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A 000 Initial Comments AD00

An unannounced investigation, complaint number
2020010799, and an Control Monitoring
Survey were conducted at Brentwood at Fore
Ranch on -~ 26, 2020. Deficiencies were
identified.

A008 429.26( ) FS; 59A-36.006(2) FAC Admissions - A008
Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facHity. The signed and completed medical

ination report shall be i tothe
owner or administrator of the facility who shal
use the information contained therein to assist in
the ination of the i of the
resident's admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfils the i for @ medical inati
under this subsection and s. 429.07(3)(b)6.
{5) Except as provided in s. 429.07, if a medical

ination has not been within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facifity owner or administrator to

ine the appropri of the i
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The medical examination form shall become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
(8} Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall have been examined by
medical personnel within 30 days before
placement in the facility, The examination shall
include an assessment of the approptiateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Famshes must provide documentation that the

i has been by a p! 3
clinical psychologist, clinical social worker or

. nurse, or an individual who is
superv»sed by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health restdenl has been admitted to the facllity.
An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as 8 mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
mformatnon about the resident that would help the
meet his or her responsi

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the

A008
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operator whom to call should problems arise. The
applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |

. require such assistance.
59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-to- medical examination completed by a

health care provider as specified in either
paragraph (a) or (b} of this subsection.
{a) A medical examination completed within 80
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S. The
examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of dally living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
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ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

{b} A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, , which is
incorporated by reference and avaliable onfine at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

(d} Medical examinations of residents placed by
the department, by the Department of Children

A008
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and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rufe.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

. . to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilles pursuant to section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 out of 3 sampled residents had
a completed Health Assessment for Assisted
Living Faciliies (AHCA Form 1823). Resident #1.
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Continued From page 5

Findings:

Acrecord review of Resident #1's Health
Assessment for Assisted Living Facilities failed to
reveal an entry of the examination date (Section
C.Page 4 of 5).

During interview on at 11:05 AM, the
facility Health and Wellness Director confirmed
Resident #1's Health Assessment for Assisted
Living Facilities failed to document date of
examination (Section C. Page 4 of 5). She stated
that Resident #1's Health Assessment for
Assisted Living Facilities should contain the
examination date.

Class Il

59A-36.007(8) FAC Resident Care - Elopement
Standards

59A-36.007

(8) ELOPEMENT STANDARDS,

{a} i at Risk for it
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a faility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.8., is exempt from this requirement

A008

A032

AHCA Form 3
STATE FORM

20-0007

s

ouaTH

If continuation sheet 6 of 10




Agency for Health Care

PRINTED: 07/09/2020

FORM APPROVED

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

AL 11968282

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/26/2020

NAME OF PROVIDER OR SUPPLIER

4511 SW 48TH AVE
OCALA, FL 34474

BRENTWOOD AT FORE RANCH

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

A032

Continued From page 6

for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 89A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
alt residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

each part of the

response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.

A032
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{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), £.S.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure 3 of 3 sampled
residents, who had been assessed as being at
risk for elopement, had been provided a daily
opportunity to have identification on their persons
that included their name and the facility's name,
address and telephone number. Resident#s 1,
2,and 3.

Findings:

Arecord review of Resident #1's clinical record
revealed he had diagnoses that included

ifi with behavi
disturbance. Resident #1's Resident Assessment
for Assisted Living Faciliies, undated, (AHCA
Form 1823) revealed he was assessed as alert
and oriented to self only, an elopement risk and
required daily observation for wellbeing,
whereabouts and important tasks.

Resident #1 was observed in his room on
beginning at 10:21 AM with the
Memory Support Director. There were folded
clothes stored in a cardboard box and other
personal belongings packed in a suitcase in
Resident #1's room, Resident #1 did not have
identification on his person that included his
name and the facility's name, address and
telephone number. The facility Memory Support
Director coutd not show any form of identification
that included Resident #1's name and the
facility's name, address and telephone number.

A032
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She confirmed Resident #1 did not have any form
of identification that included his name and the
facility's name, address and telephone number
either on his person or in his possession.

During interview on at 10:22 AM,
Resident #1 stated that he did not have any
identification on him.

Arecord review revealed Resident #2 had
diagnoses that included functional decline.
Resident #2's Resident Assessment for Assisted
Living Faciliies, dated . revealed
Resident #2 was assessed as related to
and required daily observation for
wellbeing, whereabouts and important tasks.

Record review of Resident #2's Resident
Elopement Assessment, dated.

revealed Resident #2 exhibited sundowning
behaviors and . and that he resided in
the facility memory support unit with elopement
prevention hardware in place.

Resident #2 was observed in his room on

beginning at 10:29 AM with the
Memory Support Director. Resident #2 was lying
in his bed. The facility Memory Support Director
couid not show any form of identification that
included Resident #2's name and the facility's
name, address and telephone number. She
confirmed Resident #2 did not have any form of
identification that included his name and the
facility's name, address and telephone number
efther on his person or in his possession.

Arecord review of Resident #3's clinical record
revealed Resident #3 had diagnoses that
included unspecified with behavioral
disturbance. Resident #3's Resident Assessment
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for Assisted Living Facilities (AHCA Form 1823},
dated . revealed Resident #3 was
assessed as . needed redirection and
required daily observation for wellbeing,
whereabouts and important tasks.

Arecord review of Resident #3's Resident
Elopement Assessment, dated . revealed
he resided in the facility memory support unit with
elopement prevention hardware in place.

Resident #3 was observed in his room on

beginning at 10:24 AM with the
Memory Support Director. Resident #3 was
sitting in a recliner in his room. The facility
Memory Support Director could not show any
form of identification that included Resident #3's
name and the facility's name, address and
telephone number. She confirmed Resident #3
did not have any form of identification that
included his name and the facility's name,
address and telephone number either on his
person or in his possession.

During interview on at 10:25 AM,
Resident #3 stated that he did not have a wallet
ot identification.

Class i

A032

AHCA Form 3
STATE FORM

20-0007

s

ouaTH

f continuation sheet 10 of 10




