completion of the
6.2 Each residence shall establish and adhere to BCSId‘mt Handbook revision
a writien policy, consistent with these regulations, is 2/1/15,
regarding the rights and responsibilities of
residents, which shall be explained fo residents at
the time of admission. Receipt of the righis by
the resident EB?l?!'l be ir1(ii(3EiFFBCj k))’ a 53i£;r1€3tl] re and T 086 ]3¢l]0]ﬂjﬂt()]‘ill{§ action
date by the resident on a line for that purpose on .
e taken:
the admission agreement.
This REQUIREMENT is notmet as evidenced Perfodic 1sview by the
by: Program Administrator of
Based on staff interview and document review, regident files,
the facility falled to assure that residents of the

Dlvision of Licensing and Proteciion
STATE FORM
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FORM APPROVED
Division_of Licensing and Protection — '
STATEMENT QF DEFICIENCIES (X1) FROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
0528 B WING 12/22/2014
NAME OF PROVIRER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1169 SPRING LAKE ROAD, PO BGX 310
SPRING LAKE RANGH CUTTINGSBVILLE, VT 05738
(X4 1D SUMMARY STATEMENT QF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ASTION SHOULD BE COMPLETE
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
. DEFICIENGCY)
T 088 | Continued From page 7 T D36
| home were informed of their rights and verified by
signature, receipt of a copy of the Resident
Rights upon admissich to the home. Findings
include:
Per intarview on 12/22114 at 11 AM, the
Administrator confirmed that current residents of
the horme had not been given a copy of their
Resident nghts, and had not sighed any
documents indicating receipt of these rights. The
Administrator stdted that they had developed the
policy to accomplish this but had not yet
ti ized It ,
operational T 187 Action to he taken:
T i T187 . _
e IX.8.11.c Physical Plant ! The Physical Plant Director 7 ¢ (,

9.11 Disaster and Emergency Preparedness

9.11.c Each residence shall have in sffect, and
available to staff and resldents, written copies of
a plan for the protection of all persons in the
event of fire and for the evacuation of the building
when necessary, All staff shall be instructed
periodically and kept informed of their duties
undet the plan. -Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of
day among motning, afterncon, evening, and
night. The date and time of each drill and the
names of participating staff members shall be
documented.

This REQUIREMENT is not met as evidenced
by

Based on staff interview and record reviews, the
facility failed to assure that fire driils were carried
out at the times prescribed in the TCR
regulations. Findings include:

updated the five 4ol log on //0
1/15/15 to include a rotation
of evening and night-time
drills for each resident house,
The form has ines for date,
time, and staff present.

The Program Administrator
will periodically review with
the PPD) that the dnlls are
being conducted at the
required times of day and

night,

Drills will begin in the new
rotation including evening
and night-time hovrs
beginning 2/1/15.

/

Iy
/)

Division of Licensing and Protaction
STATE FORM
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FORM APPROVED
Division of Licaénsing ang Frotection :
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRLUCTION (%3) DATE SURVEY
AND F'l‘_AN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
0526 B. WING 12/23/2014
NAME OF FROVIDER QR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
4169 SPRING LAKE ROAD, PO BOX 310
SPRING LAKE RANCH CUTTINGSVILLE, VT 05738
(X4 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIDN {X3)
PREFIX (EACH DEFIQIENCY mMUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG . CROSS-REFERENGED TO THE APPROPRIATE DATE
' DEFIGIENGY)
_T187| Continued From page 8 T187

Per review of the fire drill logs for 2014, the facility

faited to conduct drills in the morning and at night
time and also failed to document the list of staff in
attendance at each drill. Morning drilis are
between 6 AM and 1159 AM, Night tme drills are
betwesan 12 midnight and 5:59 AM. During
interview, the Administrator confirmed that
although the times recorded failed to state
whether AM ar PM, he/she was certain per review
of the log that most drills ware in the afternoon.

Division of Licensing and Profection

STATE FORM
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