
STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20425 72nd Avenue S, Suite 400, Kent, WA 98032

CARING ANGELS ADULT FAMILY HOME

CARING ANGELS ADULT FAMILY HOME
1515 SOUTH 28TH PLACE
RENTON, WA 98055

RE: CARING ANGELS ADULT FAMILY HOME License # 752250

Dear Provider:

This letter addresses Compliance Determination(s) 28617 (Completion Date 08/28/2023) and
22623 (Completion Date 06/27/2023).

The Department completed a follow-up inspection of your Adult Family Home on 08/28/2023
and found that you have corrected the violations listed in the Complaint report dated
06/27/2023. Your home is back in compliance as of 07/13/2023 with the cited requirements of
the Washington Administrative Code or the Revised Code of Washington or both.

The Department found that deficiencies for the following licensing laws and regulations were
corrected:
WAC 388-76-10670-3, WAC 388-76-10670-4

The Department staff who did the on-site verification:
Jennifer Domingo, AFH Complaint Investigator

If you have any questions, please contact me at (253)234-6033.

Sincerely,

Cecile Leano, Field Manager
Region 2, Unit E
Residential Care Services
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Residential Care Services
Investigation Summary Report

Provider/Facility: CARING ANGELS ADULT
FAMILY HOME
License/Cert.#: 752250

Provider Type: Adult Family Home

Compliance Determination #: 22623
Intake ID: 75643

Investigator: Jennifer Domingo
Region/Unit #: RCS Region 2 / Unit E

Investigation Date(s): 04/17/2023 through 06/27/2023
Complainant Contact Date(s):

Named Resident 1 (NR 1) now Former Resident (FR) was found by Named Resident 2 (NR 2)
beating Named Resident 3 (NR 3) on their bed during the night in the Adult Family Home (AFH).
NR 3 suffered injuries that required hospitalization.

Allegation(s):

Total residents: 5
Resident sample size: 4
Closed records sample size: 1

Investigation Methods:

Sample:

General observation, residents' appearance, staff interaction with
residents and resident to resident interactions.

Observations:

Residents and staff.Interviews:

Residents, hospital records and AFH records.Record Reviews:

During the unannounced visit, observation showed that the home had a split entry level with
stairs ascending to the upper level and stairs descending to the lower level. Observation
showed FR and NR 3 shared the same bedroom in the lower level. Staff's bedroom was on the
upper level. Observation showed FR was not in the home. Observation showed NR 3 had
purple, greenish bruised on their face and left elbow. NR 3 was alert and conversant during the
interview. NR 3 stated that on the morning of 03/22/2023 (first incident), FR pushed them down
the stairs by the home's front door. NR 3 fell to their left side and their buttocks. NR 3 was sent
to the hospital via Emergency Medical Services (EMS). Hospital record showed NR 3 returned
to home the same day from the hospital after a negative work-up. On the night of 03/22/2023
(second incident), NR 3 stated that they were asleep and thought they had a nightmare. NR 3
yelled out, "Stop, stop, stop!". NR2, who lived on the upper level stated that they heard a
commotion downstairs. NR 2 checked on the commotions and found FR beating up NR 3 in
their bed. NR 2 immediately ran upstairs and called staff for help. NR 3 stated that FR beaten
them up on their face while asleep. Staff called EMS and staff separated FR from NR 3. Law
enforcement and EMS came and took NR 3 to the hospital. Record review of hospital notes
revealed that NR 3 had multiple fractures on

Investigation Summary:
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their face. Staff stated that they notified FR's Department of Correction Officer, Department
hotline, Case Managers, and their collateral contact. Staff stated that they did not monitor FR
and NR 3 when NR 3 returned from the hospital after the first incident. Staff failed to protect the
NR 3 from FR.
Failed Provide practice identified. See Statement of Deficiencies dated 06/27/2023. WAC 388-
76A-10670 (3) (4) Prevention of abuse

Failed Provider Practice Identified / Citation(s) Written

Failed Provider Practice Not Identified / No Citation Written

Conclusion / Action:

N/A
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