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January 15, 2026

Shahid Imran
Hampton Manor of Brighton
1320 Rickett Road
Brighton, MI  48116

 RE: License #:
Investigation #:

AH470412880
2026A0627010
Hampton Manor of Brighton

Dear Mr. Imran:

Attached is the Special Investigation Report for the above referenced facility.  No 
substantial violations were found.

Please review the enclosed documentation for accuracy and contact me with any 
questions.  In the event that I am not available and you need to speak to someone 
immediately, please contact the local office at (517) 335-5985.

Sincerely,

Rick Brummette, Licensing Staff
Bureau of Community and Health Systems
611 W. Ottawa Street
Lansing, MI  48909
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MICHIGAN DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS
BUREAU OF COMMUNITY AND HEALTH SYSTEMS

SPECIAL INVESTIGATION REPORT

I. IDENTIFYING INFORMATION

License #: AH470412880

Investigation #: 2026A0627010

Complaint Receipt Date: 10/21/2025

Investigation Initiation Date: 11/06/2025

Report Due Date: 12/20/2025

Licensee Name: Hampton Manor of Brighton LLC

LicenseeAddress:  1320 Rickett Rd
Brighton, MI  48116

Licensee Telephone #: Unknown

Administrator: Altaf Veryamani

Authorized Representative/     Shahid Imran, Authorized Repr. 

Name of Facility: Hampton Manor of Brighton

Facility Address: 1320 Rickett Road
Brighton, MI  48116

Facility Telephone #: (810) 247-8442

Original Issuance Date: 04/10/2023

License Status: REGULAR

Effective Date: 08/01/2025

Expiration Date: 07/31/2026

Capacity: 93

Program Type: ALZHEIMERS
AGED
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II.    ALLEGATION(S)

II. METHODOLOGY

10/21/2025 Special Investigation Intake
2026A0627010

11/06/2025 Special Investigation Initiated - On Site

1/14/2026 Exit Conference via email

Allegation: It was alleged the resident had a large bruise on the right arm resulting 
from a fall.

Investigation: 

On 10/21/2025 the Bureau of Community and Health Systems received a complaint 
from Adult Protective Services (APS). The APS referral source alleged that Resident 
A during the week of 10/12/2025 had sustained a bruise on her right arm that was, 
“…. the size of a baseball or smaller” as a result of falling.

On 11/06/2025, I conducted an onsite investigation at the facility and interviewed 
Altaf Veryamani, Executive Director, SP1, and SP2. I reviewed the Occurrence 
Reports for the month of October and noted an Occurrence documented for 
Resident A on 10/14/25 in which Resident A was getting up and lost her balance. 
The care aide documented the presence of a skin tear on the right arm, cleaning the 
wound and putting a dressing on it. There was no documentation noting the 
presence of bruising. The Executive Director reported that it is facility policy to use 
an Occurrence report as the primary tool for staff to document any significant 
incident involving a resident. There would only be other documentation if there were 
complicating factors requiring ongoing observation of an injury. 

Violation 
Established?

It was alleged the resident had a large bruise on the right arm 
resulting from a fall.

No

Additional Findings No
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On 11/06/2025, I went with SP2 and the Executive Director to Resident A’s room for 
an interview. Resident A was found lying in bed but easily arousable and pleasantly 
conversational. I asked Resident A if she is getting good care and whether staff 
respond to her when she calls for help. She responded that she gets good care and 
gets help when she calls. I inquired if she had any injuries that she has sustained 
recently to which Resident A showed me a 3 cm wound on her right anterior wrist 
that was well approximated and healing. I asked if she had any other bruises on her 
right arm? Resident A replied “no”. SP2 helped Resident A pull her sleeve up and 
there was no bruising to be observed.
 
On 11/06/2025, I interviewed SP3, the medication technician who reported that 
Resident A’s injury was minor and if an injury does not have a routine dressing 
change ordered on the Medication Administration Record (MAR), its progress would 
not be routinely documented. SP3 reflected familiarity with documenting resident 
incidents on the Occurrence report and knowledge of when to escalate to higher 
levels of treatment when necessary.
  
Resident A did not have a significant injury resulting from the fall of 10/14/25. Staff 
also documented adequately on the Occurrence reports documenting this incident. 

APPLICABLE RULE
R 325.1922 Admission and retention of residents.

(3) At the time of an individual's admission, a home or the 
home's designee shall complete a written resident 
admission contract between the resident and/or the 
resident's authorized representative, if any, and the home.  
The resident admission contract shall, at a minimum, 
specify all of the following:   
     (a) That the home shall provide room, board, protection, 
supervision, assistance, and supervised personal care 
consistent with the resident's service plan.
   

ANALYSIS: Based on documents reviewed, interviews and observation 
there was no evidence to substantiate that Resident A had 
sustained a bruise on the right arm.

CONCLUSION: VIOLATION NOT ESTABLISHED

III. RECOMMENDATION

 I recommend no change in the status of the license.
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                          11/14/2025
________________________________________
Rick Brummette
Licensing Staff

Date

Approved By:

01/15/2026
________________________________________
Andrea L. Moore, Manager
Long-Term-Care State Licensing Section

Date


