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Initial Comments.

ACOVID-19 control visit and generator
survey was conducted at Merry One Alf on

. and concluded on ) .
Deficiencies were identified at the time of survey.

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.

(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 generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.
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{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager 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 record review, the facility
failed to contact the resident’s health care
provider and notify about positive COVID-18 test
result for two out of three sampled residents {(#2
and #3). The facility failed to maintain an updated
written record indicating the positive result of
COVID-18 test for two out of three sampled
residents (#2 and #3).

Findings included:

During an interview on at 10:50 AM Staff
C stated that Residents #2 and #3 tested positive
to COVID-19.

During an interview on at 10:57 AM Staff
B stated that Residents #2 and #3 tested positive
to COVID-19.

Review of Resident #2's records showed that
there was no documentation about indicating
when the COVID-18 test was completed, that the
resident’s health care provider and the resident's
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Continued From page 2

family member or legal guardian were notified
about the results, The facility completed the last
progress note in the resident's record on

Review of Resident #3's records showed that
there was no documentation about indicating
when the COVID-19 test was completed, that the
resident’s health care provider and the resident's
family member or legal guardian were notified
about the results. The facility completed the last
progress note in the resident’s record on

Class Il

59A-36.007(6) FAC; 429.28( .} FS 429.27
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.S., 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-36.008, F.AC.

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

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
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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 regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. inistrative and h

and requirements;

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

8. The requirements for coordinating the delivery
of services to residents by third party providers.
(e} Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirernent. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

(f) The facility must provide residents with
convenient access to a telephone to facilitate the
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resident's right to unrestricted and private
communication, pursuant to section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimun, 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.8., 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 physicat

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 Florida, or the Constitution of the United States
as a resident of a facility. 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 personat dignity,
individuality, and the need for privacy.

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

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

, access to a telephone, and

corr
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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
similar situations,
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facifity.
{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 health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |, |
for health care services, the provision of or
arrangement of transportation to health care

e , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

within the ity.

{k} At least 45 days' notice of relocation or
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termination of residency from the facility unfess,
for medical reasons, the resident is certified by a
physiclan to require an fontoa
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmfut 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 shall show good cause in a court of
competent jurisdiction.

{I) 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 facifity shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

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

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

429.27 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 rcommate; and, whenever
possible, unless the resident is adjudicated

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to safeguard residents' well-being by failing
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to follow current control standards
related to COVID-18 and Florida Governor's
emergency orders DEM Order 20-006, dated

. One resident {Resident #1} that
was nega(\ve for COVID-19 was exposed to
cross-contaminations from the COVID-19 positive
staff member. The facility aliowed state
representatives and a staff member to enter the
facitity without conducting COVID-19 screenings.

Findings Included:

The COVID-19 is a transmissible

that presents a severe risk to persons
who are aged, infirm, or suffer from
(5 including, but not limited to,

system deficiency, .., B

d . See gsneral!y,

Publscatlons of the Centers for Control.
On . , the Governor of the State of
Flonda issued Execuhve Order 20-51,

ing a Public Health asa
result of COVID-19 and its impact. Under that
authority, emergency orders have been issued by
the Florida Division of Emergency Management
to implement the protections necessary to assure
the health, safety, and well-being of Florida's
citizens, including those most to the
effects of . Among those emergency
orders was DEM Order 20-006, dated .

ing minimum

for persons entering identified residential
facifities.

tandard:

On at 10:47 AM, upon entering the
facitity, Staff C instructed state representatives to
document their names on the visitors' log. StaffC
did not check the representatives’ temperatures,
nor did she conduct the screening questionnaire.
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During an interview on at 10:50 AM Staff
C stated that two residents at the facility and
herself tested positive for COVID-19. Staff C
stated she was the only staff on duty taking care
of the two COVID-19 positive residents and one
COViID-19 negative resident. Staff C reported two
of the residents received hospice services.

On at 10:52 AM, Staff C stated she
assisted with care, including bathing, to ali the
residents. She stated there were no gowns at the
facitity.

On at 10:57 AM, observed Staff B
enter the facility. Staff C did not check Staff B's
temperature nor ask any screening questions
about signs or symptoms related to Covid-18.
Observation showed Staff B arrived at the facility
wearing a mask and shiefd. Observed
Staff B with a pair of gloves in her and then
put the gloves on and applied sanitizer on
top of the gloves.

During an interview on at 10:57 AM,
Staff B stated that all the residents and Staff B
and C were tested for COVID-19 on

Staff B further stated she received a phone call
from a state agency who informed her that
Residents #2 and #3 tested positive for
COVID-19 and Resident #1 tested negative. Staff
B aiso stated that Staff C tested positive for
COVID-19. Staff B reported Staff C continued to
assist with care for alf the residents.

During an interview on at 11:03 AM with
Staff B, when asked about the protocols to
mitigate the transmission of COVID-19, she
stated that only healthcare personnel are allowed
into the facility. Staff B then stated the visiting
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staff must use sanitizer, wear gloves and a
mask, and sign the visitor log upon entering.

The facility's staff then checks the temperature

and the i f ire.

During an interview on at 11:07 AM with
Staff C, when asked why she falled to screen
Staff B and state representatives, she stated she
was aware of the protocols she needed to follow
for COVID-19 but she was uncomfortable doing
it

On at 11:10 AM, Staff C checked the
of the state rep i and

Staff B. Staff C, however, still did not complete

the COVID-18 screening questionnaire for either.

A review of the facility's records showed that
nurses from hospice visited the facility daily from

to . There was no
documentation that the facility checked the
nurse's temperature nor completed the screening
questionnaire.

At 11:46 AM, observed Staff C applying

sanitizer on the top of the gloves. Areview of the
facility's control policy and procedures
indicated that the sanitizer should be
applied to the palm

On at 2:43 PM, a telephone interview
was conducted with Staff B. She stated she did
not have enough staff to care for the negative and
positive residents separately, therefore Staff C
heiped with care for all the residents.

According to the World Health Organization, older
osople, and those with underlying medical
problems like high . N and
problems, Lor . are at higher risk
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of developing severe iliness experiencing

andfor  , associated with difficulty

breathing/ R

. Ipressure, or foss of speech or movement.

Review of Resident #1 health assessment dated
showed diagnoses of 's

. D Deficiency, and

Review of Resident #2 health assessment dated
showed diagnoses of
, Paraneoplastic Cerebellar
Positional -
, Ataxia |, . and Aphasia.

Review of Resident #3 health assessment dated
showed diagnoses of type 2,
. + High

' Loand

Class Il

59A-36.008(6) FAC Medication - Storage and
Disposal

{8) MEDICATION STORAGE AND DISPOSAL.
(a} In order to accommodate the needs and
preferences of residents and 1o encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apariments if either the room is kept

A030

A055
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focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;
3. The ication is ined and do d
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
8. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-38.006, F.A.C.
(c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacie, room, or area at alt
times;
2. Located in an area free of dampness and

, except that a i
requiring must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration

ADBS
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of ication, or inister} ication. Such

staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d} Medication that has been discontinued but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's heaith care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

i3 ions that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

(g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to rule 64B16-28.870, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
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failed to keep medications locked at all time.
Findings included:
Observation on at 11:48 AM showed
that the top drawer of the medication cabinet was
not ock, There was a tube of Ciclopiron
Cream inside the drawer. Resident #3 was on the
family room located next to the area where the
medication cabinet was.
Review of Resident #3's record showed that the
health assessment completed on
indicated the resident who had medical history
and diagnoses of and Major
.\ . was independent with
ambulation.
During an interview on at 12:52 PM,
Staff B stated, "Just left it out, we always have
medications locked."
Class Il
AQ79 59A-36.010(3) FAC Staffing Standards - Levels AO79
88=D
{3) STAFFING STANDARDS.
(a} Minimurm staffing:
1. Faciliies must maintain the following minimum
staff hours per week:
Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168
212
16-25 253
26-35 294
36-45 335
48-55 376
AHCA Form 3020-0001
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56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facitity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at alf
hours of the day and night.
5. A staff member who has completed courses in
First Aid and ., .
{ yand holds a currently valid card
documenting completion of such courses must be
inthe facility at alt imes.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement,
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part Hil, F.8., is
considered as having met the course

AD079
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requirements for both First Aid and

8. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least ., .. must be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager’'s time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alf
facitities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents' scheduted and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility

AD079
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must make the daily work schedules of direct
care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency determines that adequate supervision
and care are not being provided fo residents,
resident care standards described in rule
59A-36.007. F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts, The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facllity fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirernents are being met.
1. When additionat staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility wili no
ionger be required to maintain a plan with the
agency.
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Continued From page 18

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to have enough
qualified staff to provide or arrange for resident
services in accordance with the residents’
scheduled and unscheduled service needs. The
facitity failed to maintain a written work schedule
that reflects its 24-hour staffing pattern.

Findings included:

Observation on at 10:47 AM showed
that Staff C opened the facility’s door.

During an interview on at 10:50 AM Staff
C stated being the only staff on duty taking care
of three residents from which Residents #2 and
#3 tested positive to COVID-19. On a further
interview on at 10:56 AM, Staff C stated
that Resident #1 gave her a hard time because
the resident removed the mask. The

resident did not keep on the mask and the
staff had to take care of everyone.

Observation on at 10:57 AM, Staff 8
arrived.

AD079
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Observation on at 11:55 AM showed
that the staff schedule was posted on the bulletin
board.
Review of the staff schedule showed that it
covered staffing pattern until . The
schedule included Staff A, B, C and D but it did
not include any other staff.
During an interview on at 11:37 AM,
Staff B stated she told Staff F not to come to work
after the facility acknowledged about COVID-19
confirmed cases at the facility. Staff F was the
other staff who worked with Staff C.
Review of Residents #1 and #2's records showed
that they were bedbound and required total care
with activities of daily living.
Class Ili
A 162| 59A-36.015(3) FAC Records - Resident A162
§8=D
(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
1. Name,
2. .
3. Race,
4. Date of birth,
5. Place of birth, if known,
8. Social security number,
7. Medicaid and/or Medicare number, or name of
other heaith insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,
9. Name, address, and telephone number of the
AHCA Form 3020-0001
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Continued From page 20

health care provider and case manager, if
applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, FA.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order,

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

(e} The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

{fiA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
recelving assistance with the activities of daily
{iving must have their | recorded
semi-annually.

(g) For facilities that will have unlficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-38.006, FAC., if
such consent is not included in the resident’s
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in rule 59A-36.018, F.A.C.

{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of

A162
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the resident as required in section 429.27, F.8.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.8.
{l) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for .
. ), CF-ES 1008,

. which is hereby incorporated by reference
and avaitable for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC.
{0} The resident's .DH
Form 1898, if applicable.
(p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personat, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents
participating in this arrangement,
2. The resident demographic data required in this
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paragraph,

3. The health assessment described in rule
59A-36.008, FAC.,

4. The resident's contract described in rule
59A-36.018, FAC.; and,

5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

(a} Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 58A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a health assessment including the
telephone number, address and signature of the
exarminer for one out of three sampled residents

2
Findings included:

Review of Resident #2's record showed that there
was a heaith assessment completed on

without the telephone number, address and
signature of the examiner.

During an interview on at 12:04 PM,
Staff B stated that the reviewed record was for
Resident #2.

A162
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Class Il

59A-36.019(1) FAC Emergency Management

{1) EMERGENCY PLAN COMPONENTS.
Pursuant to section 429.41, F.S., each facility
must prepare a written comprehensive
emergency management plan in accordance with
the "Emergency Management Criteria for
Assisted Living Facilities,” dated .
which is incorporated by reference and availabl
at
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04010. This document is available from the
iocal emergency management agency. The
emergency management plan must, ata
minimum, address the following:
{a) Provision for all hazards;
(b} Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or emergency preparation; protecting
the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;
{c} Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
(d} Provision for the care of additional residents
who may be evacuated to the facility during an
including the i i ion of such

residents, staffing, and supplies;
(e) Identification of residents with s

or related , and residents with
mobility limitations who may need specialized
assistance either at the facility or in case of
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evacuation;

{f} Identification of and coordination with the local
emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the local emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,

{h} The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have evidence of a written
1sive emergency

compl plan.

Findings included:

Review of facility's record showed that there was
no evidence of a written comprehensive
emergency management plan.

During an interview on at 12:30 PM Staff
B stated not knowing if the administrator saved
the plan i

Class i

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3) PLAN IMPLEMENTATION.

{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.

{b} If telephone service is not available during an
emergency, the facility must request assistance
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from local faw enforcement or emergency
in maimain

communication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed o ensure in the event
of the loss of primary electrical power that all staff
was trained in their duties and are responsible for

the plan.
The facility staff did not know how to operate the
facitity generator.

Findings included:

Observation on at 11:51 AM showed
Staff B attempting to turn on the generator
without success.

During an interview on at 11:52 AM,
Staff B stated, "| am scared of doing it while she
continued attempting to turn on the generator,
Staff B added, "My husband does it. He turned it
on last time when an inspector was here. "

When Staff B was asked why she did not request
assistance from Staff C to turn on the generator,
Staff B responded, “Not | am going to call my
son. He is on the roster”.

Review of facility's record showed that the last
entrance on the generator/emergency
i quil t mai log was

on
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