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Initial Comments.

AMENDED

Are-licensure and complaint (number
2019011370} inspection was conducted at Alton
ACLF Home on . The facility had
deficiencies at the time of the investigation.

59A-36.004 FAC Licensure - Requirements

(1) SERVICE PROHIBITION. An assisted living
facitity may not represent that it provides any
service other than a service for which itis
ficensed to provide.
(2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPRCVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prier approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in rule 59A-36.014, F. AC., as well as

ion of with i fire
safety and sanitation inspection requirements
referenced in rule 59A-36.005, F.A.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL, A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in rule
59A-36.005, F.A.C.
{4} CONTIGUQUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property”
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Continued From page 1

means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be fo include iti i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of chapters 408,
Part i, 429, Part |, F.S. and rule chapter 59A-35,
F.A.C., and this rule chapter.

(5) PROOF OF INSPECTIONS, A copy of the
annual fire safety and sanitation inspections
described in rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
fater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to chapter 408,
part i, and section 429,14, F.S., and rule chapter
59A-35, F.A.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a satisfactory Emergency
Management Plan and Liability insurance
available for review.

Finding included:

Review of the permits on the bulletin board. The

facitity had an Emergency Management Plan

dated and the Liability Insurance
available for review.

On at 11:00 AM the Administrator stated

A0O4

AHCA Form 3

STATE FORM

20-0007

s

106G 11

f continuation sheet 2 of §



Agency for Health Care

PRINTED: 11/14/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11953314

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

10/16/2019

NAME OF PROVIDER OR SUPPLIER

ALTON ACLF HOME

MIAMI, FL

33167

STREET ADDRESS, CITY, STATE, ZIP CODE
2090 NW 115TH STREET

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A004

A 125
88=D

Continued From page 2

that he had submitted the papers for the
Emergency Management a fong time ago and he
did not know why he had not received it and for
the Liability insurance he just submitted alf the
paper work.

Class Il

429.27(2) F8; 550A-36.013(3) FAC Fiscal -
Surety Bonds

429.27
{2) Afacility, or an owner, administrator,
employee, or representative thereof, may not act
as the guardian, trustee, or conservator for any
resident of the assisted living facility or any of
such resident's property. An owner, administrator,
or staff member, or representative thereof, may
not act as a competent resident's payee for social
security, veteran's, or raifroad benefits without the
consent of the resident. Any facility whose owner,
ini . of staff, or reps ive thereof,
serves as representative payee for any resident
of the facility shall file a surety bond with the
agency in an amount equal to twice the average
monthly aggregate income or personal funds due
to residents, or expendable for their account,
which are received by a facility, Any facility whose
owner, administrator, or staff, or a representative
thereof, is granted power of attorney for any
resident of the facility shall file a surety bond with
the agency for each resident for whom such
power of attorney Is granted. The surety bond
shaif be in an amount equal to twice the average
monthly income of the resident, plus the value of
any resident's property under the control of the
attorney in fact. The bond shall be executed by
the facility as principal and a licensed surety
company. The bond shalt be conditioned upon
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the faithful compliance of the facility with this
section and shall run to the agency for the benefit
of any resident who suffers a financial loss as a
result of the misuse or misappropriation by a
facitity of funds held pursuant to this subsection.
Any surety company that cancels or does not
renew the bond of any licensee shall notify the
agency in writing not less than 30 days in
advance of such action, giving the reason for the
cancellation or nonrenewal. Any facility owner,

ini , or staff, or ive thereof,
who is granted power of attorney for any resident
of the facility shall, on a monthly basis, be
required to provide the resident a written
statement of any transaction made on behalf of
the resident pursuant to this subsection, and a
copy of such statement given to the resident shail
be retained in each resident's file and available
for agency inspection.

59A-36.013

(3) SURETY BONDS. Pursuant to the
requirements of section 428.27(2), F.8.:

{a) For entities that own more than one facility in
the state, one surety bond may be purchased to
cover the needs of all residents served by the
entifies.

{b} The following additional bonding requirements
apply to facilities serving residents receiving

1. If serving as representative payee for a
resident receiving , the minimum bond
proceeds must equal twice the value of the
resident's monthly aggregate income, which must
include any supplemental security income o
social security , income plus the
payments, including the personal needs
allowance.

2. If hotding a power of attorney for a resident
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receiving . the minimum bond proceeds
must equal twice the value of the resident's
monthly aggregate income, which must include
any supplemental security income or social
secufity . iIncome; the payments,
including the personal allowance; plus the value
of any property belonging to a resident held at the
facitity.

{c} Upon the annual issuance of a new bond or
continuation bond, the facility must file a copy of
the bond with the Agency Central Office.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a surety bond with the minimum
bond proceeds that equal twice the value of the
residents’ monthly aggregate income for five out
of five sampled residents (Resident#1, 2, 3,4
and B).

Findings included:

On at 11:00 during residents interview
and record review was verified that the facility
was the payee for five residents and that their
payment went direct ta the bank account of the
facitity.

Record review revealed that the monthly payment
for the five residents are as follows: Resident #5
admitted $751.00, #2, admitted
$693.90, #1, admitted on
$771.00, #4, admitted on
admitted on $1200.00

$866.00, #3,
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