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prior to leaving on pass. When deemed appropriate, body checks are completed upon returning. 

While on a home pass or visit, the communication from guardians regarding the patients' 

interactions, etc., will be documented in the patient's chart. Personal items may be checked by 

staff upon admission and upon return from a pass as deemed necessary. 

 

Below in a synopsis of events for the alleged victim:  

• Client admitted to Habilitation Center, LLC on 2024, at

• Client was placed in Flamingo Hall in the main building on the upper campus. Flamingo Hall was placed 

on quarantine from August 23, 2024, until September 6, 2024, for respiratory illness. 

• The following significant events were documented in the nursing staff notes of the client’s clinical record:  

o On 2024, at  on the admission assessment the client’s temperature was 

documented as 97.2℉ and there were no signs or symptoms of cough, congestion, or sore throat 

noted in the initial assessment.  

o On August 15, 2024, at 7:45 a.m. the nursing staff documented the client complained of feeling 

“warm” and of a sore throat. The nurse documented the client’s temperature was 97.8℉ and throat 

had some redness. given orally and given 

orally. There was no follow-up documentation noted. 

o On August 21, 2024, at 11:50 a.m. the client presented to the nurses’ station with complaints of 

chills, stomachache, sore throat, and cough. The nursing staff documented client’s throat had 

redness and irritation. The client’s temperature was documented as 101℉. The client was tested 

for both strep throat and COVID-19 and both tests were negative. The client was given 

orally, orally, and orally. 

There was no follow-up documentation or temperature checks noted. 

o On August 22-23, 2024, there was no nursing documentation of any previously documented signs 

and symptoms of illness or temperature checks. 

o On August 24, 2024, at 7:45 a.m. the nursing staff documented the client complained of headache 

of 5/10 on pain scale and cough. The client was given orally and 

orally. No temperature check was documented. 

o On August 24, 2024, 9:30 a.m. the nursing staff documented follow-up with client who had no 

further complaints of headache or cough. 

o On August 24, 2024, at 7:40 p.m. the nursing staff documented the client complained of cough, 

fever, congestion. Temperature was 103.6℉. The client was given orally and 

orally.  

o On August 24, 2024, at 9:00 p.m. the nursing staff documented reassessment of client’s condition 

as a decrease in client’s temperature and cough. Actual temperature not documented at this time. 

o On August 25, 2024, at 12:52 a.m. the nursing staff documented the client complained of cough 

and fever. Temperature was 99.4℉. The client was given orally and 

orally. 

o On August 25, 2024, at 2:20 a.m. the nursing staff documented reassessment of client’s condition 

as a decrease in temperature and cough. Actual temperature not documented at this time. 

o On August 25, 2024, at 5:45 p.m. the nursing staff documented client’s temperature as 102.8℉. 

The client was given orally. 

o On August 26, 2024, at 2:18 a.m. the nursing staff documented the client complained of coughing 

and headache. Client’s temperature was 99.5℉. The client was given orally and 

orally. 

o On August 26, 2024, at 7:30 a.m. the nursing staff documented the client complained of sore 

throat. The client’s temperature was 98.4℉. The client was given orally. 
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o On August 26, 2024, at 1:40 p.m. the nursing staff documented given. No other 

documentation regarding client’s symptoms or requests noted in chart. 

o On August 26, 2024, at 7:05 p.m. the nursing staff documented client’s temperature 100.3℉. The 

client was given  orally. 

o On August 27, 2024, at 1:10 a.m. the nursing staff documented the client complained of cough 

and congestion. The client’s temperature was 98.2℉. The client was given orally 

and an allergy tablet (name, dosage, and route of medication not documented). 

o On August 27, 2024, at 7:30 a.m. the nursing staff documented that the client was to be 

transported to for mono spot test and a complete blood count 

(CBC) to be done due to oral illness and elevated temperature. (No test results were submitted for 

clinical review nor was there any documentation in the nursing staff notes regarding the client 

being transported or returning to facility.) 

o On August 27, 2024, at 7:40 a.m. the nursing staff documented the client’s temperature was 

100.8℉ and the client requested throat spray for irritated throat. The client was given 

orally and  orally. 

o On August 27, 2024, at 12:54 p.m. the nursing staff documented the client’s temperature was 

99.6℉. The client was given orally. 

o On August 27, 2024, at 7:36 p.m. the nursing staff documented the client complained of cough, 

congestion, headache, and sore throat. The client’s temperature was 100.1℉. The client was given 

 orally and orally. 

o On August 28, 2024, at 12:58 a.m. the nursing staff documented the client complained of cough 

and congestion. The client’s temperature was 98.5℉. The client was given 

orally. 

o On August 28, 2024, at 7:15 a.m. the nursing staff documented the client complained of cough 

and was given  orally. 

o On August 28, 2024, at 10:30 a.m. the nursing staff documented the client was transported to 

for a chest x-ray due to cough and fever. (No results or 

documentation was submitted regarding chest x-ray.) 

o On August 29, 2024, at 7:00 a.m. the nursing staff documented the client complained of sore 

throat and was given orally. 

o On August 30, 2024, at 7:00 a.m. the nursing staff documented the client complained of sore 

throat and was given orally. 

o On August 31, 2024, at 7:15 a.m. the nursing staff documented the client’s speech as being 

“hoarse” and that client requested throat spray. (No documentation in nursing staff notes of throat 

spray being given to client. No medication administration records uploaded for review to verify 

requested treatment given to client.) 

o On September 1, 2024, at 8:05 a.m. the nursing staff documented the client requested throat spray 

and was given  orally. 

o On September 2, 2024, at 9:30 a.m. the nursing staff documented the client returned from an on 

campus pass with family. The parents of the client brought the client cough drops, tea, and 

Kleenex. Items were kept at the nurses’ station. 

o On September 3, 2024, at 7:45 a.m. the nursing staff documented the client was noted to have a 

cough. Client refused and requested The client’s temperature was 

99.8℉. The client was given orally. 

o On September 3, 2024, at 2:18 p.m. the nursing staff documented receiving an order from the 

physician for orally to be taken daily every morning for
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The nursing staff also documented attempting to contact client’s mother to get consent to 

administer antibiotic but there was no answer, so nurse left voicemail. No other attempts to 

contact mother on this date were documented. 

o On September 4, 2024, at 7:00 a.m. the nursing staff documented that the client was given the 

first dose of orally. 

o On September 5, 2024, at 7:00 a.m. the nursing staff documented that the client was still taking 

the antibiotics. 

o On September 6, 2024, at 7:00 a.m. the nursing staff documented that the client was still taking 

the antibiotics. 

o On September 7, 2024, at 7:35 a.m. the nursing staff documented that the client was still taking 

the antibiotics. 

o On September 9, 2024, at 7:45 a.m. the nursing staff documented that the client complained that 

throat was “a little sore” and was given. Also, the nursing staff documented 

the antibiotic regimen was completed the day before which would have been September 8, 2024. 

o On September 13, 2024, at 8:40 a.m. the nursing staff documented the client left the facility for a 

72-hour home pass. 

o On September 16, 2024, at 2:05 p.m. the nursing staff documented the client had returned to 

facility from 72-hour pass. While on home pass with family, the client’s mother took client to be 

seen by a physician before bringing client back to facility and received a prescription for 

The nursing staff documented they would contact mother for clarification of order. 

• No other documentation was submitted for review after September 16, 2024, at 2:04 p.m. due to AFMC 

conducted Inspection of Care on this date. 

• No physician orders, physician notes, or medication administration records were submitted for review for 

this client. Unable to determine if the nursing staff remained in contact with the physician regarding the 

health of the client. 

• The Chief Operating Officer attached a letter date September 17, 2024, to the client’s clinical record that 

stated the following: 

o The client was scheduled for a pass on September 2, 2024. However, due to the client’s illness, 

the pass was canceled, but this information was not relayed to the family. When the family arrived 

on campus, it was decided to allow the visit, modifying it to an on-campus pass due to the 

quarantine. Upon their arrival, the parents were informed that the visit could proceed, but 

quarantine precautions needed to be followed. They were given the option of an outdoor visit or 

using a meeting room, with masks required for the duration of the visit. 

 

 

Respectfully, 

 

Inspection of Care Team 

InspectionTeam@afmc.org 
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