STATE OF MICHIGAN

GRETCHEN WHITMER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS MARLON I. BROWN, DPA
GOVERNOR LANSING DIRECTOR
May 26, 2026
Shahid Imran

Hampton Manor of Clinton, LLC
7560 River Road
Flushing, Ml 48038

RE: License #: AH500401685
Investigation #: 2026A0628033
Hampton Manor of Clinton

Dear Licensee:

Attached is the Special Investigation Report for the above referenced facility. Due to the
violations identified in the report, a written corrective action plan is required. The
corrective action plan is due 15 days from the date of this letter and must include the
following:

¢ How compliance with each rule will be achieved.

e Who is directly responsible for implementing the corrective action for each violation.

e Specific time frames for each violation as to when the correction will be completed or
implemented.

¢ How continuing compliance will be maintained once compliance is achieved.

e The signature of the responsible party and a date.

If you desire technical assistance in addressing these issues, please feel free to contact
me. In any event, the corrective action plan is due within 15 days. Failure to submit an
acceptable corrective action plan will result in disciplinary action.

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

Sincerely,

Rebekah Looney, Licensing St
Bureau of Community and Heatth Systems

enclosure

611 W. OTTAWA ¢ P.O. BOX 30664 ¢ LANSING, MICHIGAN 48909
www.michigan.gov/lara e 517-335-1980



MICHIGAN DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS
BUREAU OF COMMUNITY AND HEALTH SYSTEMS
SPECIAL INVESTIGATION REPORT

I. IDENTIFYING INFORMATION

License #: AH500401685
Investigation #: 2026A0628033
Complaint Receipt Date: 03/27/2026
Investigation Initiation Date: 04/08/2026
Report Due Date: 05/26/2026

Licensee Name:

Hampton Manor of Clinton, LLC

Licensee Address:

18401 15 Mile Road
Clinton Township, Ml 48038

Licensee Telephone #:

(734) 673-3130

Administrator:

David Ferreri

Authorized Representative:

Shahid Imran

Name of Facility:

Hampton Manor of Clinton

Facility Address:

18401 15 Mile Road
Clinton Twp., Ml 48433

Facility Telephone #:

(586) 649-3027

Original Issuance Date: 10/12/2021
License Status: REGULAR
Effective Date: 08/01/2025
Expiration Date: 07/31/2026
Capacity: 101

Program Type: ALZHEIMERS

AGED




. ALLEGATION(S)

Violation
Established?
Staff were not available when Resident A had a fall. Yes
Additional Findings No

. METHODOLOGY
03/27/2026 Special Investigation Intake
2026A0628033
03/30/2026 Contact - Document Sent
Email sent to administrator requesting additional documents.
03/30/2026 Contact - Document Sent
Email received from administrator with requested documents.
03/31/2026 Contact — Spoke with complainant via telephone
04/08/2026 Special Investigation Initiated - On Site
04/27/2026 Contact — Spoke with complainant via telephone
05/26/2026 Exit Conference conducted with Shahid Imram

ALLEGATION: Staff were not available when Resident A had a fall.
INVESTIGATION:

On 03/27/2026, the department received a complaint that Resident A had a fall at
the home and staff were not available to assist. The complainant alleged that on
03/05/2026 Resident A fell in her bathroom. The family of Resident A saw the
incident on camera and called 911. The complainant alleged that family arrived at
the home and found Resident A on the bathroom floor with no staff in sight.
Additionally, the complainant alleged that the family had to let EMS/Fire into the
building because there were no staff around to let them in.

On 03/31/2026, while speaking to the complainant via telephone, he stated that in
addition to this situation, while family was at the home helping Resident A on
03/05/2026, a different resident had called the police, and the family of Resident A
had to let them into the home because there were no staff members around.



On 04/08/2026, while onsite | spoke with the administrator and Employee #1 from
corporate management. Employee # 1 reported that staffing at night is generally
four employees. Three caregivers and a medication technician. Resident needs
consist of four residents that require a Hoyer lift for transferring and seven residents
that require two people to assist with transferring. Employee #1 reported that the
night shift can be busy with active residents, at times. Additionally, she reported that
the Residents in rooms 32 and 14 are active most nights but are independent and
may just need redirection.

Employee #1 provided written statements accounting for the events on the night of
03/05/2026. Employee #2 reported, in her statement, that around 4:40am she was
stopped by Resident A’s family member who relayed that Resident A had fallen and
was on the floor bleeding and was sent out. Additionally, Resident A’s family
member told her that the police were at the home to check on a different resident.

Employee #3 reported, in her statement, that she did rounds at 3:20am and
everyone was still asleep. She reported that she was sitting with a resident in his
room when Employee #2 reached out via the walkie talkie. Employee #3 reported
that when she exited the room of the resident she had been sitting with, she saw the
police standing at another resident’s door.

Employee #4 reported, in her statement, that she did her rounds around 2:40-
2:50am. She reported that at that time she changed three residents. Employee #4
reported that at about 4:40am she was informed by Employee #3 that Resident A
was sent out by her son. Employee #4 reported that this happened while she was in
the room of a resident.

APPLICABLE RULE

R 325.1921 Governing bodies, administrators, and supervisors.

(1) The owner, operator, and governing body of a home
shall do all of the following:

(b) Assure that the home maintains an organized
program to provide room and board, protection,
supervision, assistance, and supervised personal care for
its residents.




ANALYSIS: Through review of staff statements from the night of 03/05/2026,
it is evident that staff were not available to assist Resident A
after a fall, nor were they available to let EMS/Fire into the
building to assist Resident A. It is unknown how long treatment
for Resident A would have been delayed if family was not at the
home to assist EMS/Fire getting into the building and locating
Resident A. Therefore, this allegation was substantiated.

CONCLUSION: VIOLATION ESTABLISHED

IV. RECOMMENDATION

Upon the receipt of an acceptable corrective action plan, | recommend that the
status of this license remain unchanged.

W (%6777@%\ 04/28/2026

Rébekah Looney ~ / U Date
Licensing Staff

Approved By:

MKWW 05/21/2026

Andrea L. Moore, Manager Date
Long-Term-Care State Licensing Section




