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Part 1 - Service Information for non-Registered Service 

 
Name of Service:     24 Farmhill Meadows                           Tel No:   (01624) 617062    
 
Address:     
24 Farmhill Meadows 
Farmhill 
Braddan  
IM2 2LJ                                                         
 
Email Address:   
Sandra.Corkhill@gov.im  
 
Name of Manager:  
Sandra Corkhill  
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring):  
None  
 
Date of previous inspection:  
04/07/17 
 
Number of individuals using the service at the time of the inspection:  
four (4) 

 
Person in charge at the time of the inspection:  
Joe O’Sullivan (31/08/18) Sandra Corkhill (04/09/18)  
 
Name of Inspector(s):  
Egle Leadley, Mandy Quirk 
 
 
 
 
 
 
  

mailto:Sandra.Corkhill@gov.im
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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 the service against the service specific minimum 
standards – Section 37 of The Regulation of Care Act 2013 and The Regulation of Care (Care 
Services) Regulations 2013. 
 
Inspections are generally themed, concentrating on specific areas on a rotational basis and for 
most services are unannounced. 
 
The inspector is looking to ensure that the service is well led, effective, safe and compassionate. 

 
 
No Standard Requirements/recommendations from 

previous inspection 
Met/not 
met 

1 4.1 The home should evidence that yearly 
safeguarding refresher training for staff has 
taken place. 
Timescale: Immediate 

Not met  

2 4.5 & 7.3 The home should have a policy and 
procedure specific to physical intervention 
and restraint. 
Timescale: November 2017 (carried over 
from the last inspection) 

Met  

3 4.6 & 3.16 One resident’s personal intervention plan 
should be reviewed at least every six 
months. 
Timescale: Immediate 

Not met  

4 4.6 & 3.19 The emotional and well-being section of the 
skills, needs and risks assessment document 
should state that negative behaviours 
showed towards other has not occurred at 
24 Farmhill Meadows so far. 
Timescale: Immediate  

Met  

5 4.7 Any restriction around individual resident’s 
freedom of movement should be 
documented.  
Timescale: September 2017 

Met  

6 4.11 The Health and Safety at Work Act 1974 
statement in relation to the home should be 
updated and signed by the staff team.  
Timescale: September 2017 

Met  

7 4.11 The health and safety inspection and audit 
checklist should have a completed action 
plan to evidence that identified actions have 
been completed.  
Timescale: September 2017 

Met  

8 4.16 An electrical installation condition report on 
the building’s wiring should be made 
available.  
Timescale: October 2017 

Met  



       

5 
 

9 4.18 The gas boiler should be serviced. 
Timescale: Immediate 

Met  

10 6.3 Staff files containing evidence of pre-
employment checks should be available for 
the inspector to verify that all appropriate 
checks have been carried out.  
Timescale: Immediate 

Not met  

11 7.8 & 7.14 The responsible person (or agreed nominee) 
must make twice yearly visits to the home as 
part of a quality assessment process. A 
report must then be produced.  
Timescale: November 2017 

Met  

12 2.1 The stair bannister should be 
repainted/varnished.  
Timescale: Immediate (carried over from the 
last inspection) 

Met – 
however 
further 
work 
required 

13 2.1 The outside of the building to be repainted. 
Timescale: Immediate (carried over from the 
last inspection) 

Met  

14 2.1 The damp in the downstairs resident’s 
bedroom should be remedied. 
Timescale: September 2017 

Partially 
met  

15 2.1 The damaged wall behind the pedal bin in 
the kitchen should be repaired.  
Timescale: September 2017 

Met  

16 7.2 All shift leaders should hold a QCF level 3 
Diploma in Health and Social Care or 
equivalent.  
Timescale: April 2019 

Ongoing  

Recommendations    

1 The home to use the Safer Food Better Business food safety 
management procedures, including the opening and closing 
checks documentation.   

Met  

2 PAT testing by an electrician to take place.  Not  met  
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Part 4 -  Inspection Outcomes, Evidence and Requirements 

 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard  2 - Daily Living 
People are supported to set and carry out their activities and routines in suitable surroundings. The 
environment is conducive to people’s well-being and safety. People live in a home that is safe, 
warm clean and comfortable. People have access to the aids, equipment and facilities they need. 
2.10, 2.11, 2.12, 2.13, 2.14, 2.15   

 
Our Decision: Substantially compliant  
 
Reasons for our decision: 
Daily living routines were recorded in each resident’s file examined by the inspectors. The records 
for the daily routines provided guidance for staff to follow.  
 
A three week rolling menu was in place, however staff explained that the menu was flexible and 
often alternatives were offered. Drinks and snacks were regularly offered. Resident’s meeting 
minutes were examined. The meetings took place regularly. Choices of meals were not discussed 
during these meetings.  
 
Each service user file contained an up to date Personal Placemat and a nutrition support plan 
where the need was identified.  
 
An activity planner was in place for each resident. However one of the activity planners seen had 
not been updated since 2016. The records seen contained lists of regular social activities and 
outings, as well as likes and dislikes in regards to activities. The support plans in regards to leisure 
activities were also available for inspection.   
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Two requirements made  
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 3 – Daily Support 
People are confident that the staff will support them to maintain their health and to support their 
social and welfare requirements. 

 
Our Decision: Partially complaint  
 
Reasons for our decision: 
Inspectors examined care records of two residents.  
 
Nutritional needs were assessed for each resident. Where the needs have been identified, the 
support plans were in place.   
 
Known medical conditions were recorded in the health passports, health check assessments, 
health action plans, support plans.  However health check assessments and health action plans 
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seen in both of the files were not fully completed. Also in one of the files the list of current 
medication, noted in medication profile, differed from the one in the heath passport. The 
inspectors also noted that management of some medical conditions was not covered in support 
plans.  
 
Contact details for the health professionals involved were available in the residents’ files. Visits to 
health care professionals were clearly recorded.  
 
Person centred planning (PCP) meetings were held regularly for each resident. Where the resident 
or family was unable to contribute/participate in the meeting the reason for it was documented. 
The care records examined factored in social, cultural and emotional wellbeing needs for the 
residents. 
 
Each file contained a support plan in regards to involvement in support planning and reviews. The 
manager must ensure that these support plans truly reflect the level of a resident’s engagement 
and how this is achieved; taking into consideration any communication needs and the mental 
capacity of the individual.  
 
Communication needs were detailed in support plans and communication passports.  
 
Care documents identified any behaviour that may challenge the service and how these behaviours 
would be managed. A personal intervention plan was in place where the need was identified. 
However the plan seen was not reviewed since 2016. Management of Actual and Potential 
Aggression (MAPA) training was provided to staff. The training matrix showed that all staff had up 
to date MAPA training.  
 
The two care records examined noted that there was no specialist equipment required at that 
time. Staff members were all trained in moving and handling; however three staff members were 
overdue refresher training (Requirement made under standard 6).  
 
Personal emergency evacuation plans (PEEP) were in place for all residents. However it was noted 
that documents stated that reviews were every six months, but the actual review date set was 
annually. Whilst examining fire drill records, the inspectors noted that one of the residents refused 
to evacuate on more than one occasions, however this was not addressed in the PEEP. 
 
Contact details for the advocacy service were available at the home. 
 
The support plans examined by the inspectors were recently reviewed. However there was no 
evidence that new needs assessment formed a part of the review process.   
 
Each file seen contained some individual risk assessments. However in was noted that falls risk 
screening assessment and falls care bundle in one of the files seen were overdue review and the 
other file did not contain risk assessments for all risks identified.  
 
The arrangements for handling service user’ finances were in place. Up to date financial risk 
assessments were in place. Financial compliance audit was completed in May 2018. For 
recommendations were made, action plan was in place to address it.  
 
There was evidence of mental capacity assessments and best interest decision making in one of 
the files seen. The outcome of mental capacity assessment was not recorded. Best interest 
checklist form, was not signed by the doctor, however the letter confirming doctor’s involvement 
was in place.      
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The medication policy was in place. The procedure in regards to ordering medication was recently 
reviewed.  
 
Medication self-administration risk assessments were recently reviewed. None of the residents 
living at the home were self-administering medication. Support plans regarding medication 
administration were in place.  
 
A medication audit was completed on the 22 August 2018. In was noted that audit was positive 
and all documentation to be in order. The auditor was complimentary of the records and 
atmosphere in the home.  
 
Medication was stored in locked medication cabinets fixed to a wall. Medication administration 
record (MAR) sheets were examined by the inspectors. The sheets were filled in appropriately. 
 
All staff had an up to date medication competency assessments.  
 
The training matrix showed that all the staff team were up to date with medication administration 
and first aid training.  
 
First aids boxes were placed at suitable locations around the home.  
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Six requirements made 
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 4 - Environmental and Personal Safety and Comfort 
Systems, checks, policies, procedures and staff training ensure that people’s dignity, well-being 
and safety is promoted and protected. 
4.1, 4.2, 4.3, 4.4, 4.8, 4.9, 4.10, 4.16, 4.17 

 
Our Decision: Partially compliant  
 
Reasons for our decision: 
Safeguarding and Whistleblowing policies were available for all staff. The guide to raising an adult 
protection alert was also in place. The training matrix showed that all staff completed mandatory 
adult protection training. However a number of staff were overdue a refresher training 
(requirement made under standard 6). 
 
There were no safeguarding concerns recorded since the last inspection.  
 
The home had a range of environmental risk assessments in place; however most of these risk 
assessments were past the review date noted.  
 
The Adult Social Care Complaints Policy was displayed at the home.  
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The inspector had an opportunity to examine compliments and complaints book. No complaints 
were recorded since the last inspection.  
 
The fire file was examined by the inspector. The file contained: 

 Up to date fire policy; 
 Up to date fire risk assessment; 
 Monthly fire extinguisher and fire blanket checks. However these records were not up to 

date with the last one recorded 07/07/18; 
 Evidence of an annual fire equipment service; 

 Records of fire drills, the last one recorded 27/05/18; 
 Weekly fire alarm tests; 
 Monthly emergency lights checks were recorded; 
 Evidence of an annual fire alarm system service; 
 An annual fire safety audit dated 06/04/18; 
 6 monthly fire door audit, the latest dated 03/08/18; 
 Evidence of quarterly fire safety checks, the latest dated 07/07/18; 
 Evidence of an annual 3hr emergency lights test; 

 
Regular visual Portable Electrical Appliances checks were recorded. However there was no 
evidence of actual Portable Electrical Appliance Testing available for inspection. The manager must 
ensure that the PAT testing is appropriately recorded and evidence is available for the inspector to 
see.    
 
An Electrical Installation Condition report dated 16/01/18 was available for inspection; the report 
was noted to be satisfactory.  
 
A recent water analysis certificate was available for inspection. Maintenance records showed that 
thermostatic mixer valves were last checked on 26/07/18. However the report for this check was 
not available for inspection.  
 
The records showed that an annual boiler service was carried out on 16/07/18.  
 
The service had up to date public liability insurance, certificate of which was appropriately 
displayed.  
 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Four requirements made  
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 6  - Staffing   
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. 
6.3, 6.20, 6.21, 6.22, 6.23 
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Our Decision: Substantially compliant  
 
Reasons for our decision: 
The inspector had an opportunity to examine a number of randomly selected staff files. The files 
seen did not contain evidence of all pre-employment checks. All files contained evidence of an 
annual driving licence checks, as well as copies of driving licence. (Requirement made under 
standard 7.13) 
 
All files examined contained evidence of regular supervision sessions. Supervision records were 
detailed and signed by supervisor and supervisee.  
 
The home did not have any new staff since the last inspection. Therefore the inspector was unable 
to examine any recent induction workbooks.  
 
The training matrix was examined by the inspector. This showed refresher training in a number of 
subjects was overdue. The document did not contain evidence of staff attending mandatory 
nutrition and health and safety training. It was also unclear if staff were up to date with infection 
control training as refresher column on training matrix noted “online” however the dates of 
completion were not noted.  
 
The dependency assessments were not completed; however there was sufficient information 
available to determine needs of service users and required staffing levels. Evidence was available 
to show that the staffing levels were increased when the service users’ needs changed and 
additional support was required.  
 
Staff rotas were accurate of the hours worked by individuals. Any changes made were clear and 
easy to understand. The home is single staffed; therefore the staff on duty is a key holder and 
person in-charge in absence of the manager 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Two requirements made  
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 7 – Management Quality and Improvement 
People have confidence that the systems in place support the smooth running of the home. The 
registered manager is qualified and competent to manage the home. People are consulted about 
how the home is run and their opinions are taken into account. The home has an annual 
development plan that makes provision for the home to develop and improve. 
7.9  

 
Our Decision: Substantially compliant  
 
Reasons for our decision: 
An annual report was available for inspection. The report covered a range of relevant areas and 
had a development plan for the year ahead. However the development plan did not clearly link to 
the outcomes of all audits undertaken within service and some information provided was not 
accurate.  
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Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
One requirement made  
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Other areas identified during this inspection / Or previous requirements which have 
not been met. 

 
Standard 2.1 
 
The outside of the building was being painted at the time of the inspection. Action to remedy a 
damp issue in one of the downstairs bedrooms had begun, however this was yet to be completed. 
Other maintenance issues raised during the last inspection had been addressed. However, the 
Following maintenance issues were identified during inspection: 

 Woodwork around the home, in particular all bathrooms and downstairs corridor, needs re-
painting; 

 Kitchen wall by the cooker (around the splash back) needs to be cleaned and re-painted; 
 Floor in both of the downstairs bathrooms looked tired and would benefit from upgrade; 
 Downstairs corridor walls need repainting; 
 Some of the dining chairs need replacing due to damage.  

 
Standard 7.3 & 7.4 
 
A wide range of policies and procedures were in place and easily accessible to all staff. However 
not all policies had been reviewed in line with identified timescales and others had no review date 
identified. 
 
Standard 7.2 
 
Not all staff held an NVQ/QCF level 3 diploma. All shift leaders must have a QCF level 3 diploma in 
Health and Social Care and Children and Young people Services or equivalent.  
 
Standard 7.13 
 
It was discussed with the manager about the copies of personal documents (e.g. driving licences) 
kept on staff files. The manager must ensure that records are maintained, stored and used in 
accordance with the Data Protection Act 2002.   
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Four requirements made  
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Requirements and Recommendations 
 
 

1. Standard 2.11 
 
The manager must ensure that people’s views about the meals/menus are discussed in the 
resident’s meetings and recorded as a part of the home’s quality assurance programme. 
 
Timescale: Immediately 
 

2. Standard 2.15,  3.11 & 3.16 
 
Individual activity planners must be reviewed at least every six months.    
 
Timescale: Immediately  
  

3. Standard 3.3  
 
Care plan must instruct the reader about how to maintain/support/improve the person’s medical 
conditions.  
 
Timescale: Immediately  
 

4. Standard 3.9 & 3.16 
 
The personal intervention plans should be reviewed at least every six months.  
 
Timescale: Immediately (carried over from the last inspection) 
 

5. Standard 3.13 
 
The manager must ensure that Personal Emergency Evacuation Plans include identify potential 
risks and the steps to be taken to minimise that risk. The review date must be clearly identified on 
the document. 
 
Timescale: Immediately  
 

6. Standards 3.16 
 
The manager must ensure that a new assessment of needs forms a part of the care plan review 
process.  
 
Timescale: Immediately   
 

7. Standard 3.19 
 
The manager must ensure that risk assessments are carried out on daily activities that constitute 
or suggest risk. Risk assessments are recorded and reviewed when the person’s needs change or 
at least every six months.  
 
Timescale: Immediately 
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8. Standard 3.21 
 
The manager must ensure that capacity assessment records are fully completed.  
 
Timescale: Immediately  
 

9. Standard 6.9 & 6.16 
 
The manager must ensure that all staff members attend all mandatory training sessions and 
refresher sessions within timescales identified.  
 
Timescale: Immediately  
 

10.  Standard 4.1 
 
The manager must ensure that environmental risk assessments are reviewed within the timescales 
identified.  
 
Timescale: Immediately   
 

11.  Standard 4.10 
 
The manager must ensure that fire extinguishers and fire blankets are checked monthly.  
 
Timescale: Immediately  
 

12.  Standard 4.16 
 
The manager must ensure that an actual Portable Electrical Appliance Testing (PAT) is carried out 
and recorded in compliance with current guidance and instruction.  
 
Timescale: Immediately  
  

13.  Standard 4.17 
 
Most recent thermostatic mixer valves maintenance report must be available for inspection.  
 
Timescale: Immediately  
 

14. Standard 6.3 
 

Staff files must contain evidence of all pre-employment checks and be available for the inspection.  
 

Timescale: Immediately (carried over from the last inspection)  
 
15. Standard 7.13 

 
The manager must ensure that records are maintained, stored and used in accordance with the Data 
Protection Act 2002.   
 
Timescale: Immediately  
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     16.  Standard 7.9  
 
An annual report must introduce a written development/improvement plan that based on the 
outcomes of quality assessment exercise.  
 
Timescale: April 2019 
 

17. Standard 2.1  
 
Maintenance issues identified in the report must be addressed in timely manner. 
 
Timescale: Immediately  
 

18. Standard 7.3 & 7.4 
 

Policies and procedures need to be reviewed and updated within the timescales identified.  
 
Timescale: Immediately  
 
     19.  Standard 7.2 
 
All shift leaders must hold a QCF level 3 diploma in Health and Social Care or equivalent. 
 
Timescale: April 2019 (ongoing from the last inspection) 
 
 
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 or identify any 
inaccuracies, please do not hesitate to contact the Registration and Inspection Unit. 
 
Inspector: Egle Leadley Date: 24/09/18 
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The provider must complete this page in respect of all the requirements made within the report. 
 
Requirements and Recommendations 
 

Provider’s Action Plan 
1.Standard 2.11 
 Meal/menu item has been included in standard agenda for residents meeting and was discussed at the 
 last resident meeting held on the14/09/18. It is already included in the internal audit of the homes. 
2.Standards 2.15.3.11 & 3.16 
All  service users’ activity planners have been reviewed and will be included into the 6 monthly review  
of care plans 
3.Standard 3.3 
 All service users’ support plans have been reweviewd to show how best to maintain/improve  
medical conditions. 
4.Standards 3.9 &3.16 
 All service users’ personal intervention plan have been reviewed and will be included into the 6 monthly 
review of care plan. 
5.Standard 3.13 
Personal Emergency Evacuation Plan are being reviewed with the support of the department fire officer  
to ensure all steps are taken to manage risks 
6. Standard 3.16 
Skills, needs and risk assessment will be included as part of the 6 monthly review of care plans 
7. Standard 3.19 
Service users’ risk assessments have been reviewed and when gaps were identified risk assessments 
have been added- all risk assessments will be included into the 6 monthly review of care plan. 
8. Standard 3.21  
Capacity assessment records have been reviewed when in place and amended when needed 
9. Standards 6.9 & 6.16  
Mandatory nutrition training (MUST) has been completed by all staff 
Infection control refresher training has been completed by all staff 
Health and Safety training has been booked for staff  
Safeguarding refresher training has been completed 
The training maitrix has been updated with recent information 
10. Standard 4.1  
All environemental risk assessments have been reviewed on 4/10/2018 and will be reviewed every 6  
Months unless things change in the mean time. 
11. Standard 4.10 
The fire extinguishers and fire blankets’ checks are all done monthly. 
12. Standard 4.16  
Request for Portable Electrical Appliance Testing (PAT) was sent to Estates services on the 27/09/18. 
13 Standard 4.17  
Thermostatic mixer valves maintenance report dated of  26/07/18 was received on 26/10/18 
14.Standard 6.3 
Request for pre-employment checks information held by HR has been received and added to checklist 
form and to staff file, some information is not available due to all staff working at 24 Farmhill Meadows  
were recruited prior to the Regulation of Care act 2013-  
15.Standard 7.13  
Manager has reviewed records held and has ensured that they are held and used in accordance with  
the Data Protection Act 2002. Copy of driving licences has been removed from staff files 

Part 5 - Provider’s action plan and response. 
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16. Standard 7.9 
Annual report will include a development /improvement plan from outcome of quality assessment. 
17. Standard 2.1  
Woodwork in the bathrooms ad corridors has been repainted 
Larger splash back has been fitted and area is cleaned regularly as part of the cleaning schedu 
Downstairs entrance corridor walls were painted this year on the 23/06/2018 and the ground floor 
bedroom corridor has now been repainted 
Dining room chairs have been fitted with new cover as there were no issues with the frames 
Downstairs toilet and bathroom flooring has been changed 
18 Standards 7.3 & 7.4 
All policies that can be updated have now been updated- The mandatory training policy is awaiting  
sign off from the director. There are a number of policies that will be updated externally and in the  
interim a new fromt cover explaining this will be put in place. Issues have been raised at senior  
management level. 
19. Standard 7.2 
Recommendation has been passed to senior management who are currently working a training  
plan to roll out QCF3 to staff prioritising staff with no QCF in the first instance.  
 

 
To: The Registration and Inspection Unit, Ground Floor, St George’s Court, Hill Street, Douglas, 
      Isle of Man, IM1 1EF 
 
From:  24 Farmhill Meadows 
 
I / we have read the inspection report for the unannounced inspection carried out on 31st August 
and 4th September 2018 at the establishment known as 24 Farmhill Meadows, 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.                                                                              ☒                             

 
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)       ☐ 

 
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.                
 
Signed 
Responsible Person Pascale Despringre 
Date    26/10/2018 
 
Signed   Sandra Corkhill 
Registered Manager  
Date    26/10/2018 
 

Action plan/provider’s response noted and approved by Inspector:                     
Date:    29/10/18                  Signature/initials: EL 


