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Notice of Serious Incident 

Case Number: 023157 

Date of Incident: 8/10/2024 

Date Received: 8/12/2024 

 

Facility Name: Perimeter of the Ozarks 

Facility Number: 237 

Incident Type: Licensing 

Report Description: ? Serious injury requiring outside medical attention ? Resident?s 
attempted suicide ? Allegation of abuse/neglect related to a restraint ? Resident?s death ? 
AWOL/Elopement ? Allegation of sexual/physical abuse X Sexual Misconduct ? Other 
Patient/Resident Name/DOB:  and  

Date/Time of incident: 08/10/24 at ~17:40 Patient Insurance:  
Agency Name of Perimeter Staff Making Notification 

Date Time Name of Person Notified DHS  Director of Risk Management 12 
Aug 24 16:30     Disability Rights 
Center, Inc.  Director of Risk Management 12 Aug 24 16:30 
incidentreporting@disabilityrightsar.org Perimeter  Director of Risk 
Management 12 Aug 24 16:30     

 Guardian/Caseworker  Director of Risk Management 12 
Aug 24 15:11 15:12  Director of Risk 
Management 08/12/24 Signature and title of staff completing this form Date: Name of 
Facility: Perimeter Behavioral of the Ozarks? Phone Number: 479-957-9857 ext. 108 Street 
Address, City, State, Zip: 2466 S. 48th Street Suite B. Springdale, AR 72762?? Please describe 
the incident: On 08/12/24, the Director of Risk received two Resident Grievance Forms 
dated 08/11/24, from residents . Both forms indicated 
sexual misconduct occurred between residents, with  alleging went into 
her bathroom and fingered her while she was showering and stating  
followed her into the bathroom and told to touch her, which she noted she did. 
Actions Taken: ?  
(ongoing). ? Residents moved to separate units while investigation is ongoing. 

 



 
 

 

 

Interim Action Narrative:  

 

 

Maltreatment Narrative:                                                             

 

 

Licensing Narrative:  8/15/2024, Program Coordinator spoke with Director of Risk 
Management and reviewed camera footage. Director of Risk Management reported that all 
staff have been retrained and a policy was implemented. A copy of the policy was emailed to 
Licensing Specialist  Due to staff members not facing the hallway where the 
residents were located, facility is being cited 907.2. Facility provided documentation for this 
incident that has been uploaded. 8/15/2024, facility reported the shower was elevated Arisa 
Health and building owners. A plumber was scheduled to come out within a week. Facility 
also reported that it looked like the shower heads needs to be replaced due to mineral 
buildup that is affecting the pressure.  
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