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Residential Care Services
Investigation Summary Report

Provider/Facility: Zagol Seniors Care LLC Provider Type: Adult Family Home
License/Cert.#: 755310

Compliance Determination #: 36678 Intake ID: 117022

Investigator: Megan Wylie Region/Unit #: RCS Region 2 / Unit B
Investigation Date(s): 02/12/2024 through 03/05/2024

Complainant Contact Date(s):

Allegation(s):
1. The Adult Family Home (AFH) locked a resident out of the home.
2. The AFH implemented a curfew for residents.

Investigation Methods:

Sample: Total residents: 6
Resident sample size: 2
Closed records sample size: 0

Observations: Identified resident
Residents
Activities
Dining
Resident care equipment
Resident rooms
Staff to resident interactions
Resident to resident interactions

Interviews: Identified resident
Nursing staff
Residents
Family members
Social services staff

Record Reviews: Medical records
State reporting log
Facility policies

Investigation Summary:

1. The front door thumbprint did not work when the resident returned to the facility from an
appointment away from the home. The AFH provider had not been aware of the resident coming
into the home through the window and stated that the resident was let in by a staff member of
the home. The resident's thumbprint had been added again to the front door lock to prevent
future issues. Due to the door being an unapproved style that does not allow immediate reentry,

the facility would need to replace the door locking system.
2. The AFH was aware that they cannot put curfews on a resident and must allow them
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to return to the home. The AFH did encourage residents to return to the home by 8pm but it was
not a requirement. The identified resident had their thumbprint approved for accessing the front
door lock to prevent any issues in the future. The AFH did not have awake staff at the time of
the incident. The Identified resident reported that there was always two staff on duty.

Conclusion / Action:
X] Failed Provider Practice Identified / Citation(s) Written
[l Failed Provider Practice Not Identified / No Citation Written

0 N/A
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