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AQCQ] Initial Comments

A complaint investigation (complaint numbers
2019014268, 2019014659, and 2019016174) and
Emergency Power Plan (EPP) monitoring survey
was conducted at Tangerine Cove of Brooksville
on . The facility had
deficiencies at the time of the survey.

A030) 58A-5.0182(6) FAC; 420.28( ) FS 420.27
$8=0 | Resident Care - Rights & Facility Procedures

58A-5.0182

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
58A-5.0181, FA.C.

(b} In accordance with section 428.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

() The telephone nusmber for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
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proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 58A-5.0181, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Admini and h
and requirements;

control, sanitation, and universal
precautions; and,
8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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{g) In addition to the requirements of section
429.41(1)(k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed raits, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a faciiity shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shaif have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

(b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
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autonomy, and interaction within the community.
(fy Manage his or her financial affairs unless the
resident or, if applicable, the resident ' s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.
{0) Share a room with his or her spouse if both
are residents of the facility.
(h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervais except when
prevented by inclement weather.
(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making ., |
for heaith care services, the provision of or
arrangement of transportation to health care

. , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled evel of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days ' notice ofa
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or
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facifity shall show good
cause in a court of competent jurisdiction.

{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

(2} The adrinistrator of a facility shall ensure that
a written notice of the rights, . ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
expiained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman councit, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
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must ensure a resident ' s access to a telephone
to call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida,

429.27(1)(a), FS
Property and personal affairs of residents -
{1){a) A resident shall be given the oplion of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide at least 45 days' notice of
discharge from the facility for 1 (Resident #1) of 3
discharged resident records reviewed.

Findings:

Arecord review of the letter dated to

A030
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read: "You are being transferred or discharged for
the following reasons: Your needs can no longer
be met in this facllity.” The acknowledgement line
was blank.

On at 2:28 PM, during an interview,
the Executive Director stated Resident #1 was
responsible for herself, her sister did not have a
Power of Attorney or Healthcare Directive. She
confirmed the 45-day discharge notice was not
given to Resident #1 after she left to go to the
hospital.

Class Il

429.256( ), 58A-5.0185 (3) Medication -
Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an , . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

(b) In the presence of the resident, reading the
{abel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.

(c} Placing an oral dosage in the resident ' s

or placing the dosage in another container and
helping the resident by fifting the container to his
or her .

(d) Applying | medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
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assistance with self-administration under this

section.

{g) Assisting with the use of a , including

removing the cap of a , opening the unit

dose of solution, and pouring the

i p dose of ication into

the dispensing cup of the .

{hyUsinga , to perform -

tevel checks.

(i) Assisting with putting on and taking off

stockings.
{j) Assisting with applying and removing an
but not with titrating the

prescribed . , . settings.

{k} Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.

(1) Assisting with measuring vital signs.

{m)} Assisting with . bags.

{4} Assistance with self-administration does not
include:
{a) Mixing, , ., converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route,
{c} Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of , preparations.
(e} Irrigations or debriding agents used in the
treatment of a skin condition.
) . .or _  preparations.
{g) Medications ordered by the physician or
health care professional with prescriptive
authority to be given "as needed,” unless the

AHCA Form 3020-0001
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order is written with specific parameters that
preclude independent judgment on the part of the
unficensed person, and at the request of a
competent resident.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirernents of rule 58A-5.0191, F.A.C., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.256, F.S.
and this rule.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's

A05B2
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heaith care provider and documented in the
resident’s record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facitity staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon feaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icati may be ol j and
dispensed in an easier to use form, such as unit
dose packaging.
{f} Assistance with self-administration of
medication does not include the activities detailed
in section 429.256(4), .S
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.
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This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure unficensed
staff (Staff A) adhered to the facility's

control policy and procedures when assisting with
the self-administration of medication for 1
{Resident #8} of 6 residents reviewed.

Findings:

On at 11:23 AM, Staff A, Medication
Technician, was observed assisting Resident #8
with seif-administration of Tablets
Chewable 500 mg (chew and swallow 1 tablet by
30 minutes before each meal). Staff A was
not observed washing or sanitizing her
prior 1o assisting the resident with medications.
Staff A was observed pulling the medication out of
the container with her bare . ., placing it in
the medication cup and handing it to the resident.

On at 11:25 AM, during an interview,
Staff A confirmed she was not supposed to touch
the medication with her bare . She stated
that she did wash her earlier but not prior
to the medication task.

Arecord review of the undated facility policy titted
"Assistanice with Seif-Administered Medications”
reads: "Procedure: #14. When you are ready to
assist with medications follow these steps: Wash
your .

Class Ili

58A-5.0185(8) FAC Medication - Records
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{6} MEDICATION RECORDS.
(a} For residents who use a pill organizer
managed in subsection {2}, the facility must keep
either the original labeled medication container;
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

cations or medicati nistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. .. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an updated medication
observation record for 1 (Resident #1) of 7
reviewed residents who received assistance with
seif-administration of medication.

A0B4

AHCA Form 3
STATE FORM

20-0007

s

BKTET

f continuation sheet 12 of 2




Agency for Health Care

PRINTED: 12/23/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11910431

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

11/15/2019

NAME OF PROVIDER OR SUPPLIER

TANGERINE COVE OF BROOKSVILLE

BROOKSVI

STREET ADDRESS, CITY, STATE, ZIP CODE
307 HOWELL AVENUE
LLE, FL 34601

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 x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

A054

Continued From page 12

Findings:

Arecord review of Resident #1's Medication
Observation Record for revealed
blanks on at 8:00 PM and 12109
at 8:00 AM for . 8 milligrams (mg)
twice a day at 8:00 AM and 8:00 PM, and on

at 8:00 AM for . 0.5
milfigrams twice a day at 8:00 AM and 8:00 PM.
Review of the resident’s MOR for
revealed Trilafon 16 mg 1 time a day on

and . The second dose
was marked as "H."

Arecord review of the Patient Census Record for
Resident #1 revealed she was re-admitted to the
facitity on and discharged on

A record review of the "Patient Discharge
Instructions” for Resident #1 from Springbrook
Hospital revealed the medication Trilafon

} 16 milligrams {mg) by 2
times a day, last dose given at 8:30
AM for

On at 2:52 PM, during an interview,
the Executive Director stated Trilafon 16 mg was
signed off as given at 8:00 AM on and
but signed as "H" on the evening of
and . She stated "H"
means resident was in the hospital. She stated
Resident #1 was at the facility on and
. She confirmed that Resident #1's
MOR revealed missing doses of ,
mg and ., 0.5mgin
cannot confirm the resident received her
medication as ordered based on the medication
records.

. 8he
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Continued From page 13

Class Ili

429.27( ) FS; 58A-5.021(2) FAC Fiscal -
Resident Trust Funds

429.27

{3} A facility, upon mutual consent with the
resident, shall provide for the safekeeping in the
facility of persona effects not in excess of $500
and funds of the resident not in excess of $500
cash, and shall keep complete and accurate
records of all such funds and personal effects
received. If a resident is absent from a facility for
24 hours or more, the facifity may provide for the
safekeeping of the resident's personal effects in
excess of $500.

{4} Any funds or other property belonging to or
due to a resident, or expendable for his or her
account, which is received by a facility shall be
trust funds which shall be kept separate from the
funds and property of the facility and other
residents or shall be specifically credited to such
resident. Such trust funds shall be used or
otherwise expended only for the account of the
resident. At least once every 3 months, uniess
upon order of a court of competent jurisdiction,
the facility shall furnish the resident and his or her
guardian, trustee, or conservator, if any, a
complete and verified statement of all funds and
other property to which this subsection applies,
detailing the amount and items received, together
with their sources and disposition. In any event,
the facitity shall furnish such statement annually
and upon the discharge or transfer of a resident.
Any governmental agency or private charitable
agency contributing funds or other property to the
account of a resident shalf also be entitied to
receive such statement annually and upon the
discharge or transfer of the resident.
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{6) Any personal funds available to facility
residents may be used by residents as they
choose to obtain clothing, personal items, leisure
activities, and other supplies and services for
their personal use. A facility may not demand,
require, or contract for payment of all or any part
of the personal funds in satisfaction of the facility
rate for supplies and services beyond that
amount agreed to in writing and may not levy an
additional charge to the individual or the account
for any supplies or services that the facility has
agreed by contract to provide as part of the
standard monthly rate. Any service or supplies
provided by the facility which are charged
separately to the individual or the account may be
provided only with the specific written consent of
the individual, who shall be furnished in advance
of the provision of the services or supplies with
an itemized written statement to be attached to
the contract setting forth the charges for the
services or supplies.

58A-5.021

{2) RESIDENT TRUST FUNDS. Funds or other
property received by the facility belonging to or
due a resident, including personal funds, must be
held as trust funds and expended only for the
resident’s account. Resident funds or property
may be heid in one bank account if a separate
written accounting for each resident is
maintained, A separate bank account is required
for facility funds; co-mingling resident funds with
facitity funds is prohibited. Written accounting
procedures for resident trust funds must include
income and expense records of the trust fund,
including the source and disposition of the funds.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
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failed to ensure trust funds expended for the
resident’s account for 3 (Resident #1, #6, #7) of 3
discharged residents reviewed, failed to maintain
written accounting procedures for resident trust
funds for 1 (Resident #7) of 3 residents reviewed,
and failed to disburse personal care allowances
in a timely manner each month to 7 (Resident
#14, 15, 16, 17, 18, 19, 20) of 7 residents
interviewed.

Findings:

Arecord review of the "Admin Census/Rates"

revealed the stop billing date/discharge dates of
for Resident #1, for

Resident #6, and for Resident #7.

Arecord review of the "Trust-Transaction History”
revealed balances due fo the resident from the
trust account of $314.16 for Resident #1, $54.00
for Resident #6, and $197.21 for Resident #7.
Record review of the "Resident Trust Account
Log" for Resident #7 revealed a balance of
$207.21.

On at approximately 9:38 AM, during
an interview, Resident #14 stated the facility
received her social security check on the third of
each month, and it was the 15th of the month and
she still had not gotten her $54.00 (personal care
allowance). She stated she was not the only one
and this happened alf the time.

On at approximately 1:30 PM, during
an interview, Residents #15, #16, #17, #18,
Resident #15 stated they had not received their
personal care allowance, and it was the 15th of
the month. Resident #15 stated, "I have a phone
bili that is due, this isn't right, they say they don't
have any money, how can that be? My social

A123
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security comes in on the 3rd of the month. This
happens every month!” Resident #16 siated she
hadn't received her personal care allowance
either. Resident #186 stated, "This is ridiculous, |
need to buy hygiene products!" Resident #17
stated she had not received her personal care
alfowance either. Resident #17 stated, "They say
they have no money. How can they keep our
money like that?" Resident #18 stated that he
was sick and tired of this month after month.
Resident #18 stated, "Today is the 15th and it is
Friday, so that means it will be at least the 18th
before the facility can expect to receive any more
money from their corporate office, this is so
unacceptable, our social security checks are
received on the 3rdl"

On at approximately 1:40 PM, during
an interview, Resident #19 stated that he had not
received his personal care allowance yet this
month, and it was now the 15th.

On at 1:42 PM, during an interview
about personal care alfowance, Resident #20
stated, "this happens all the time, this is
ridiculous, something needs to be done about it,
we need our money!"

On at 3:45 PM, during an interview,
the Executive Director confirmed the refunds
from the trust accounts for Residents #1, #6 and
#7 had balances and shouid had been refunded.

On at 5:04 PM, during an interview,
the Business Office Manager stated she did not
provide an accounting of the resident trust funds
at discharge for the residents. She confirmed that
she was not sure how much of a refund was
supposed to be sent to Resident #7. She

A123

confirmed their records showed two different
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amounts for Resident #7. She further stated, "
receive trust monies weekly from the corporate
office based on the receipts of the dispersed
amounts that | send to them for that week. The
corporate office does not send enough of the
trust menies to cover what is owed for the
residents after they [corporate office] receive the
Social Security checks or other income for the
residents each month. The residents will want
their allowable amounts at the beginning of the
month and we [the facility] do not have the funds
to give them.”

On at 5:06 PM, during an interview,
the Executive Director stated it has been an
ongoing problem to get personal monies to the
residents because the corporate office only sends
a certain amount each week.

A review of the facility's accounting ledger dated
reflected a zero balance, leaving
insufficient monies to make any resident personal
care allowance disbursements. Further record
review revealed no evidence that the facility was
providing a quarterly accounting statements of
funds received and disbursed to the residents.

Class Ili

A 160| 58A-5.024(1) FAC Records - Facility A160
§8=D
The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
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immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

(a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | | s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Aleg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

(e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC,;

{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, FAC.

{g) The admission package presented to new or

A180
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prospective residents (less the resident's
contract) described in Rule 58A-5.0181, FA.C.
{h} If the facility advertises that it provides special
care for persons with s or
related . a copy of all such facility
advertisements as required by Section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

{j) Alt food service records required in Rule
58A-5.020, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate,

{k} Al fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
B89A-40, F.A.C., issued within the last 2 years.

{) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
igsued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-5.031, FA.C,,

A180
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respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log to include reason for discharge and
identification of the facility or home address to
which the resident was discharged for 2
{Resident #1 and #6) of 3 discharged residents
reviewed.

Findings:

A record review of the facility admission and
discharge log revealed Resident #1 was
discharged on and Resident #6 was
discharged on . No disposition at
discharge was noted on discharge log.

On at 3:18 PM, during an interview,
the Executive Director confirmed the admission
and discharge log was not completed to reveal
the disposition for Resident #1 and Resident #6
at discharge.

Class Il

A180

AHCA Form 3
STATE FORM

20-0007

s

BKTET

f continuation sheet 21 of 2




Agency for Health Care

PRINTED: 12/26/2019

FORM APPROVED

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

AL11910431

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

c
11/15/2019

NAME OF PROVIDER OR SUPPLIER

TANGERINE COVE OF BROOKSVILLE

LLE, FL 34601

STREET ADDRESS, CITY, STATE, ZIP CODE
307 HOWELL AVENUE
BROOKSVI

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG 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

AQCQ] Initial Comments

A complaint investigation (complaint numbers
2019014268, 2019014659, and 2019016174) and
Emergency Power Plan (EPP) monitoring survey
was conducted at Tangerine Cove of Brooksville
on . The facility had
deficiencies at the time of the survey.

A030) 58A-5.0182(6) FAC; 420.28( ) FS 420.27
Resident Care - Rights & Facility Procedures

58A-5.0182

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a}) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
58A-5.0181, FA.C.

(b} In accordance with section 428.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

() The telephone nusmber for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close

A0DC
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proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rute 58A-5.0181, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Admini and h
and requirements;

control, sanitation, and universal
precautions; and,
8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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{g) In addition to the requirements of section
429.41(1)(k), F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed raits, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.-

{1} No resident of a faciiity shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shaif have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

(b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

[ access to a and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-town guests, and in other
simifar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
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autonomy, and interaction within the community.
(fy Manage his or her financial affairs unless the
resident or, if applicable, the resident ' s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.
{0) Share a room with his or her spouse if both
are residents of the facility.
(h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervais except when
prevented by inclement weather.
(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making ., |
for heaith care services, the provision of or
arrangement of transportation to health care

. , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medicat reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled evel of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days ' notice ofa
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or
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facifity shall show good
cause in a court of competent jurisdiction.

{) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

(2} The adrinistrator of a facility shall ensure that
a written notice of the rights, . ,and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
expiained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
fong-term care ombudsman councit, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retafiatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
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must ensure a resident ' s access to a telephone
to call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida,

429.27(1)(a), FS
Property and personal affairs of residents -
{1){a) A resident shall be given the oplion of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or . under state faw,
managing his or her own affairs.
{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide at least 45 days' notice of
discharge from the facility for 1 (Resident #1) of 3
discharged resident records reviewed.

Findings:

Arecord review of the letter dated to

A030

Resident #1 titled "Resident forty-five day Notice”
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read: "You are being transferred or discharged for
the following reasons: Your needs can no longer
be met in this facllity.” The acknowledgement line
was blank.

On at 2:28 PM, during an interview,
the Executive Director stated Resident #1 was
responsible for herself, her sister did not have a
Power of Attorney or Healthcare Directive. She
confirmed the 45-day discharge notice was not
given to Resident #1 after she left to go to the
hospital.

Class Il

429.256( ), 58A-5.0185 (3) Medication -
Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, including
an syringe that is prefilled with the proper
dosage by a pharmacist and an , . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

(b) In the presence of the resident, reading the
{abel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.

(c} Placing an oral dosage in the resident ' s

or placing the dosage in another container and
helping the resident by fifting the container to his
or her .

(d) Applying | medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives

A030
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assistance with self-administration under this

section.

{g) Assisting with the use of a , including

removing the cap of a , opening the unit

dose of solution, and pouring the

i p dose of ication into

the dispensing cup of the .

{hyUsinga , to perform -

tevel checks.

(i) Assisting with putting on and taking off

stockings.
{j) Assisting with applying and removing an
but not with titrating the

prescribed . , . settings.

{k} Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.

(1) Assisting with measuring vital signs.

{m)} Assisting with . bags.

{4} Assistance with self-administration does not
include:
{a) Mixing, , ., converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route,
{c} Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of , preparations.
(e} Irrigations or debriding agents used in the
treatment of a skin condition.
) . .or _  preparations.
{g) Medications ordered by the physician or
health care professional with prescriptive
authority to be given "as needed,” unless the
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order is written with specific parameters that
preclude independent judgment on the part of the
unficensed person, and at the request of a
competent resident.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
(a) Any unlicensed person providing assistance
with seif-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirernents of rule 58A-5.0191, F.A.C., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.256, F.S.
and this rule.

{b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's

A05B2
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heaith care provider and documented in the
resident’s record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facitity staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon feaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icati may be ol j and
dispensed in an easier to use form, such as unit
dose packaging.
{f} Assistance with self-administration of
medication does not include the activities detailed
in section 429.256(4), .S
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms “judgment” and “discretion” mean

preting vital signs and evaluating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.
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This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure unficensed
staff (Staff A) adhered to the facility's

control policy and procedures when assisting with
the self-administration of medication for 1
{Resident #8} of 6 residents reviewed.

Findings:

On at 11:23 AM, Staff A, Medication
Technician, was observed assisting Resident #8
with seif-administration of Tablets
Chewable 500 mg (chew and swallow 1 tablet by
30 minutes before each meal). Staff A was
not observed washing or sanitizing her
prior 1o assisting the resident with medications.
Staff A was observed pulling the medication out of
the container with her bare . ., placing it in
the medication cup and handing it to the resident.

On at 11:25 AM, during an interview,
Staff A confirmed she was not supposed to touch
the medication with her bare . She stated
that she did wash her earlier but not prior
to the medication task.

Arecord review of the undated facility policy titted
"Assistanice with Seif-Administered Medications”
reads: "Procedure: #14. When you are ready to
assist with medications follow these steps: Wash
your .

Class Ili

58A-5.0185(8) FAC Medication - Records
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{6} MEDICATION RECORDS.
(a} For residents who use a pill organizer
managed in subsection {2}, the facility must keep
either the original labeled medication container;
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident’s name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

cations or medicati nistration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. .. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an updated medication
observation record for 1 (Resident #1) of 7
reviewed residents who received assistance with
seif-administration of medication.
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Findings:

Arecord review of Resident #1's Medication
Observation Record for revealed
blanks on at 8:00 PM and 12109
at 8:00 AM for . 8 milligrams (mg)
twice a day at 8:00 AM and 8:00 PM, and on

at 8:00 AM for . 0.5
milfigrams twice a day at 8:00 AM and 8:00 PM.
Review of the resident’s MOR for
revealed Trilafon 16 mg 1 time a day on

and . The second dose
was marked as "H."

Arecord review of the Patient Census Record for
Resident #1 revealed she was re-admitted to the
facitity on and discharged on

A record review of the "Patient Discharge
Instructions” for Resident #1 from Springbrook
Hospital revealed the medication Trilafon

} 16 milligrams {mg) by 2
times a day, last dose given at 8:30
AM for

On at 2:52 PM, during an interview,
the Executive Director stated Trilafon 16 mg was
signed off as given at 8:00 AM on and
but signed as "H" on the evening of
and . She stated "H"
means resident was in the hospital. She stated
Resident #1 was at the facility on and
. She confirmed that Resident #1's
MOR revealed missing doses of ,
mg and ., 0.5mgin
cannot confirm the resident received her
medication as ordered based on the medication
records.

. 8he
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Class Ili

429.27( ) FS; 58A-5.021(2) FAC Fiscal -
Resident Trust Funds

429.27

{3} A facility, upon mutual consent with the
resident, shall provide for the safekeeping in the
facility of persona effects not in excess of $500
and funds of the resident not in excess of $500
cash, and shall keep complete and accurate
records of all such funds and personal effects
received. If a resident is absent from a facility for
24 hours or more, the facifity may provide for the
safekeeping of the resident's personal effects in
excess of $500.

{4} Any funds or other property belonging to or
due to a resident, or expendable for his or her
account, which is received by a facility shall be
trust funds which shall be kept separate from the
funds and property of the facility and other
residents or shall be specifically credited to such
resident. Such trust funds shall be used or
otherwise expended only for the account of the
resident. At least once every 3 months, uniess
upon order of a court of competent jurisdiction,
the facility shall furnish the resident and his or her
guardian, trustee, or conservator, if any, a
complete and verified statement of all funds and
other property to which this subsection applies,
detailing the amount and items received, together
with their sources and disposition. In any event,
the facitity shall furnish such statement annually
and upon the discharge or transfer of a resident.
Any governmental agency or private charitable
agency contributing funds or other property to the
account of a resident shalf also be entitied to
receive such statement annually and upon the
discharge or transfer of the resident.
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{6) Any personal funds available to facility
residents may be used by residents as they
choose to obtain clothing, personal items, leisure
activities, and other supplies and services for
their personal use. A facility may not demand,
require, or contract for payment of all or any part
of the personal funds in satisfaction of the facility
rate for supplies and services beyond that
amount agreed to in writing and may not levy an
additional charge to the individual or the account
for any supplies or services that the facility has
agreed by contract to provide as part of the
standard monthly rate. Any service or supplies
provided by the facility which are charged
separately to the individual or the account may be
provided only with the specific written consent of
the individual, who shall be furnished in advance
of the provision of the services or supplies with
an itemized written statement to be attached to
the contract setting forth the charges for the
services or supplies.

58A-5.021

{2) RESIDENT TRUST FUNDS. Funds or other
property received by the facility belonging to or
due a resident, including personal funds, must be
held as trust funds and expended only for the
resident’s account. Resident funds or property
may be heid in one bank account if a separate
written accounting for each resident is
maintained, A separate bank account is required
for facility funds; co-mingling resident funds with
facitity funds is prohibited. Written accounting
procedures for resident trust funds must include
income and expense records of the trust fund,
including the source and disposition of the funds.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility

A123
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failed to ensure trust funds expended for the
resident’s account for 3 (Resident #1, #6, #7) of 3
discharged residents reviewed, failed to maintain
written accounting procedures for resident trust
funds for 1 (Resident #7) of 3 residents reviewed,
and failed to disburse personal care allowances
in a timely manner each month to 7 (Resident
#14, 15, 16, 17, 18, 19, 20) of 7 residents
interviewed.

Findings:

Arecord review of the "Admin Census/Rates"

revealed the stop billing date/discharge dates of
for Resident #1, for

Resident #6, and for Resident #7.

Arecord review of the "Trust-Transaction History”
revealed balances due fo the resident from the
trust account of $314.16 for Resident #1, $54.00
for Resident #6, and $197.21 for Resident #7.
Record review of the "Resident Trust Account
Log" for Resident #7 revealed a balance of
$207.21.

On at approximately 9:38 AM, during
an interview, Resident #14 stated the facility
received her social security check on the third of
each month, and it was the 15th of the month and
she still had not gotten her $54.00 (personal care
allowance). She stated she was not the only one
and this happened alf the time.

On at approximately 1:30 PM, during
an interview, Residents #15, #16, #17, #18,
Resident #15 stated they had not received their
personal care allowance, and it was the 15th of
the month. Resident #15 stated, "I have a phone
bili that is due, this isn't right, they say they don't
have any money, how can that be? My social

A123
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security comes in on the 3rd of the month. This
happens every month!” Resident #16 siated she
hadn't received her personal care allowance
either. Resident #186 stated, "This is ridiculous, |
need to buy hygiene products!" Resident #17
stated she had not received her personal care
alfowance either. Resident #17 stated, "They say
they have no money. How can they keep our
money like that?" Resident #18 stated that he
was sick and tired of this month after month.
Resident #18 stated, "Today is the 15th and it is
Friday, so that means it will be at least the 18th
before the facility can expect to receive any more
money from their corporate office, this is so
unacceptable, our social security checks are
received on the 3rdl"

On at approximately 1:40 PM, during
an interview, Resident #19 stated that he had not
received his personal care allowance yet this
month, and it was now the 15th.

On at 1:42 PM, during an interview
about personal care alfowance, Resident #20
stated, "this happens all the time, this is
ridiculous, something needs to be done about it,
we need our money!"

On at 3:45 PM, during an interview,
the Executive Director confirmed the refunds
from the trust accounts for Residents #1, #6 and
#7 had balances and shouid had been refunded.

On at 5:04 PM, during an interview,
the Business Office Manager stated she did not
provide an accounting of the resident trust funds
at discharge for the residents. She confirmed that
she was not sure how much of a refund was
supposed to be sent to Resident #7. She

A123
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amounts for Resident #7. She further stated, "
receive trust monies weekly from the corporate
office based on the receipts of the dispersed
amounts that | send to them for that week. The
corporate office does not send enough of the
trust menies to cover what is owed for the
residents after they [corporate office] receive the
Social Security checks or other income for the
residents each month. The residents will want
their allowable amounts at the beginning of the
month and we [the facility] do not have the funds
to give them.”

On at 5:06 PM, during an interview,
the Executive Director stated it has been an
ongoing problem to get personal monies to the
residents because the corporate office only sends
a certain amount each week.

A review of the facility's accounting ledger dated
reflected a zero balance, leaving
insufficient monies to make any resident personal
care allowance disbursements. Further record
review revealed no evidence that the facility was
providing a quarterly accounting statements of
funds received and disbursed to the residents.

Class Ili

A 160| 58A-5.024(1) FAC Records - Facility A160

The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
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immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

(a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | | s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Aleg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

(e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC,;

{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, FAC.

{g) The admission package presented to new or

A180
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prospective residents (less the resident's
contract) described in Rule 58A-5.0181, FA.C.
{h} If the facility advertises that it provides special
care for persons with s or
related . a copy of all such facility
advertisements as required by Section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

{j) Alt food service records required in Rule
58A-5.020, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate,

{k} Al fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
B89A-40, F.A.C., issued within the last 2 years.

{) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
igsued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-5.031, FA.C,,

A180
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respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log to include reason for discharge and
identification of the facility or home address to
which the resident was discharged for 2
{Resident #1 and #6) of 3 discharged residents
reviewed.

Findings:

A record review of the facility admission and
discharge log revealed Resident #1 was
discharged on and Resident #6 was
discharged on . No disposition at
discharge was noted on discharge log.

On at 3:18 PM, during an interview,
the Executive Director confirmed the admission
and discharge log was not completed to reveal
the disposition for Resident #1 and Resident #6
at discharge.

Class Il
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