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Initial Comments.

A complaint survey number 2020014166 was

conducted in conjunction with a focused

control visit at Bayvue Assisted Living Facility on
. Bayvue Assisted Living Facility had

deficient practice identified at the time of the

survey.

408.813(3) FS Administrative Fines; Violations

408.813 Administrative fines; viclations.-As a
penalty for any violation of this part, authorizing
statutes, or applicable rules, the agency may
impose an administrative fine.

{3} The agency may impose an adminisirative
fine for a violation that is not designated as a
class |, class I, class 1, or class  violation.
Unless otherwise specified by law, the amount of
the fine may not exceed $500 for each violation.
Unclassified viclations include:

(a} Violating any term or condition of a license.
{b} Violating any provision of this part, authorizing
statutes, or applicable rules.

{c} Exceeding licensed capacity.

(d} Providing services beyond the scope of the
ticense.

{e) Violating a moratorium imposed pursuantto s.
408.814.

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

review, the facility exceeded its licensed capacity
of six by admitting seven residents for residency.

Findings included:
An entrance conference was conducted with Staff

Aat 10:30 AM on . Staff Awas asked
for a list of residents and asked how many
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residents lived at the facility. Staff A stated that
the current census was seven residents. Staff A
then provided a written fist of resident
names that totaled seven.

Areview of the facility's license posted in a
residential haliway showed a maximum capacity
of 6 residents.

Atour of the facility was conducted at 10:50 fo
114 AMon with Staff A who showed
all 7 residents’ rooms and indicated by name who
fived in each room. All 7 residents were identified
by name either in their rooms or seated in the
common area at the time of the tour.

An phone interview was conducted with the
Administrator at 12:21 PM on and the
Administrator acknowledged that they had
admitted and currently had seven residents in to
the facility with a licensed capacity of six. The
administrator also confirmed all 7 residents
receives assistance with activities of daily living
and assistance with self-administration of
medication on a daily basis. The administrator
stated, " yes | have 7 residents, the hospital
called me so | allowed him (Resident#1) to stay, |
understand that | shouldn't have allowed it."
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