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Initial Comments.

A Change of Ownership {CHOW) survey was
conducted at Madison of Ocoee on .
Deficiencies were found at the time of the visit.

59A-36.003(2) FAC; 429.12(1) FS Licensure -
Change of Ownership (CHOW)

59A-36.003(2)
CHANGE OF OWNERSHIP. In addition to the
requirernents for a change of ownership
contained in chapter 408, part I, F.S., section
429.12, F.S., and rule chapter 59A-35, F A.C., the
following provisions relating to resident funds
apply pursuant to section 429.27, F.S.

{a) At the time of transfer of ownership, al
resident funds on deposit, advance payments of
resident rents, resident security deposits, and
resident trust funds held by the current licensee
must be transferred to the applicant. Proof of
such transfer must be provided to the agency at
the time of the agency survey and before the
issuance of a standard license. This provision
does not apply to enfrance fees paid fo a
continuing care facility subject to the acquisition
provisions in section 651.024, F.S.

{b) The transferor must provide to each resident
a statement detailing the amount and type of
funds held by the facility and credited to the
resident.

{c} The transferee must notify each resident in
writing of the manner in which the transferee is
holding the resident's funds and state the name
and address of the depository where the funds
are being held, the amount held, and type of
funds credited.

429.12 Sale or transfer of ownership of a
facility -it is the intent of the Legislature to protect
the rights of the residents of an assisted living
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facitity when the facility is sold or the ownership
thereof is transferred. Therefore, in addition to the
requirements of part Il of chapter 408, whenever
a facility is sold or the ownership thereof is
transferred, including leasing:
{1} The transferee shall notify the residents, in
writing, of the change of ownership within 7 days
after receipt of the new license.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to notify 2 of 2 sampled
residents, in writing, of the change of ownership
within 7 days after receipt of the new license as
required in 429.12(1) FS (#1 and #4).

Findings:

Review of the facility licensure application dated

by the new owners, revealed that the
facitity had changed ownership. A provisional
ficense under the new ownership had been
issued and was displayed in the
community.

Review of the records for residents #1 and #4
revealed no documentation regarding the change
in ownership.

On at 3:45PM, the administrator
provided 2 letters for review. One letter, dated

, was from the new management
company. In paragraph 3 of the letter, it stated
“Please understand that the community has not
been sold.” That letter did not inform the
residents of the change of ownership or the new
name for the facility. The second letter, also
dated . was from the previous owner and
informed residents of the facility name change to
Madison of Ocoee and also described a change
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Continued From page 2

in management companies. it also did not
address the change in ownership.

On at 4:15PM, the administrator stated
that was alf the information he had and confirmed
he did not provide a letter informing the resident
of the change in ownership of the facility within 7
days after receiving the new license.

Class Ili

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services o
treat the condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule
59A-36.012, FA.C.
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{b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident’s health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
rmanager if the resident exhibits a significant
change.

{e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f} Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on interview and resident record review,
the facility failed fo maintain written
documentation and updates for significant
changes as required for 1 of 4 sampled residents
{#1) requiring assistance with Activities of Daily
Living (ADLs), and failed to provide medications
as ordered by the physician for 1 of 4 residents
sampled. (#4).

Findings:

On at 10:10 AM, a family interview for
resident #1 stated that her mother had a .

(  }inthe past but do not have
one currently but because of her mother's

A025
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her mother; and she took her mother to a Urgent
Care clinic because of change in behavior in
which the facility never communicated with her or
notified her.

Resident #1's record review revealed admission
date . The 1823 Form Heslth
Assessment dated documents health
conditions of . . Biliary tract
wasting and atrophy, . f

and . She need assistance
with all ADLs and ambulates via wheelchair. In
further documentation, revealed a history of

"Photographic evidence obtained”

I addition, a physician order dated for
a Home Health Agency (HHA) to evaluate & treat
for . EVS U .
BT& | .. { )which there was no
documented evidence that . and  evaluation
was completed. HHA completed a Speech
evaiuation dated was completed and
an upgrade to a reguiar diet. "Photographic
evidence obtained”

On at 8:15 PM, the Urgent Care clinic
documented that resident #1 was tested positive
fora . Diagnosis Acute and provided

for next seven days. There were ne
written facility notes documented for this visit and
foliow up.

On at 2:45 PM, the Urgent Care clinic
documented that resident #1 had another

and prescribed with to drink [ots of
fluids. There were no written facility notes
documented about this visit and a follow up,

On at 12:15 PM, the Urgent Care clinic
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documented that resident #1 had of the
jeftiower _anda . it was prescribed to
continue | prescription ,and
recommended to take over the counter
medication for , suchas , or ..,

and follow up within 2 days. There were no
written facility notes documenting that resident #1
foliowed in two days or about the facility's due
diligence checking on the resident.

On , the facility notes documented
about resident #1 being on mechanical diet,
ambulating via wheelchair but no mentioned
about the and of left lower
diagnosed 4 days ptior.

On . the facility notes documented that
resident #1 still was going to the Urgent Care
clinic for care because the insurance would not
be accepted for the facility's physician and
therapies ordered. There was no due diligence of
written documentation from the facifity that
resident #1 was being observed.

On at 11:37 AM, the facility notes
stated that resident #1 went to the Emergency
Room {ER) transported by daughter for a

On at 5:46 PM, the facility notes
stated that resident #1 returned to the
tacitity, alert and oriented; happy to be
Facility will continue to monitor but there was no
writien evidence provided. The facility did not
have written documentation of follow up after

. "Photographic evidence obtained for
all above dates”

On at 4 PM, the Health and Weliness
Director confirmed the facility could not provide

A025

AHCA Form 3

STATE FORM

20-0007

s

RQ3TH

If continuation sheet 6 of 50



Agency for Health Care

PRINTED: 02/27/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11965368

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY

COMPLETED

1212712018

NAME OF PROVIDER OR SUPPLIER

8¢ NORTH

BROOKDALE OCOEE

STREET ADDRESS, CITY, STATE, ZIP CODE

CLARK RD

OCOEE, FL 34761

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A025

Continued From page 6

any other documentation for resident #1.

2. Review of the record for resident #4 revealed
an admission date of . The most recent
health assessment was dated and
included diagnoses of
carotid . She required asslstance with aII
actlvmes of daily living but was able to eat

. She required assi: with
self- admmlstrahon of medications, Resident #4
was receiving hospice care since

Review of the Medication Observation Record
{MOR for revealed no
documentation that medication was provided on
the following dates:

3.125mg 1ablet, give 1 tablet orally two
times a day at 0800 and 1900. The MOR was
blank for the 1900 dose on .
and .
. Solution 22, .8 mg/m}; one drop in both
... two times a day at 1000 and 1900. The
MOR was on blank for the 1900 dose on .
and .
20mg tablet, 1 fablet two times a day
at 0800 and 1700. The MOR was blank for the
1700 dose on . and
18mg tablet, give 0.5 tablet by
two times a day at 0800 and 1800. The MOR was
blank for the 1800 dose on \ and

Soldium gel 1%, apply 4 gram
, three times a day for .,
0800, 1200, 1600. On the MOR was
blank for the 1200 and 1600 doses. On
and the MOR was blank for the 1600
dose.

at

(concentrate) solution 20mg/mi;

give’O.ZSml by three times a day for |
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at 0700, 1200 and 1900. The MOR was blank for
the 1200 and 1900 doses on , and the 1900
dose and .
cream 100,000 unit/gmy; apply to

. . three times a day at 0600, 1300, 1900.
The MOR was blank for the 1300 and 1900

doses on , and for the 1900 dose on
and
On , at 2:30PM the nursing director

confirmed the holes in the MOR and said they
were switching from the old system to a new
system. She was unable to say if the resident
received medications at the times listed or not.

Class Ili
A030| 59A-36.007(6) FAC; 429.28( ) FS 429.27 A030
$8=D| Resident Care - Rights & Facility Procedures

59A-36.007

{6) 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
59A-36.006, F.A.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 aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints

AHCA Form 3020-0001
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against a facility or facility staff must be posted in
full view in a common area accessible to all
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
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 rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regardin,
1. Resident responsibilities;

and tobacco use;
3. Medication storage;
4. Resident elopement;
5. Reporting resident , neglect, and

6. ini ive and he

and requirements;

7. control, sanitation, and universal
precautions; and,

8. The requirements for coordinating the delivery
of services o 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
facitity, the resident must be compensated in
compliance with state and federal wage laws,

{f) The facility must provide residents with

A030
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convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant 1o section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capagcity 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.

{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 rails, 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 facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Flarida, or the Constitution of the United States
as a resident of a facifity. Every resident of a
facitity shall 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 personat property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demanstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

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

A030
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o access to a P . 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 to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
L and i ion within the 8
{fy Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
aftorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
(g) 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 intervals 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.
{j) Assistance with obtaining access to adequate
and appropriate heaith 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 fo health care
. . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and
i within the i
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{k} At feast 45 days' notice of refocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facitity 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 .\ . the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation shail be set forth in writing. In order for
a facility to terminate the residency of an
individual without notice as provided herein, the
facility shatf show good cause in a court of
competent jurisdiction.

{l) 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 shall
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 administrator of a facility shall ensure that
a written notice of the rights, . .and
prohibitions set forth in this part is posted ina
prominent place in each facllity and read or
explained 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
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complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a focal
{ong-term care ombudsman council, 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
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Eider

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

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

.\ or ) under state law,
managing his or her own affairs.
(b} The adrission of a resident to a facility and
his or her presence therein sha not confer on the
facitity 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 personat 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 observation, facility documentation and
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interview, the facility failed to honor resident rights
with living in a decent environment such as the
public bathroom and specifically in the Memory
Care unit; and the faciiity failed assist residents
timely after cail bell rung for over 45 minutes and
fonger for 3 of 4 sampled residents (#1 & #5 ) that
needed assistance with Activities of Daily Living
(ADLS).

Findings:

1. Observation on at 11 AM, entered
the public bathroom near # inthe
Assisted Living and there were feces splattered
on the toilet seat and smelly and reported to
Assistant Maintenance Director.

On at 1:04 PM, an interview with the
Lead Housekeeper confirmed that she was the
only housekeeper working this week for both
Memory Care unit and Assisted Living.
Furthermore, she stated that she had been
cleaning only case by case especially for
residents who soited their bedding and carpets.
The Memory Care unit had not been cleaned for
two weeks. She also stated that the resident aide
caregivers were to assist with disposing of
resident’s soiled clothing and emptying trash end
of each shifts. The other housekeeper that
usually works was out on an emergency this
week. The two housekeeper duties were divided
where the lead housekeeper clean 2nd floor and
Memory Care and the other housekeeper clean
1st fioor. There is no housekeeping on the
weekends.

A copy of the housekeeping cleaning schedule
was provided for the past two weeks dates of

- verifies that alt rooms
were not cleaned per duty assignment sheet and
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the memory care unit had not been cleaned in
two weeks. "Photographic evidence obtained”

2. On at 10:10 AM, resident #1's
daughter was interviewed, and she stated that her
mother pushed her emergency pendent call bell
for help, and it wili take at least 45 minutes 1o an
hour to be assisted. The daughter stated that on
she came to visit her mother and
found her mother was in the bathroom waiting for
about 40 minutes for someone working at the
facitity to come assist her, which resuited in her
having to help her own mother cut the bathroom.

On the facility's call beli log dated

8:58 PM confirmed there was a delay of 48
minutes & 29 seconds wait time. "Photographic
evidence obtained.

at

On at 3 PM, an interview with the
Administrator confirmed the findings.

. On at 11:35AM, resident #5 stated he
has to wait a long time for someacne to respond to
the call belt when he rings. He has a .

and requires assistance when changing
from the day bag lo the nighttime bag. He stated
he calls for help and then often has to do it
himseif when no one comes, and he wants to go
to sleep. He stated, “the clamps are tight and
hard for me to work with my . t hope they
go to coming when | press the call bell.
They used to be very good, but not lately.”

Review of the call bell report for the period of
72019 revealed resident #5 called for
assistance and waited more than 30 minutes on
the following dates and times:
at 15:19:12- response time 34 minutes
at 15:15:14- response time 1 hour 33
minutes
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at 19:25:58- response time 1 hour 21
minutes
at 14:31:44- response time 1 hour 3
minutes
at 15:38:57- response time 2 hours 10
minutes
at 21:19:01- response time 1 hour 8
minutes
On at 3:00PM the nursing director
stated sometimes the staff forget to reset the
alarms.
On at 3:00PM, the administrator
confirmed the findings.
Class Ili
A052] 429.256( ) 59A-36.008(3) Medication - A052

$8=D| 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, inctuding
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 lifting the container to his
oF her .

{d) Applying .., medications.
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{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
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
prescribed premeasured dose of medication into
the dispensing cup of the .
{hyUsinga , to perform ~
tevel checks.
{i) Assisting with putting on and taking off
stockings.

{i) Assisting with applying and removing an

e but not with titrating the
prescribed . . seftings.
(k) Assisting with the use of a continuous positive
afrway pressure device but not with titrating the
prescribed setting of the device.
{I) Assisting with measuring vital signs.
(m) Assisting with . bags.

{4) Assistance with self-administration does not
include:
(a} Mixing, s s 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.
{f , ,or preparations.
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{g) Medications ordered by the physician or
health care professional with prescriptive
authority to be given "as needed,” unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed 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.

of

(5) with the self:
I by an unli person as
in this section shall not be considered

administration as defined in s. 465.003.

59A-36.008

(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
requirements of rule 58A-36.011, FAC,, 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,
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and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to bave been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concemns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
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.
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2. As used in section 429.256(4)(h), F.S., the
terms "judgment" and "discretion” mean

preting vital signs and luating 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.

This Statute or Rule Is not met as evidenced by:
Based on cbservations, record reviews and
interview, the facility failed fo ensure the
unlicensed staff (F) who assisted a resident (#13}
with setf-administration of medications followed
the correct procedures.

Findings:

Observations made during a medication pass for
resident #13 at 11:23 am. on revealed
that unlicensed caregiver F unlocked the
medication cart, removed an inhaler box, then
she removed the inhaler cannister from the box.
She took the unlabeled inhaler to the resident in
her room and said to the resident "ready?” The
resident opened her , the caregiver
inserted the inhaler mouthpiece into the resident's

, then the caregiver administered two puffs
into the resident's - Following the med
pass, the caregiver said the resident is unable to
seif-administer the inhaler into her own or
assist.

Caregiver A did not take the inhaler, in its
previously dispensed, properly labeled box from
the cart, take it to the resident, and in the
presence of the resident, read the label aloud.
{Photographic evidence obtained.)
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The caregiver confirmed the findings immediately
following the med pass.

Class Ili

A 058 59A-36.008(7) FAC Medication - Labeling and A056
$8=D| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

j as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
(c} If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an “as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any fimitations must be specified;
for example, “as needed for, , not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
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medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident’'s medication observation record. The
facliiity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati ini ion are filled
or refifled in a timely manner.
{g) Pursuant to section 465.0278(8), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary

1 drugs that are di by a health

care provider, must be kept in their original
manufacturer's packaging, which must include
the practitioner's name, the resident's name for
whom they were dispensed, and the date they
were dispensed. If the sample or complimentary
p iption drugs are not di inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
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1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
6. Directions for use; and,
6. Expiration date.
{h) Pursuant to section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.
This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facitity failed to make every reasonable effort to
ensure a prescription was filled in a timely
manner for 2 of 6 sampled residents (#13 and
#14.)
Findings:
1. At11:32 am. on resident #14 said
the facifity has run out of her medications.
Resident #14's record revealed a facility
admission date of - Her current 1823
heaith assessment form, dated .
indicated that her diagnoses include
( ) with left
s . yand
she requires assistance with seif-administration
of medications.
Her Medication Observation
Record (MOR) contained entries for 75
milligrams {mg) daily and inhaler four
times a day. The was not signed as given
on and the at12pam. on ,
and . There was no documentation on
AHCA Form 3020-0001
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the MOR to indicate why. (Photographic evidence

obtained.)

2. Resident #13's record revealed a facifity

admission date of . Her current 1823,

dated , indicated that her diagnoses

include

PR and she requires assistance with
seif-administration of medications.

Her MOR contained entries for
5 mg daily, 10 mg daily,

3 mg daily, Liothyronine 5 micrograms
{mcg) twice daily and ProAir Inhaler four times a

day. The dose was circled on , the
was not signed as given on
and , the dose was circled on
. the Liothyronine was not signed as given
on and and the ProAlr inhaler was
not signed as given on . There was no

documentation to indicate why. (Photographic
evidence obtained.)

At 2:45 p.m. on the director of nursing
confirmed the findings and said blanks and
circles on the MORs both indicate the
medications were not available.

Class i

A 078 59A-36.010(2) FAC Staffing Standards - Staff AO78
$8=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
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been conducted no earlier than € months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annuat
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a i , such individ:
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b}) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo

A078
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provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.

{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on cbservations, record reviews and
interviews, the facility failed to ensure staff were
qualified to perform their assigned duties
consistent with their level of education, training,
preparation, and experience by allowing an

unli staff to ini a ication to 1 of
6 sampled residents (#13) and failed fo ensure
the 3 of 5 personnel record (A, B, D) contained a
healthcare provider statement that indicated
freedom from { .)was documented
as required within 30 days of employment and on
an annual basis.

Findings:

1. Observations made during a medication pass
for resident #13 at 11:23 a.m. on

revealed that unficensed caregiver F unlocked the
medication cart, removed an inhaler box, then
she removed the inhaler cannister from the box.
She took the unlabeled inhaler to the resident in

A078
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her room and said to the resident “ready?” The
resident opened her . the caregiver
inserted the inhaler mouthpiece into the resident's
, then the caregiver administered two puffs
into the resident’s . which is a task not
allowed by an unlicensed person. Following the
med pass, the caregiver said the resident is
unable to self-administer the inhaler into her own
or assist.

2. Caregiver A's personnel record contained a
hire date of . The record contained a
negative . exam dated and did not
contain one for 2019, as required. {Photographic
evidence obtained.}

At3:30 p.m. on the business office
manager confirmed the findings.

3. Review of the personnel record for staff D,
administrator hired on , did not reveal
documentation indicating freedom from . in
2019. The last documentation from a licensed
provider for freedom from . was dated

On at 3:45PM, the Business Office
Manager confirmed the findings.

4. Staff B's personnel record review revealed hire
date . There was no documented
evidence thata . exam was completed in the
file,

On at 3:30 PM, an interview with the
Business Office Manager confirmed the finding.

Class Il
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88=D
{2) STAFF PRESERVICE ORIENTATION.
{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previousty
completed core training as detailed in subsection
)
{b) New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employee and the facility
administrator must sign a statement that the

o the p . NG
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
) ., may be used to mest this
requirement.
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Continued From page 28

{b} Staff who provide direct care to residents

must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care fo residents, who

have not taken the core training program, shalt

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident N

negtect, and | . The facifity must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 53A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement respense policies

and procedures.

A081
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Continued From page 29

2. All facifity staff shalt demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure newly hired staff
received a 2 hour pre-service orientation prior to
working with residents and did not ensure staff
had received the required training within 30 days
of hire for 1 of 8 sampled staff (D).

Findings:

Review of the personnel record for staff D,
caregiver hired . did not reveal any
documentation that she had received a 2 hour
pre-service orientation which covered the facility
ticense type, services offered by the facility and
residents rights, prior to interacting with residents.
Continued review did not reveal any certificates or
fon that she had training in
the facifity's policies and procedures regarding 1}
elopement response, 2) emergency procedures
and evacuation, 3) resident rights, 4) recognizing
and reporting , neglectand |
There was no documentation of training in
incident reporting or safe food handling.

On at 3:30PM, the business office
manager confirmed the findings.

Class Il

59A-36.011(4) FAC Training -/

JACQUIRED DEFICIENCY

A081

A082
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[ ). Pursuant to section

381.0035, F.S,, all facility employees, with the
exception of employees subject to the
requirements of section 4566.033, £.5., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

i in with i

(12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facitity failed to provide a one-time

S [ ) training for 2 of
5 sampled staff (B & C).

Findings:

1. Staff B's personnel record review revealed hire
date . There was a certificate training
for 1 on file.

On at 3:30 PM, an interview with the
Business Office Manager confirmed the finding.

Review of the personnel record for staff C,
caregiver hired , did not reveal any

fon that she had aone
time training in 7

On .19 at 3:30PM the business office
manager confirmed the finding.

Class i
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Continued From page 31
59A-36.011(10) FAC Training - ADRD

(10) AND RELATED
("ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,

or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facliity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | | and
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training,”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of
3. Communicating with residents with

4. Family issues;

5. Resident environment; and,

6. Ethical issues.

(b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facitity and Related

A088
A 086
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Continued From page 32

Level | Training.
(c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled ™
and Related Level il Training,” within 9
months of employment. Fagcility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.

and Related Level

Il Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with 's and Refated

J“ dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.8. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F 8., and subsection
(1) of this rule, or 3 of the & hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
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Continued From page 33

interacting with such residents, as required under
section 429.178, F.S,, within three (3) months of
employment. "Incidental contact” means afl staff
who neither provide direct care nor are in regular
contact with such residents.
(g} Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized fraining program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related
{h) With 1o requi in
{g). a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 5 direct care staff
{C} received 4 hours of and
Related (ADRD} Level 1 training within
three months of employment and, failed to ensure
1 of 3 direct care staff (A) received 4 hours of
and Related
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{ADRD) continuing education annually.
Findings:

1. Review of the personnel record for staff C,
caregiver hired on , did not reveal
documentation for training in ADRD Level 1.

On al 3:45PM, the Business Office
Manager confirmed the findings.

2. Observations made at 10:30 a.m. on
revealed the facility has a secured memory care
unit.

Caregiver A's personnel record contained a hire
date of - The record contained
documentation to indicate she received 4 hours of
ADRD continuing education on and did
not contain documentation to indicate she
received any in 2018 and 2019, as required.
{Photographic evidence obtained.}

At 3:30 p.m. on the business office
manager confirmed the findings.

Class Il

A 090 59A-36.011(11) FAC Training -
88=D

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,

A088

A090
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Continued From page 35

direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that all direct care staff
were trained in the facility's policies and
procedures refated to

( )for 1 of 5 sampled staff (C).

Findings:

Review of the personnel record for staff C,
caregiver hired on , did not reveal
documentation regarding training.

On at 3:45PM, the Business Office
Manager confirmed the findings.

Class i

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of compliance with all
training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
py each staff who performs services for which
ficensure or certification is required under this

A0S0
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Continued From page 36

part or rule.

59A-36.015
(2) STAFE RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in section
429.174, F.S., and rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in rule 59A-36.010, FAC.
(c} The facility must maintain the written work
schedules and staff time sheets for the most

A8t
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current 8 months as required by rute 59A-36.010,
FAC.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed fo ensure all staff records
contained 1) a copy of the signed and dated

0l ication including for 2
of 5 sampled staff. (B, C), and 2) a copy of the
job description given to each staff member
pursuant to rule 59A-36.010, FAC. for4 of 8
sampled staff (A, B, C, D).

Findings:

1. Review of the personnel record for staff C,
caregiver hired on , did not reveal an
employment application. Further review did not
reveal a copy of staff C's job description.

2. Review of the personnel record for staff D,
administrator hired on , did not reveal a
copy of his job description.

On at 3:45PM, the Business Office
Manager confirmed the findings.

On at 3:50PM, the administrator stated
they were working on new job descriptions for the
new ownership and had not completed them at
the time of the survey.

3. Caregiver A's personnel record contained a
hire date of . The record did not contain a
job description, as required.

At3:30 p.m. on the business office
manager confirmed the findings.

A8t

AHCA Form 3
STATE FORM

20-0007

s

RQ3TH

f continuation sheet 36 of 50



Agency for Health Care

PRINTED: 02/27/2020

FORM APPROVED

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

AL11965368

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

1212712018

NAME OF PROVIDER OR SUPPLIER

BROOKDALE OCOEE

8¢ NORTH

CLARK RD

OCOEE, FL 34761

STREET ADDRESS, CITY, STATE, ZIP CODE

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

A181

A 187|
88=D

Continued From page 38

4. Staff B's personnel record review revealed hire
date for a resident aide caregiver staff.
There was no copy of the employment application
completed and no evidence of a documented job

description provided for a facility licensed for 105

beds.

On at 3:30 PM, an interview with the
Business Office Manager confirmed the findings
and stated was not able to locate these
documents.

Class Il

59A-36.018 FAC; 429.24 FS Resident Contracts

59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

(a} Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or . . of residents,
other than those specified in section 428.28, F.S.;
{fy The purpose of any advance payments or

A8t
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Continued From page 39

deposit payments, and the refund policy for such
advance or deposit payments;
{g) A refund policy that must conform to section
429.24(3), F.S.;
{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or . ., facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retuming to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
faciiity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;
{i) A provision stating whether the facility is
affiliated with any refigious organization and, if so,
which organization and its relationship to the
facility;
{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident’s representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. If there is

i ing the appropri of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed

A187
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Continued From page 40

upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection {4), of that rule;
{) The facility's policies and procedures for
self-administration, assistance with

i ion, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant o subsection {8) of that rule; and,
{m) The facility’s policies and procedures related
to a properly executed DH Form 1898,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

(3} The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an ftemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
confract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

42924 FS

{1) The presence of each resident in a facility
shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ticensee and the resident or his or her designee

A187
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or legatl representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility all
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration,

{2} Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and .. of the residents,
other than those specified in s, 429.28; and other
matters that the parties deem appropriate. Anew
service or accommodation added fo, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period.
{a) Such funds shall be deposited in a banking
institution in this state that is Jocated, if possible,
in the same community in which the facifity is
focated; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b} The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the

A187
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facitity's policy on advance deposits.

{3){(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or .

(b} If a ficensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
health care facility, or .., facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c} The purpose of any advance payment and a
refund policy for such payment, inciuding any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facitity is affiliated with any refigious organization
and, if s, which organization and its general
responsibility to the facility.

{6} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

- imposed upon it by this part or rules
adopted under this part.

(8} In lieu of the provisions of this section,
faciiities certified under chapter 651 shall comply
with the requirements of s. 651.055.

(7) Notwithstanding the provisions of this section,
facitities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty

A187
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in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or iike
residential units.

This Statute or Rule is not met as evidenced by:
Based on resident contract review and interview,
the facility failed fo ensure a signed residency
agreement was kept in the record for 2 of 2
sampled residents (1 & 4).

Findings:

1. Review of the record for resident #4, admitted
, revealed a contract with the previous

owner dated in | . There was no contract

between the resident and the new facility owner.

On at 3:45PM, the administrator said a
new coniract had not been written and confirmed
the finding.

2. Resident #1's record review revealed
admission date . There was an
execution of the old contract with Brookdale of
Ocoee Assisted Living Facility on fite signed and
dated . "Photographic evidence
obtained” There was no new contract agreement
or no documented evidence on file that resident
executed after for the new change of

A187
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A 167 | Continued From page 44 A187
ownership of Madison at Ocoee Assisted Living
Facility.
On at 3:30 PM, an interview with the
Administrator confirmed the finding.
Class Ili
CZ814) 435.12(2)(b-d), FS Background Screening cz814

88=C| Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b} Unti such ime as the are enrolled
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of all employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
(d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential

0l for electronic ., ission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.
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This Statute or Rule is not met as evidenced by:
Based on review of the facility's online
packground clearinghouse employee roster,
personnel record reviews and interview, the
facility failed to update the employment status for
1 of 5 sampled staff (E) within 10 business days
of a change.

Findings:

At9:30 a.m. on the director of nursing
identified nurse £ as the facility's Limited Nursing
Service (LNS) registered nurse.

At 1:50 p.m. a review of the facility's onfine
packground clearinghouse employee roster
revealed nurse E was not listed. (photographic
evidence obtained.}

Nurse E's personnel record did not contain a hire
date. At 3:35 p.m. the director of nursing said
nurse E was hired on

Review of the Background screening website
revealed Staff E was eligible as of

At 3:40 p.m. the business office manager
confirmed nurse E was not listed on the roster.

Unclassified

C2816( 408.809(2a-c) 435.05(2) 59A-35.080(2d-3¢ cz816
88=C| Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
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that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's ; are enrolied in the Federal
Bureau of Investigation’s national retained print

notification program. If the of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and {n}, the person must submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the | to the Federal Bureau of
Investigation for a national criminal history record
check. The . shalf be retained by the
Department of Law Enforcement under s.
943.05(2)(g} and (h)} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by tevel 2 screening may be borne by
the licensee or the person . Untila
specified agency is fully imp! emented inthe
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requiremnents of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional ficensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
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Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

(2} Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for quatifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.080 Background Screening.

(2) Processing Screening Requests, Required
Documents and Fees.

{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at

hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
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d ions_Forms.sht

mi, This form must be completed by the individual

and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified priorto | 1
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
's file, maintai by the

provider.

This Statute or Rule is not met as evidenced by:
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Based on personnel record review and interview,
the facility failed fo maintain the signed Attestation
of Compliance with Background Screening
Regquirements, AHCA Form 3100-0008,
referenced in subsection 58A-35.090(2), FA.C.,
in the employee's personnel file for 3 of 5 staff
reviewed (B, C, D).

Findings:

1. Review of the personnel record for staff C,
caregiver hired on , did not reveal a copy
of the signed Attestation.

2. Review of the personnel record for staff D,
administrator hired on , did notreveal a
copy of the signed Attestation.

On at 3:45PM, the Business Office
Manager confirmed the findings.

3. Staff B's record review revealed hire date

. There was no documented evidence
of the Attestation Affidavit form signed and dated
by the employee in the file.

On at 3:30 PM, an interview with the
Business Office Manager confirmed the finding.

Unclassified
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