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PLANNED PARENTHOQOD OF INDIAMA AND KENTUGH

T 000 INITIAL COMMENTS T 000
This visit was for a Stale licensure survey.
Facility Nwnber: 013766

Dates of Survey. 3/5/2018 to 3/7/2018

QA 3/15/2018

T 444} 410 |AC 26-8-1 PERSONNEL POLIGIES AND T t44
RECORDS

410 1AG 26-8-1(c)(1)

{c} The clinic must do the following:

{1) Maintain ctrrent job descriptions with
reporting responsibilities for all personnel and
annual

performance evaluations, based on the Job |
description, for each employse and contract and : |
agency |

personnel. |

This RULE is not met as evidenced by:

Based on document review and Interview the
facility failed to provide an ahhual evaluation of 2
out of 3 eligible employees.

1, Review of the 2015 Planned Parenthood
Employes Handbook indicated on page 10 under
Pertormance Evaluations that employees may
recelve an annual performance evaiuation by
thelr Immediate supervisor and may he asked to
complete a self-evaluation. Evaluations are kept
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in the employee's personnel file.

2. Review of P50, Health Care Manager's job
description Indicates under Essential Functlons;
Prepares disciplinary and performance
improvement documents independenily and
provides indicated management follow-up.

3. Review of P50 and P52, Health Care Assistant
personngl files Jacked documentation of an
evaluation completed in 2017 or 2018,

4, Interview with P50 and P58, Diractor of
Clinical Services on 03/06/18 at 3:20 pm
confirmed lack of evaluations In P&0’s and P52's
personne! file and they were not done.
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