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Initial Comments.

An unannounced complaint for #2020000508,
focused confrol and emergency power
plan survey was conducted at A Welcome
Home In Englewood, an assisted living facility in
Englewood, Florida.

Complaint #2020000508 was unsubstantiated,
however additional deficiencies were found at the
time of the visit.

The following is a description of the deficiencies.

59A-36.015(3) FAC Records - Resident

{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,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident’s 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, F.A.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
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Continued From page 1

care provider's order. Records of residents
receiving nursing services from a third party must
contain all orders for nursing services, all nursing
assessments, and all nursing progress notes for
services provided by the third party nursing
services provider. Facilities that do not have such
fon but that can that they
have made a good faith effort to obtain such
documentation may not be cited for violating this
paragraph. A documented request for such
rissing documentation made by the facility
administrator within the previous 30 days will be
considered a good faith effort. The documented
request must include the name, title, and phone
number of the person to whom the request was
made and must be kept in the resident's file.
{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 53A-36.007(1)(f), F.AC.
H A record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  ,  recorded
semi-annually.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
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.A.C.
{i) A copy of the resident's contract with the
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Continued From page 2

facility, including any addendums to the contract
as described in Rule 58A-36.018, FAC.
{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
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.S.

{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
, ), CE-ES 1008,

. which is hereby incorporated by reference
and avattable for review at:
http:/vww. firules.o asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility 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
Forrn 1886, 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 personal, limited
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arrangement.

nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this

{g) Except for resident contracts, which must be
retained for § 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.

discharged on

Interview on

The findings included:

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense are provided in Rules 59A-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 maintain resident records as required for
2 years after discharge.

Resident #1 was admitted to the facility
Resident was discharged

Resident #4 was admitted and
discharged on .

Resident #5 was admitted and discharged
on .

Resident #6 was admitted on and

. They did not keep

records; records were sent to an attorney and did
not keep any coples.

at8:15am, the
Administrator said she did not keep Resident #6's
file. She had sent it to an attorney and did not
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keep any copies of the record.
Interview on at 9:00 am., the
Administrator said she did not keep Resident #4
or Resident #5's record. She said that she did
not know that she needed to retain them.
Interview on at 10:30 a.m., the
Administrator said she did not keep Resident #1's
file, The Administrator said the record had been
sent to Medical Quality Assurance and she did
not keep a copy of the record.
Class Il
A 180| 59A-36.019(1) FAC Emergency Management A180

88=D
{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
county 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
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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 of such
residents, staffing, and supplies;
{e) identification of residents with s
or related , and residents with
mobility limitations who may need specialized
assistance sither at the facility or in case of
evacuation;
{fy Identification of and coordination with the
county emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county 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 a Comprehensive Emergency

Plan (CEMP) app by the local
county emergency management agency.

The findings included:

Review of the facifity records revealed the facility
failed to have a copy of their approved CEMP.

Interview with Staff B on at1t:15am,
said he does not know where the CEMP is. The
facility has no copy of approval from Sarasota
County.
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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif such time as the ., are enrolied
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
employee for electronic | | submission 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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have 1 (Staff A) of 3 staff added to the
facitity roster within 10 business days of hire.

The findings included:

Record review on at 1:00 p.m., showed
Staff A has a hire date of . Review of the
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facility roster on revealed that Staff A had
not been added to the facility roster.
Interview on at 10:29 a.m., with Staff B
said it was his fault and he did not do it.
Unclassified
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