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Initial Comments.

A blennial re-licensure survey, compiaint
investigation {complaint number 2020016397),
emergency power plan monitoring, and a
COVID-19 focused controf survey were
conducted at The Harmony House of Ocala on

- 10, 2020. The facility had
deficiencies at the time of the survey.

429.26( ) FS; 59A-38.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medicat examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
exarmination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
exarmination form, reflecting the resident's
condition on the date the examination is
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performed, becomes a permanent part of the
facifity's record of the resident and must 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 fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.
{6} Any resident accepted in a facility and placed
by the Departrent of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and must be submitted to the facility
owner or administrator. Additionally, in the case
of a mental health resident, the Department of
Children and Families must provide
documentation that the individual has been

by ap: I , clinical psy

clinical social worker, o7 , ., nurse, o an
individual who is supervised 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 resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mentat hospital
meets the requirements of this subsection related
to appropriateness for placement as a mental
health resident provided that it was completed
within 90 days prior to admission to the facility.
The Department of Children and Families shalt
provide to the facility administrator any
information about the resident which would help
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the administrator meet his or her responsibifities
under subsection (1). Further, Department of
Children and Families personnel shall explain to
the faciiity operator any special needs of the
resident and advise the operator whom to call
should problems arise. The Department of
Children and Families shall advise and assist the
facitity administrator when the special needs of
residents who are recipients of .,

o 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 60

calendar days before the individual's admission to

a facility pursuant to section 429.26(4), F.8. 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 fimitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

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,

8. Whether the individual has signs or symptoms

of R

., services required by the

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,

7. A statermnent on the day of the examination that,
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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
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 Faciiities, , which is
incorporated by reference and available onfine at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-08170. 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 facllity either orally or in
writing from the health 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
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admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.
{d) Medicai examinations of residents placed by
the department, by the Department of Children
and Families, 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 rule.
{fy Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facitity may be attached to the heaith
assessment. A health 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 Families pursuant to section 415.105 or
415.1051, 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 capachty in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.
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This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure Resident Health Assessments
(AHCA Form 1823} for 2 of 2 sampled residents
were accurately completed. Resident #s 6 and 7.

Findings:

1. Areview of the Resident Health Assessment
for Resident #6 revealed Section 1A on page 2
was not complete. Resident #6 needs
supervision for ambulation, eating and
transferring. He needs assistance for bathing,

. grooming and toileting. There were no
required comments on the form indicating the
extent and type of supervision or assistance
Resident #6 required.

An interview was conducted with Staff G,
Licensed Practical Nurse on at 12:58 PM.
8he confirmed the Resident Health Assessment
for Resident #6 was incomplete.

2. Areview of the Resident Health Assessment
for Resident #7 revealed Section 1A on page 2
was not complete. Resident #7 needs
supervision for ambutation, - grooming,
toileting, and transferring. There were no
required comments on the form indicating the
extent and type of supervision Resident #7
required.

An interview was conducted with Staff G,
Licensed Practical Nurse on at 2:30 PM.
8he confirmed the Resident Health Assessment
for Resident #7 was incomplete.
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429.52(1 & 7) FS; 59A-36.011(
- Staff in-Service

) FAC Training

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required pr i i
The facility must keep the signed statement in the
employee's personnel record.

ervice 3

{7) Facility staff shall participate in in-service
training relevant fo their job duties as specified by
agency rule of the agency. Topics covered during
the preservice orientation are not required to be
repeated during in-service training. A single
certificate of completion that covers all required
in-service training topics may be issued to a
participating staff member if the training is
provided in a single training course.

59A-36.011

{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 previously
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
employee completed the preservice orientation
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which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the faciiity 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
facitity staff:
{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
58A-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
cffering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. .. .. may be used to meet this
requirement.
{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 to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
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1. Resident rights in an assisted fiving faclity.

2. Recognizing and reporting resident .

neglect, and . . The facility 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 rute 58A-8.0095,

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

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

tiving.

{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

handling 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 facility's resident elopement response policies

and procedures.,

2. All facility staff shall 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 record review and interview, the facility
failed to ensure 3 of 3 sampled staff completed
preservice and inservice training upon hire as
required. Staff A, Staff B, and Staff C.

Findings:
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Record review of Staff A/Medication Technician's
personnel records reveated Staff A was hired on

. The training records falled to reveat
documentation she had completed at least 2
hours of preservice orientation upon hire.

During interview on at 11:22 AM, the
facitity Business Manager confirmed Staff A's
training records did not contain documentation
Staff A had completed at least 2 hours of
preservice orientation upon hire.

Record review of Staff A's training records
revealed documentation she had compieted only
1 of the 3 required hours of training related to
resident activities of daily living and behavioral
needs.

During interview on at 11:25 AM, the
facitity Business Manager confirmed Staff A's
training records did not contain documentation
Staff A had completed at least 3 hours of of
training related to resident activities of dally living
and behavioral needs as required.

Record review of Staff B/Resident Care Aide's
personnel records revealed Staff B was hired on

. The training records failed to reveal
documentation she had completed training
related o facility emergency procedures.

During interview on at 12:01 PM, the
facitity Business Manager confirmed Staff 8's
training records did not contain documentation
Staff B had completed training related to facility
emergency procedures.

Record review of Staff C's (Medication
Technictan) personnel records reveated Staff C
was hired on . Staff C's training
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records failed to reveal completed documentation
she had completed at least 2 hours of preservice
orientation upon. A document titted "Crientation”
was present among Staff C's training records. An
incomplete date was entered on the document

{ }and the document was not signed by the
Administrator.

During interview on at 12:16 PM, the
facility Business Manager confirmed Staff C's
training records did not contain completed

fon Staff C had atleast 2
hours of preservice orientation upon hire.

Record review of Staff C's training records
revealed documentation she had completed only
1 of the 3 required hours of training related to
resident activities of daily living upon hire. Staff
C's training records failed to reveal

ion Staff C had training
related to resident behavioral needs.

During interview on at 12:17 PM, the
facitity Business Manager confirmed Staff C's
training records did not contain documentation
Staff C had completed at feast 3 hours of of
training related to resident activities of daily living
and behavioral needs as required.

Class Il

A084| 59A-36.011(6) FAC 429.52(6), FS Training - A0B4
88=D | Assis Self-Admin Meds & Med Mgmt

59A-36.011

(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the

AHCA Form 3020-0001
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if- ini ion of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i inistration, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
oroviding the right medications 1o the right
resident; common medications; the importance of
taking icati as pf ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear fo be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to.

1. Read and understand a prescription abel;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8,, and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms,
forms, and .., s .
dosage forms;

b. Measure liquid medications, break scored

dosage
and
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tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform »
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove
hosiery;
m. Placement and removal of
excluding the removal of the L, or
manipulation of the site; and,
n. Measurement of . f
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,

stockings and

. bags,

rate,

AD084
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must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of & additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 1 staff of 2 sampled staff who
assist with self-administration of medications had
completed a minimum of 8 hours of training
related to assistance with self-administration of
medication provided by a registered nurse or
ficensed pharmacist before providing assistance
with sef-administration of medication. Staff C.

Findings:
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Record review of Staff C's (Medication
Technician) personnel records revealed Staff C
was hired on . Staff C's training records
failed to reveat completed documentation she had
completed a minimum of 8 hours of training
related to assistance with self-administration of
medication provided by a registered nurse or
ficensed pharmacist before providing assistance
with self-administration of medication.

During interview on at 12:47 PM, the
facitity Business Manager confirmed Staff C was
a Medication Technician who provided assistance
with self-administration of medications. She
confirmed Staff C's training records did not
contain ion Staff C had a
minimum of 6 hours of training relfated to

with self-admini: ion of i
provided by a registered nurse or licensed
pharmacist before providing assistance with
seif-administration of medication.

Class Il

58A-36.012(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaifable for

AD084
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review at:
hitp:/fiom.edu/Acti s/Nutrition/SummaryDRis/~
Imedia/Files/Activity%20Fites/Nutrition/DRIs/New
ial/SDRI%20Values%20: yTable
$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.
{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat fess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.
{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
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participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a heaith care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
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{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure planned menus
were posted or easily available to residents, failed
to maintain 6 months of menu substitutions on file
and failed to document meal item serving portion
sizes on the menu or other document.

Findings:

Observations of the facility dining area and walls
outside of the kitchen serving area failed to reveal
a posted menu that was available and easily read
by facility residents.

During interview on at 10:13 AM, the
facifity Administrator responded, "We don't post it,
they keep taking it down. t's in the beauty shop."

The facility beauty shop door was closed and
{ocked when tested on at 10:43 AM,

The midday meal was observed on

beginning at 11:55 AM. Residents were observed
to have requested and received a substitution
{sandwich) to the main entree.
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Record review of the facility substitutions logs
revealed substitutions had not been recorded
since (no year indicated). Dates recorded
on the Menu Substitution Log were . and

. No other menu substitution logs were
available for review,

During interview on at 2:25 PM, the
facitity Dietary Manager stated the facility did not
have 6 months of substitutions recorded and
filed, He confirmed that facility residents regularly
request and receive meal item substitutions.

Record review of the facility Week at a Glance
cycle menus failed to reveal documentation of
meal item serving portions.

During interview on at 2:28 PM, the
facitity Dietary Manager confirmed the facility
Week at a Glance cycle menus did not show
documented meal item serving portions. He
stated that meal item serving portions were not
documented elsewhere for reference by dietary
staff.

Class Il

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

429.275

{2} The administrator or owner of a facility shalt
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if
applicable, documentation of compliance with all
training requirerents of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which

AD093
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ficensure or certification is required under this
part or rule,

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

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

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
certification,
3. Documentation of compliance with levet 2
background screening for alf 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 efopement
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

.. o 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, FA.C.
{c} The facility must maintain the written work

A8t
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schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 staff of 3 sampled staffs'
personnel recerds contained an accurate job
description as required. Staff C.

Findings:

Record review of Staff C's (Medication
Technician) personnel records revealed Staff C
was hired on - Record review of Staff
C's personnel records revealed a job description
titled, "Director of Health Care.”

During interview on at 12:12 PM, the
facility Business Manager stated that Staff C was
not a Director of Health Care. She stated that
Staff C was a Medication Technician. She
confirmed the job description filed in Staff C's
personnel records did not accurately reflect Staff
C's duties at the facility.

Class i

A 167| 59A-36.018 FAC; 429.24 FS Resident Contracts A167
$8=D
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
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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 429.28, F.S,;
{f) The purpose of any advance payments or
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.8,;

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if a facitity
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 returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility 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 religious organization and, if so,
which organization and its relationship to the
facifity;

{i) A provision that, upon determination by the

A187
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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
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;
{I) The facility's policies and procedures for
seif-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 to subsection (8) of that rule; and,
{m) The facility's policies and procedures related
to a properly executed DH Form 1896,

(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 itemized
written statement setting forth additional charges
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for any services, supplies, or accommeodations
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
or legat representative. Each party to the contract
shail 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 deemn appropriate. A new
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
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institution in this state that is focated, if possible,
in the same community in which the facility is
{ocated; 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
facitity's policy on advance deposits.

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

{b} If a licensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith 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 faciiity.
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, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.
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{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
inthe event of a resident's or relocation
dueto, hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shait be
the date the unit is fully vacated. A lease 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 fike
residential units.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the total monthly rate was
documented in 1 resident's contract fee summary
included with his admission agreement of §
residents’ contracts reviewed. Resident #1.

Findings:

Record review of Resident #1's contract reveal a

A187
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document titled "Your Fee Summary” (dated:

). There were no entries in the sections
titted "Monthly Fee Resident is Responsible for,"
"Additional Anciliary Services” and
"RESIDENT(S) TOTAL MONTHLY RATE:."

During interview on at 12:37 PM, the
facitity Administrator confirmed Resident #1's
Admission Agreement did not contain
documentation of Resident #1's total monthly rate
for residence at the facility. She confirmed there
were no entries in the sections titled "Monthly Fee
Resident is Responsible For,” "Additional Ancillary
Services” and "RESIDENT(S) TOTAL MONTHLY
RATE:" on the document titled "Your Fee
Summary.”

429.24(3)(a) FS; 429.27(7), FS Resident Refund
Policy

429.24

{3)a}. .. The refund policy shail provide that the
resident or responsible party is entitled to a
prorated refund based on the daily rate for any
unused portion of payment beyond the
termination date after all charges, including the
cost of damages to the residential unit resulting
from circumstances other than normal use, have
been paid to the licensee. For the purpose of this
paragraph, the termination date shall be the date
the unit is vacated by the resident and cleared of
all personal belongings. If the amount of
belongings does not preclude renting the unit, the
facitity may clear the unit and charge the resident
or his or her estate for moving and storing the
items at a rate equal to the actual cost to the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days’ advance
written notification is given. If the resident's

A187

A168
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possessions are not claimed within 45 days after
noftification, the facility may dispose of them. The
contract shall also specify any other conditions
under which claims will be made against the
refund due the resident. Except in the case of

or a discharge due to medical reasons, the
refunds shall be computed in accordance with the
notice of relocation requirements specified in the
contract. However, a resident may not be
required to provide the licensee with more than
30 days' notice of termination. If after a contract
is terminated, the facifity intends 1o make a claim
against a refund due the resident, the facility shall
notify the resident or responsible party in writing
of the claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. The facility shail
provide a refund to the resident or responsible
party within 45 days after the transfer, discharge,
or of the resident. The agency shall impose
a fine upon a facility that fails to comply with the
refund provisions of the paragraph, which fine
shail be equal to three times the amount due to
the resident. One-haif of the fine shall be remitied
to the resident or his or her estate, and the other
half to the Health Care Trust Fund to be used for
the purpose specified in 5. 429.18.

429.27, FS Property and personat affairs of
residents. -

{7} In the event of the of aresident, a
ticensee shall return all refunds, funds, and
property held in trust to the resident’s personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident’s spouse or adult next of kin
named in a beneficiary designation form provided
by the facility to the resident. if the resident has
no spouse or aduit next of kin or such person

A168
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cannot be located, funds due the resident shalt
be placed in an interest-bearing account, and all
property held in trust by the facility shall be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shali be kept separate
from the funds and property of the facility and
other residents of the facility. if the funds of the
resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the

resident's , the funds shall be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a full refund was provided to 1
resident (Resident #1) within 45 days following
discharge from the facility of 3 residents reviewed
for refunds.

Findings:

Record review of Resident #1's clinical records

revealed Resident #1 was admitted to the facility

on and discharged from the facility on
(16 days).

Record review of the facility accounts receivable
records revealed documentation $952.00 had
peen withdrawn from Resident #1's checking
account on

During interview on beginning at 12:26
PM, the facility Administrator confirmed Resident
#1 was admitted to the facility on and
discharged from the facility on {16
days}. She reported Resident #1's wife had been
told Resident #1 was responsible for a monthly
AHCA Form 3020-0001
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rate of $952.00 or a daily rate of 31.73 (a total
amount due the facility of $507.68 and total
amount of refund due to Resident #1 of $444.32)

Record review of a Batch Detait Report {System
Posting Date: ) revealed documentation
arefund in the amount of $242. 32 to Resident #1
was posted on ($202.00 remaining
owed to Resident #1.

During interview on at 12:28 PM, the
facitity Business Manager confirmed an
outstanding refund amount was owed to Resident
#1.

Class Ili

435.12(2){b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse -

{byUnti suchtime asthe .., 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 ail 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
criminaf history checks through the clearinghouse
before referring an employee or potential

A168

Cz814
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0l for electroni 1 {0
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 interview and record review, the facility
failed to update the employment status in the
Background Clearinghouse for 1 of 3 staff
records reviewed. StaffA.

Findings:
Areview of the Staff Listing supplied at entrance

showed Staff A's date of hire was

Areview of the Background Clearing House
Roster downloaded on revealed that
Staff A was not fisted on the roster.

An interview was conducted on at 11:46
AM with the Administrator. She confirmed Staff A
was not added to the roster within 10 busincess
days of hire.

No Classification

CZ814
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