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Completing and returning your report 

 
To complete your report form, enter text by clicking on the box see the instructions below.  
 
Use the tab key to move to the next box. 
    
1. Provider’s action plan 

a. Add details of your actions to complete the requirements/recommendations (if 
applicable)  

 
 
 
 
2. Provider’s comments/response. 

a. Confirm you have read and agree/disagree the contents of the report by clicking on the 
appropriate box 

b. State any factual inaccuracies found, add comments (if applicable) 
c. Sign (type name when returning electronically) and date.    

 
3. Return your report to randi@gov.im within 4 weeks. 

 
4. Do not use any other method e.g. links to Cloud or other file sharing services 
 
This report and grades represent our assessment of the quality of the areas of performance which 
were examined during this inspection. 

 
Part 1: Service information 
 
Part 2: Descriptors of performance against Standards 
 

Part 3: Inspection Information  
 
Part 4: Inspection Outcomes and Evidence and Requirements  
   
When making decisions the Registration and Inspection Unit have regard as to how well the 
service meets the Adult Care Homes Standards (April 2017). Providers of services are required, as 
part of their conditions of registration, to fully comply with the minimum standards. 
 
This report identifies strengths and areas of good practice as well as areas where, in order to meet 
the minimum standards, improvement is required. It also summarises the findings of an inspection 
of the service and any requirements and recommendations made.  It will form the basis for 
decisions by the Registration and Inspection Unit regarding registration, any variation of 
registration conditions and any enforcement action. 

 
Standard  1  - Introduction Assessment and Admission  
Standard  4  - Environmental and Personal Safety 
Standard  6 - Staffing 
 
In addition the following areas will be considered in each inspection: 

 
Provider’s Action Plan 

Click here to enter text. 
 

mailto:randi@gov.im
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Standard 7.3 - Policies and Procedures 
Standard 7.8 - Quality Assurance Systems 
Standard 7.9 - Annual Reports 

 
Part 5: Provider’s comment/response 
 

Part 1 Service Information 

Name of Service                                                             Tel No:   (01624) 617409 
17 Kensington Road 
 
Care Service Number 
 
Registration number ROCA/P/ 
Not applicable 
 
Address                                                              
17 Kensington Road 
Douglas 
 
Conditions of Registration  
17 Kensington Road is a Department of Health and Social Care establishment and therefore is not 
subject under current Isle of Man law to the registration process.  However this government 
resource is subject to inspection as an adult care home under the Regulation of Care Act 2013, 
Regulation of Care (Care Services) Regulations and the Isle of Man Minimum Standards.  
17 Kensington Road provides support and accommodation for up to four adults who have learning 
disabilities. 
 
Email Address   
Julia.murat@gov.im        
 
Name of Registered Manager     
Julia Murat – Senior Residential Support Worker (SRSW) – not registered 
 
Date of latest registration certificate    
Not applicable 
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring). 
None 
 
Date of previous inspection  
2/6/16 
 
Number of individuals using the service at the time of the inspection  
Four (4) 
 
Person in charge at the time of the inspection  
Julia Murat - SRSW 
 
Name of Inspector(s) 
Kevin West 
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Part 2 - Descriptors of Performance against Standards 

Inspection reports will describe how a service has performed in each of the standards inspected. 
Compliance statements by inspectors will follow the framework as set out below. 
 
Compliant 
Arrangements for compliance were demonstrated during the inspection. There are appropriate 
systems in place for regular monitoring, review and any necessary revisions to be undertaken. In 
most situations this will result in an area of good practice being identified and comment being 
made. 
 
Recommendations based on best practice, relevant research or recognised sources may be made 
by the inspector.  They promote current good practice and when adopted by the registered person 
will serve to enhance quality and service delivery.  
 
Substantially compliant 
Arrangements for compliance were demonstrated during the inspection yet some criteria were not 
yet in place. In most situations this will result in a requirement being made. 
 
Partially compliant 
Compliance could not be demonstrated by the date of the inspection. Appropriate systems for 
regular monitoring, review and revision were not yet in place. However, the service could 
demonstrate acknowledgement of this and a convincing plan for full compliance. In most situations 
this will result in requirements being made. 
 
Non-compliant 
Compliance could not be demonstrated by the date of the inspection. This will result in a 
requirement being made. 
 
Not assessed 
Assessment could not be carried out during the inspection due to certain factors not being 
available.  
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 Part 3 Inspection information 

The purpose of this inspection is to check:  

 Is the care safe? 
 Is the care effective? 
 Is the care compassionate? 
 Is the service well led? 

 

No Standard Requirements/recommendations from 
previous inspection 

Met/not 
met 

1. STANDARD 2.1 
 

The home needs general redecoration and 
carpet cleaning to improve surroundings in 
line with this standard. 
TIMESCALE: 1 SEPTEMBER 2016 

Part met 

2. STANDARD 4.8 The complaints procedure needs to be 
updated with the correct contact details. 
TIMESCALE: IMMEDIATE 

Met 

3. STANDARD 4.10 
 

Firefighting equipment checks to be carried 
out on a monthly basis. 
TIMESCALE: IMMEDIATE 

Met 

4. STANDARD 4.10 
 

Fire safety training to be carried out for all 
staff. 
TIMESCALE: IMMEDIATE 

Not met 

5. STANDARD 4.10 
 

Emergency lighting checks to be carried out 
monthly. 
TIMESCALE: IMMEDIATE 

Not met 

6. STANDARD 7.10 
 

Staff acting as shift leaders need to be 
qualified to QCF level 3 Diploma in Health 
and Social Care. 
TIMESCALE: 1 DECEMBER 2016 

Not met 

7. STANDARD 1.5 
 

A written contract needs to be in place. 
Timescale: 1 December 2015 
NOT MET 
Timescale: 1 September 2016 

Not met 

 
 

Feedback from relevant parties 

The inspector had the opportunity to meet and spend time with three of the people who lived in 
the home. It was clear to the inspector that the residents had a good rapport with the staff that 
were on duty at the time of the inspection. 
 
Questionnaires were left for the staff not on duty to complete but none were returned at the time 
of the report being completed. 
 
Family members were given questionnaires and one was returned to the inspector. 
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Part 4 Inspection Outcomes and Evidence and Requirements 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard  1 - Introduction, Admission and Assessment 

 

OUTCOME: People are confident that the home’s information reflects the services 
practice and that written information is accurate and current.  The registered provider 
is able to clearly establish that the home’s facilities and staff can meet the individual’s 
specific needs and requirements. The admission process is planned and people are 
clear on the terms and conditions surrounding their residency. 
 

Our decision: 
Substantially compliant    
   

Reasons for our decision 
The home had a statement of purpose handbook which had been reviewed on 28/3/17. This 
contained all of the information set out in Schedule 3 of the Registration Regulations. An easy 
read version was not available and this should be written. 
 
The people living at the home had lived there for some time and so there had been no new 
admission into the home. Any new admission into the home should have a pre-admission 
assessment completed, part of which includes a compatibility assessment. A staged admission 
process, such as visits to the home should take place and be recorded. 
 
All residents should have a written contract and these were not currently in place. The SRSW said 
that contracts were discussed in one resident’s recent Person Centred Planning (PCP) meeting 
and that a person from the Advocacy Service would be available to help explain contracts to the 
residents. 
 

Requirements  
Standard 1.1 
An easy read statement of purpose should be developed. 
Timescale: September 2017 
 
Standard 1.6 
During the admission process, the person being admitted and / or their representative are 
provided with a written contract that includes details of: 

 Terms and conditions of residency; including fees for services not included in the contract. 
 Details of notice served, support provided and timeframes. 
 Details of services / items provided (such as newspapers, hairdressing, chiropody etc.) and if 

there is an additional charge. 

 Insurance information for personal belongings. 
Timescale: October 2017 
 

Provider’s action plan 
1.1 An easy read statement of purpose has been developed.  1.6 A standardised contract has 
been developed and has been signed by all residents. 
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 4 - Environmental and Personal Safety and Comfort  

Outcome: 
Systems, checks, policies, procedures and staff training ensure that people’s dignity, 
well-being and safety is promoted and protected. 

Our decision: 
Partially compliant      
 

Reasons for our decision 
Environmental risk assessments had been completed and recently reviewed. 
All of the staff team had received safeguarding adults training, but several staff had not completed 
annual refresher training. 
 
Both a whistleblowing policy and the current Isle of Man Adult Safeguarding procedures were available 
in the policy and procedure file. A quick guide to raising an alert was also available. A “what to do 
when raising an alert” guidance was displayed on the office wall. 
 
Detailed records were made and retained on issues raised around safeguarding. 
 
A family member’s feedback form confirmed that they had not seen any staff practice which had 
caused them any concern. 
  
The inspector was informed that physical intervention was not used in the home. 
  
The home did not have a policy and procedure specific to physical intervention.  
 
Staff had attended MAPA (Management of Actual and Potential Aggression) training. 
 
One resident had a personal intervention plan that detailed the staff response to behaviours that this 
person, at times, displayed. 
 
Individual’s restriction around freedom of movement and personal liberty was discussed with the 
SRSW. The SRSW said that currently there were no restrictions as all of the residents were able to go 
out / stay in on their own. 
 
The home’s complaints procedure was displayed in the home, as well as an easy read “how to 
complain”. A “getting things right – a comment, complaint, compliment” leaflet was also available by 
the front door. 
 
No complaints had been made or recorded. 
 
A fire file was examined. This contained a fire safety policy as well as a fire procedure specific for the 
home. An annual fire safety audit checklist had been completed on 24/4/17. A quarterly fire inspection 
checklist had been completed on 1/5/17 and a six monthly fire door maintenance checklist was done 
on 8/4/17. 
 
A fire risk assessment had been reviewed on 8/6/17. 
 
On the day of the inspection, all means of escape were seen to be free from hazards. 
 
Some staff were overdue training on fire safety which should take place annually.  
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Weekly alarm tests and monthly firefighting equipment checks were being carried out. Emergency 
lighting checks – carried out by the Estates Department – were generally carried out monthly but there 
were some gaps in the recording of these checks. 
 
Fire drills were taking place every month but these were not clearly recorded in the fire log book. A 
recommendation has been made in relation to this. 
 
Each resident had a Personal Emergency Evacuation Plan (PEEP) in relation to fire. This is an escape 
plan for individuals who may not be able to reach a place of safety unaided or within a satisfactory 
period of time in the event of an emergency. 
Fire action posters were displayed in the home. 
 
A health and safety file was examined. This contained a corporate health and safety policy and a 
Health and Safety at Work Act 1974 statement in relation to the home. This statement detailed staff 
members responsibilities in relation to: 

 Moving and handling 

 Control of Substances Hazardous to Health (COSHH) 
 PAT testing / electrical equipment checks 
 Assessment of environmental risks  
 Fire procedures 

 Food hygiene  
Apart from the SRSW the staff team had not signed this document in the “responsibilities of all staff in 

community homes” section. 

 
A health and safety inspection and audit checklist had been reviewed on 24/9/16 but no action plan 
had been completed. 
 
An infection prevention and control self-audit and toolkit on the home had been completed on 29/5/17. 
The results of this audit showed that the home was low risk in all the categories assessed. 
 
A cleaning schedule that broke down tasks into daily / weekly / monthly tasks was in place for staff to 
follow. 
 
Disposable gloves were available for staff to use and hand washing posters were displayed to remind 
staff.  
 
A linen and laundry poster in the kitchen gave guidance on the correct handling and storage of linen so 
as to prevent the spread of infection. 
 
The kitchen was clean and tidy on the day of the inspection. Food that had been opened and stored in 
the fridge had been labelled with the date of opening. 
 
The Safer Food Better Business opening and closing checks were being completed in the home. 
 
A Control of Substances Hazardous to Health (COSHH) policy was available and chemical safety data 
sheets and risk assessments on each cleaning product used in the home were kept. 
 
A corporate incident reporting policy was available. This contained information on RIDDOR (Reporting 
of Injuries, Diseases and Dangerous Occurrences Regulations). 
 
The majority of the staff team had not received training on infection control. This should be organized 
as soon as possible. 
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An electrical installation condition report on the building’s wiring should be made available. This should 

be completed every five years. 
 
Visual Portable Electrical Appliance Testing (PAT) checks were carried out monthly and the results 
recorded. The SRSW said that an actual PAT testing check by an electrician had not taken place since 
2015. It is recommended that this check is completed again by an electrician. 
 
Water monitoring to control the risk of exposure to legionella micro-organisms had taken place on 
28/4/17. The blenders / thermostatic mixer valves maintenance record showed that they had last been 
checked on 16/11/15. They were subsequently checked on 29/6/17 and the maintenance check record 
sent to the inspector.  
 
Staff were checking and recording the water temperatures in the home daily. 
 

The gas boiler was overdue a service. 
 

The home had in place public liability insurance which was displayed and due to expire on 31/3/18. 
   

Requirements  
Standard 4.1 
Staff must complete annual refresher training on safeguarding adults. 
Timescale: Immediate 
 
Standard 4.5 
The home must have a policy and procedure specific to physical intervention and restraint. 
Timescale: November 2017 
 
Standard 4.10 
Staff must receive fire safety training annually. 
Timescale: Immediate 
 
Standard 4.10 
Emergency lighting checks to be carried out monthly. 
Not met  
Carried over June 2017 
Timescale: Immediate 
 
Standard 4.11 

1. Staff should sign to acknowledge that they agree with their responsibilities regarding health and 
safety in the home. 

2. The health and safety inspection and audit checklist should have a completed action plan. 
Timescale: August 2017 
 
Standard 4.12 
Staff must receive training on infection control. 
Timescale: August 2017 
 
Standard 4.16 
An electrical installation condition report on the building’s wiring must be made available. 

Timescale: August 2017 
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Recommendations 
1. Fire drills should be clearly recorded in the fire log book. 
2. PAT testing by an electrician to take place. 

 

Provider’s action plan 
4.1 All staff have now completed the Adult protection refresher course. 
4.5 It is an ongoing process as is being developed. 
4.10  All staff have now carried out the online fire training and John Bellis is booked to come and 
complete formal training session at the house on the 24th August 2017. 
4.10 Emergency lighting checks are being completed monthly by Estate Shared Services 
4.11 Health and Safety agreement has been signed by all staff. 
The Health and Safety Audit action plan has been completed. 
4.12 All staff have completed training in Infection Control 
4.16 The electrical installation report on the buildings wiring has been requested from Estate 
Shared Services.  We awaiting their response. 
 
The allocated fire officer has now made changes to how fire drills are recorded in the log book to 
clearly indicate when these have been done. 
 
An O3 request has been made to Estates Shared Services for a full PAT test to be undertaken of all 
electrical equipment in the house.  We are still waiting for this to be completed. 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 6  - Staffing   

Outcome:  Staff are recruited following a rigorous and robust recruitment programme. 
There are sufficient numbers of trained competent staff (including ancillary staff) to 
meet the needs of the people at the home. There are robust policies in place to ensure 
effective supervision and continuous professional development 

Our decision: 
Partially compliant      
 

Reasons for our decision 
The service had an equal opportunities employee handbook and a fairness at work policy and guidance  
 
The inspector was unable to verify if staff members had pre-employment checks carried out as these 
had not been made available for scrutiny.  
 

The Care Certificate standards were being used for each new employee’s induction. It was 
expected that fulltime staff should aim to complete the standards within three months. 
 
The SRSW said that 1:1 supervisions with staff would take place five to six times a year. Staff files 
evidenced that two staff had received two supervisions in 2017 and the other member of staff 
three. 
 
A staff training matrix was examined. Staff had attended some mandatory training, including: 

 Moving and handling 
 Food hygiene 
 Medication  
 First aid  

Some staff had not received mandatory training on Values into Practice (VIP) or Communication 
Awareness Training (CAT). 
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The frequency of refresher training had been identified on the staff training matrix.  
 
The staff team and SRSW had not received an annual appraisal of their performance / 
Performance Development Review (PDR). 
 
The SRSW said that specialist training would be accessed if the needs of the residents changed, for 
example training on dementia. 
 
Staff members held an NVQ / QCF level 2 qualification. All shift leaders should hold a QCF level 3 
Diploma in Health and Social Care or equivalent. 
 
Training programs were delivered by qualified trainers. The majority of the training was carried out 
in a face to face classroom situation with some training provided via online eLearning. 
 
Six team meetings had taken place since June 2016. 
 
17 Kensington Road is generally a single staffed home. The SRSW was supposed to have three 
office days per week but was currently doing two in order to assist more on shift. Due to the 
changing needs of one resident, staffing levels had been increased with an extra member of staff 
on duty from 10.00-18.00 at the weekends. Extra staffing had been provided from 15.00-18.00 
during the week but this was being reviewed. 
Staff rotas were accurate and reflective of the actual persons and hours worked on each day. 
 

Requirements  
Standard 6.3 

Staff files containing evidence of pre-employment checks must be available for the inspector to verify 
that all appropriate checks have been carried out. 
Timescale: Immediate 

 
Standard 6.9 
All staff must receive mandatory training in: 

 Values into practice 
 Communication awareness 

Timetable: Immediate 
 
Standard 6.13 
All staff must have an annual appraisal of their performance / PDR. 
Timetable: Immediate 
 

Provider’s action plan 
6.3 The pre- employment check information is currently being held by HR and SRSW will request 
individual copies from them. 
6.9 Training in Values into practice and CommunicationAwareness are not currently available due 
to a lack of trainers. 
6.13 All staff have now completed or are scheduled to complete PDR’s with the Senior.  These will 
be completed by the end of August 2017. 
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ANY OTHER AREAS EXAMINED 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 7.3- Policies and Procedures 

 

Criteria 

The registered person makes available to staff a comprehensive policy and procedure file. 
The policy documents cover all aspects of work including practical task, administrative 
tasks and legal/ethical responsibilities such as Health and Safety (legal), promoting 
dignity (ethical).  The documents underpin all staff practice and provide a framework 
from which service is delivered. All policies and procedures should reflect current 
legislation and practice for the Isle of Man.  The registered manager sets in place 
recorded systems to ensure the staff team are familiar with and comply with the policy 
documents whilst at work. People living at the home can ask for access to the policy and 
procedure documents.  (A list of mandatory policies and procedures is available in 
Appendix A). 

Our decision 
Compliant 

Reasons for our decision 
Policies and procedures were available in paper files as well as available on the home’s computer 
system. 
 
The SRSW said that whenever a policy and procedure had been updated / amended she notified the 
staff team. 
 

Requirements and recommendations  
None 
 

Provider’s action plan 
Not applicable 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 7.8 - Quality Assurance Systems 

Criteria 

Formal quality assurance systems are in place and the registered person uses a range of 
tools to measure the quality of the service provided.  This will include: 

 numbers and types of complaints received and any learning resulting from this; 

 comments and compliments about the service from a range of stakeholders and any 
actions taken as a result of stakeholder feedback; 

 accident and incident reports;  

  observations of those using the service; 

  views of staff working at the service; 

  reports from the responsible person’s visits to the home (or their nominated person) 
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which must include the notes of the visits. 

Our decision 
Compliant  
 

Reasons for our decision 
Formal quality assurance systems were in place to measure the quality of the service provided, 
including: 

 complaints recording 
 questionnaires for visitors provided by the front door  

 accidents and incidents were recorded and notifications sent to the Registration and Inspection 
Unit for any event that affected the well-being of a resident 

 regular team meetings and supervisions recorded the views of the staff working in the 
home 

 the home had received two internal audits in 2016 – 11/1/16 & 24/11/16 and reports 
produced including identified issues and the action required 

 

Requirements and recommendations  
None 
 

Provider’s action plan 
Not applicable 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 7.9 -  Annual Reports 

Criteria 

An annual report lists the success of the service and introduces a written 
development/improvement plan based on the outcomes of the quality assessment 
exercise.  The plan is displayed and available to all.  The annual report could include: 

 achievements in the year;  

 plans for the future; 

 outcomes of the quality assessment exercise; 

 medication audits;  

 equipment audits;  

 care plan audits and;  

 compliments and complaints received and any changes made as a result of concerns 
raised. 

Our decision 
Substantially compliant  
 

Reason for our decision 
An Annual Report 2016- 2017 had been written. This contained sections on: 

 Service User’s achievements in the past year, including positive progress, new 
experiences, community involvement, holiday breaks, transition into or from the 
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service 

 Involvement of family / friends to service plans 
 Changes to 17 Kensington Road – staffing – training and qualifications – staffing 

levels 

 Compliments and complaints 
 Feedback / comments about the service – residents’ discussions recorded in a 

“chat” book 
 Future plans – the next 12 months 

The accidents and incidents section of this report had not been completed and how feedback is 
sought from staff members and family members should be recorded. These details were 
subsequently added to the annual report. 
 

Requirements  
Standard 7.9 
The Annual Report should include information on: 

 Accidents and incidents 
 How feedback is sought from staff members 
 Seeking feedback from visitors / family members 

Timescale: These details were subsequently added and a copy sent to the inspector for scrutiny. 
 

Provider’s action plan 
Not applicable 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Previous requirements not met  / Other Areas Identified during this inspection 

Previous requirements not met   
Standard 2.1 
Some woodwork in the communal areas needs repainting. 
Not met 
Carried over June 2017 
Timescale: December 2017 
 
Standard 7.2 
All shift leaders must hold a QCF level 3 Diploma in Health and Social Care or equivalent. 
Timescale: April 2019 
 
Other Areas Identified during this inspection 
Standard 2.1 

 Areas of damp were present in one resident’s bedroom and must be actioned 
 The top of a radiator in a shower room was rusty and should be repaired 
 An area of  flooring by the stairs on the top floor of the house needs repairing  

Timescale: September 2017 
 
Standard 3.16 

 Support plans must be reviewed as required, but at least every 6 months 
 Community Living Assessments must be reviewed every 6 months 

Timescale: Immediate 
 
Standard 3.19 
Risk assessments are reviewed when a person’s needs change, or at least every 6 months 
Timescale: Immediate  
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Standard 7.14 
Twice yearly written reports must be produced following a quality assessment in relation to the 
premises, staffing levels and skills, resident satisfaction and records.  
Timescale: December 2017 
 

Provider’s action plan 
2.1 Requests have been made to estate shared services to have these areas repaired. 
7.2 The key holders duties and responsibilities are clearly outlined to staff and they are 
not responsible for a group of staff or ensuring the delivery of appropriate care. 
Therefore there is no requirement for QCF level 3. However the service gives staff 
access to QCF level 3, should they wish, with priority given to unqualified staff’    

               3.16 Community Living Assessments and support plans will all be updated by the end of 
August 2017.   
               3.19 All risk assessments have been updated.  7.14 A quality Audit is arranged for the 
14th August 2017 and a further one for 5th February 2018. 

 

 
 
Please complete the provider action plan sections beneath each requirements and 
recommendations providing details of action taken (or to be taken) with timescale for 
each. 
 
The inspector would like to thank the management, staff and service users for their co-
operation with this inspection. 
 
If you would like to discuss any of the issues mentioned in this report please do not 
hesitate to contact the Registration and Inspection Unit. 
 
Inspector: Kevin West Date: 12/7/17 
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To: The Registration and Inspection Unit, 3rd Floor, Murray House, Mount Havelock, Douglas IM1 2SF 
 
From: 17 Kensington Road 
 
I / we have read the inspection report for the unannounced inspection carried out on 21&22/6/17 
at the establishment known as 17 Kensington Road and confirm that the contents of this report 
are a fair and accurate representation of the facts relating to the inspection conducted on the 
above date(s).      ☒ 

 
I/we agree to comply with the requirements/recommendations within the timescales as stated in 
this report.                                                                                   ☒                               

 
Please return the whole report which includes the completed action sections to the Registration 
and Inspection Unit within 4 weeks from receiving the report. Failure to do so will result in your 
report going on line without your comments. 
 
Or 
 
I/we am/are unable to confirm that the contents of this report are a fair and accurate 
representation of the facts relating to the inspection conducted on the above date(s)    ☐ 

  

Click here to enter text. 
 
 
 

 
 
Signed 

Responsible Person   
Date     09.08.17  
 
Signed   
Registered Manager Fams Camara 
Date    10.08.17 
 
 
 
 

Action plan/provider’s response noted and approved by Inspector: Kevin West                    
Date:  11/8/17                                                            Signature/initials: K.W. 

Part 5 Provider’s comments/response 


