


 
 

 

 

Maltreatment Narrative:   Staff left a resident alone on the unit for 45mins-one hour 
unattended. The resident has a history of self-harming, but when the resident was found no 
injuries were noted.                                                          

 

 

Licensing Narrative:  Licensing Specialist informed of complaint via email. Licensing 
Specialist informed facility that camera footage will need to be reviewed. 8/8/2023, 
Licensing Specialist reviewed complaint for licensing concerns. Licensing Specialist will 
inquire about the ICA for the staff members involved. Licensing Specialist will contact the 
investigator for permission to reach out to the facility. Licensing Specialist received 
permission to contact the facility. Investigator informed Licensing Specialist that resident 
discharged on 8/7/2023. CEO informed Licensing Specialist that staff members were sent 
home and instructed to return on 8/8/2023 and will be terminated. Licensing Specialist will 
follow-up with facility on 8/9/2023. 8/9/2023, Licensing Specialist reviewed camera footage 
and received documentation of terminations. 9/5/2023, Licensing Specialist contacted 
investigator for an update. 9/7/2023, Licensing Specialist reached out to investigator for an 
update. Licensing Specialist informed that AOs agreed to meet with investigator on 
9/8/2023. 9/21/2023, Licensing Specialist contacted investigator for an update. Investigator 
McFarland informed Licensing Specialist case found unsubstantiated.  
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Division of Child Care & Early Childhood Education

P.O. Box 1437, Slot S140, Little Rock, AR 72203-1437

P: 501.508.8910 F: 501.683.6060 TDD: 501.682.1550

521 Visit Compliance Report

 Licensee: Perimeter Behavioral of Forrest City

 Facility Number: 142

 Licensee Address: 603 KITTLE ROAD
                                 FORREST CITY AR 72335

 Licensing Specialist: Kendra Rice

 Person In Charge: Charlotte Lockhart

 Record Visit Date: 8/9/2023

 Home Visit Date: 8/10/2023

 Purpose of Visit: Complaint Visit

Regulations Out of Compliance:

Regulation Number: 9. 907. 2

Regulation Description: Child caring staff shall be responsible for providing the level of supervision, care, and
treatment necessary to ensure the safety and well-being of each child at the facility, taking into account the child’s
age, individual differences and abilities, surrounding circumstances, hazards and risks.

Findings Description: Staff members left resident on hall in his bedroom unsupervised.

Action Due Date: 

Action Due Description: 

Comply Date: 

Sub Regulation Description: 

 

Regulations Needing Technical Assistance:

 

Regulation Not Applicable:
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Regulations Not Correctable:

 

Narrative:

Time of visit: 10:30 am to 1:30 pm

Census: 57

Licensing received a complaint on 8/4/2023 for ELS Case #015412.           

Licensing Specialist reviewed camera footage for reported complaint on 8/9/2023 for ELS Case #015412. The
incident took place on the 100 Hall. Before the incident, residents were in the hallway preparing to go to the
gym.

At 15:46, Licensing Specialist observed resident kick his door open and enter his bedroom while a staff
member was distracted by some residents horseplaying. There were two (2) female staff members on the hall.
However, the other staff member walked pass the other staff member off the hallway and then returned to the
hallway.

At 15:47, Licensing Specialist observed staff members checking and locking the bedrooms. Both staff
members were observed walking by the resident’s bedroom and neither staff member checked or locked his
bedroom. At 15:48, Licensing Specialist observed staff members and residents leave the hall.

At 16:36, Licensing Specialist observed resident’s bedroom cracked. Resident went and stood at the front
entrance door of the hall. At 16:39, a peer saw resident standing in the window of the door. Licensing
Specialist observed the peer talking with a male staff member. The male staff member was observed opening
the door to allow the resident to enter where the other residents were located.

Facility will be cited for R907.2 due to the two female staff members leaving the resident on the hallway
unsupervised. 

Provider Comments:
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CCL Staff Signature : Date: 8/18/2023

Provider Signature :  Date: 8/18/2023
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