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Initial Comments.

A complaint investigation (20200005521)
including control and generator
monitoring were conducted at Beggs Pointe
Assisted Living Facility on . The
facility had deficiencies at the time of the survey.

429.24(3)(a) £'S; 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
possessions are not claimed within 45 days after
notification, 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

A0DC

A188

30 days' notice of termination. If after a contract
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is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
nofify the resident or responsible party in writing
of the claim and shalf provide said party with a
reasonable time pericd of no less than 14
calendar days to respond. The facility shall
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 facitity 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-half 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 s. 429.18.

429.27, ¥S Property and personal affairs of
residents. -
{7} In the event of the of a resident, a
ficensee 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
cannot be located, funds due the resident shall
be placed in an interest-bearing account, and all
property held in trust by the facility shail 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
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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 follow its refund policy to notify the
resident or responsibte party in writing of the
claim against the refund and to provide a
reasonable time period of no less than 14
calendar days to respond and did provide 1 of 3
sampled residents (#3} a refund when the facility
did not accept him after a hospital visit.

Findings.

Review of the admission and discharge log
revealed resident #3 was discharged to another
assisted living facility on

Review of the facility notes revealed the following:

-resident nasty to staff and other
residents. Does not look when backing up at
times hits other residents or run over their
Does not listen to directions and argues a lot,
Also denies things or words of others to the staff
even though other residents witnessed them. Stilf
refusing .. . stilt sleeps on and off while
in wheelchair, Kept saying he will go when he
gets mad and resting. Then apologize after
wards. Resident very demanding to the staff. He
wants what he wants does not care about others.
He only wants to satisfy self

-noted for 3 days now, resident has
been very sleepy, sleeping alf the time after
coming from the clinic tilf nighttime.
Resident unable to eat at all dropping utensils
and food on the floor. Contacted clinic to inform.

received call from the registered nurse
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from methadone clinic who said that per the
resident’s doctor this resident needs to be
hospitafized for to be
evaluated.

-11:40 AM-resident arrived from dlinic,
very sleepy, . opens , ,whennameis
called then goes to sleep after, while sitting
in wheelchair. Resident could not even push self
in wheelchair. 311 called paramedics came and
took resident to hospital.

-contacted advent heaith was told
resident was admitted

-12:38 AM-the mental health
from the hospital called and said the resident was

yesterday and was placed and
transferred to psych unit. Said no discharge plans
yet but will let me know. The administrator
informed her that should have to assess him first
before he can be moved because he might
not be appropriate anymore in the facility as he
cannot get along with roommate alt the time,
fights with them and also with staff,

-spoke with the mental health |
to inform her the resident was not appropriate in
the facility as resident was and has
behavioral issues and no doubt, he wilt do it to
her also. He has been showing behavioral issues
here too like backing up his wheelchair to other
resident and running over their or with
the wheeichair and when told about it he gets
angry and mad. Start arguing that he did not do it.
Then curse resident and staff, when one of the
resident's was hit by his wheelchair the other
resident used his walker to him, then he
grabbed the walker from the residents. He
screams at staff. Suggest also would benefit
resident if he is transferred to a rehab facility
where he can be rehab to be independent in
ADL's

-informed mental heaith
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resident will not be appropriate in the facility as
told her before. That because resident was

there for behavioral issues persist and will
be doing the same thing here.

-spoke with representative from the
resident’s insurance company and informed of
above. She states she is aware of resident's
behavior problem that i should not take him
if his care will not be met and resident will not be
appropriate in the Assisted Living Facility (ALF)
setting.

-resident was admitted to an ALF
{name of ALF documented) per caregiver

-personal belongings taken to ALF
{name of ALF documented).

Review of the resident's contract dated

revealed it noted the following for refunds:

If after a contract is terminated, the facility intends
to 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 catendar days to respond. In
case of or discharge for medical reasons,
the forty-five {45) day notice of termination is
waived and a prorated daily rate will be
determined so a refund can be provided for the
unused portion of the month.

On at 11 AM, the administrator said
the resident was becoming very aggressive,
running over other resident's and was nasty
to the staff also, she said he would sleep after
coming in from the methadone clinic and was so
sleepy that he could not eat his food, she said
she could not take the chance of him

her other residents. She said after he was
admitted into the hospital because of his

A168

behaviors he was . 8he said the
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resident was above the level of care that they
provided, and he was admitted into another
faciiity.

The administrator was asked if a refund was
provided. She said no because the discharge
date was .

8he was informed that her notes documented the
resident was admitted to new ALF on .
She said they used the day his belongings were
removed as the discharge date.

She was asked if the resident had relatives or
friends that could have removed his belongings
and delivered them to him and if he was given a
14-day notice of claim was provided.

The administrator said no. The facility took the
belongings to the resident because he had no
one to assist him with moving. She said it was the
weekend when he was admitted, and the facifity
staff waited until the next week fo take his
belonging.

The administrator was informed at the time that
the facility did not accept the resident ,the
day the resident was placed in the other facifity
should have been the discharge date and a 14
day notice of claim should have been provided if
they were not going to provide a refund.

They were informed that the facility refused to
take the resident . it was not his decision not
to return and he had no one to remove his
belongings from his room and had to wait for the
facility to do it because he was not allowed to
return and a refund from (5 days)
should have been provided.

On at 12 PM, The administrator said
she would provide the resident a refund. She said
the faility did not provide a 14-day notice of
claim.

A168
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59A-36.028 Emergency Environmentat Controt
for Assisted Living Facilities.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shaif prepare a detailed plan ("plan”) to serve as
ast to its Compl i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facitity which includes the following information:
(a} The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all imes and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent {80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
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portions of the building where temperatures wilf
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in section 408.821, F.S. and subsection
59A-36.019(8), F.A.C., are met. The plan shai
include information regarding the area(s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabiliies and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not fimit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) howrs in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facifities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the

A200
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campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan,

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

(b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source o maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
foss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {86) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
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and meets the onsite fuel supply requirements
under this rule.
4. If local ordinances or other regulations timit the
amount of onsite fuel storage for the assisted
fiving facility's focation, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or reguiation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted fiving facility.
{d) The acguisition and maintenance of a
monoxide alarm.
(2) SUBMISSION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shaif submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rute. Assisted living facility plans previously
submitted and approved pursuant to emergency
Rule 58AER17-1 will require resubmission only if
changes are made to the plan.
{b) Each new assisted living facility shalf submit
the plan required under this rule prior to obtaining
a license.
(c) Each existing assisted living facility that

any additions, i {
alterations, refurbishment, renovations or
rect ion that require ification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the local emergency management
agency for review and approval.
(3) APPROVED PLANS,
{a) Each assisted living facility must maintain a

A200
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copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within two (2) business days of the approval
of the plan from the locat emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
Agency for Health Care Administration.
{c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
(10) business days of the plan's approval by the
focal emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

| . have implemented the plan
required under this rule,
{b) The Agency shall allow an extension up to

P to providers in compliance with
paragraph (¢} below and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted living facilities shalt
notify the Agency that they will utifize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are

A200
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no unnecessary delays. If an assisted living
facility can show in its quarterly progress reports
that unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
oceur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.S.

{c} Puring the extension period, an assisted living
facility must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
requirements of subsection {1} {a} for a minimum
of ninety-six (96) hours.

1. An assisted living facility not focated in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the aiternative power source and no less
than ninety-six (96) hours of fuel stored onsite.
2. An assisted living facility located in an
evacuation zone pursuant to chapter 252, F.S.
must either:

a. Fully and safely evacuate its residents prior to
the arrival of the event; or

b. Have an alternative power source and no less
than ninety-six (36) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
fiving facility.

{d) Each new assisted living facility shalf
implement the plan required under this rule prior
to obtaining a license.

{e) Existing assisted living facilities that undergo

A200
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any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rue shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{f) The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure

1 of the plan in i with this

rule.
{5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

fons in air es inside
the faciiity. Procedures must address the care of
residents occupying the facility during a declared
state of A i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of ici requiring refri i
3. Weliness checks by assisted tiving facility staff

to monitor for signs of and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shali maintain the
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written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. if the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by

faw.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part 1, or chapter 408, part II, F.$,, including, but
not fimited to, ficense revocation, license

pension, and the i ition of ini
fines,
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.
{a) Assisted living facilities whose comprehensive

planis to i
must comply with this rule.
{b} Each facility whose pian has been approved
shail submit the plan as an addendum with any
future submissions for approval of its
comp 1sive emergency plan.
(8) NOTIFICATION.
{a) Within five (6) business days, each assisted
fiving facility must notify in writing, unless
ission for electronic ication has

A200

AHCA Form 3
STATE FORM

20-0007

s

VMED1

f continuation sheet 14 of 25




Agency for Health Care

PRINTED. 01/21/2021
FORM APPROVED

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

AL11911288

B.WING

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING:

COMPLETED

11/30/2020

NAME OF PROVIDER OR SUPPLIER

4711 BEGGS ROAD
ORLANDO, FL 32810

BEGGS POINTE ALF

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

A200

Continued From page 14

been granted, each resident and the resident's
iegal representative:

1. Upon submission of the plan to the local
emergency management agency that the plan
has been submitted for review and approval;

2. Upon final implementation of the plan by the
assisted living facility.

{b} Each assisted living facility must maintain a
copy of sach notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee’s physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the noftifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule s not met as evidenced by:
Based on facility records, observations and
interview, the facility did not have evidence that it
foliowed their approved Emergency Environment
Control Plan (EECP) for the maintenance and
testing of the portable generator, that was o be
used in the event of a power outage.

Findings:

Review of the facility records revealed its EECP
was on and

Review of the facility EECP revealed it noted the
following:

Maintenance and testing: At the start of the
hurricane season ) manager will test
cperation of the generator monthly, ensuring the
ability for the generator to start and maintain
running for 10 minutes until the end of hurricane

A200
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season ( )

Observation on at 11:30 AM, revealed
the facifity had a portable generator that was kept
in the rear of a shed outside that had other items
surrounding it,

The facility's manager was asked at the time to
provide documentation that the portable
generator was tested monthly as the EECP
noted.

The facility 's manager said the portable
generator was tested and he did not document it.

Class Ili

Dem Emerg Order 20-011 Visitation

1. Every facility must continue to prohibit the
entry of any individual to the facility, except in the
following circumstances:

A. Family members, friends, and individuals
visiting residents in end- of-life situations
including any resident enrolled in hospice;

B. Hospice or | care workers caring for
residents in end-of-life situations including any
resident enrolled in hospice;

C. Any individuals or providers giving
necessary health care to a resident, provided that
such individuals or providers: (1) comply with the
most recent Centers for Centrol and
Prevention (CDC) requirements for personal
protective equipment (PPE), (2) are screened for
signs and symptoms of COVID-19 prior to entry,
and (3) comply with the most recent
control requirements of the CDC and the facility;

D. Facility staff;

E. Facility residents;

A200
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F. Attorneys of Record for residents in Adult
Mental Health and Treatment Facilities or forensic
facitities for court-related matters if virtual or
telephonic means are unavailable;

G. Public Guardians as set forth in chapter
744, Florida Statutes, Professional Guardians as
defined by subsection 744.102(17), and their
professional staff pursuant to subsection
744.361(14), Florida Statutes;

H. Attorneys and their legal staff who are
acting in their capacity as the legal
representatives of residents where (a) the
residents and lawyers are engaged in an active
attorney-client relationships, (b) the visit is related
to representation in legal proceedings or in
consultation on legal matters, and {c} virtual or
telephonic means are unavailable;

1. Representatives of the federal or state
government seeking entry as part of their official
duties, including but not fimited to Long-Term
Care Ombudsman program, representatives of
the Department of Children and Families, the
Department of Health, the Department of Elderly
Affairs, the Agency for Heaith Care
Administration, the Agency for Persons with

, a protection and advocacy
organization under 42 U.5.C. §15041, the Office
of the Attorney General, any faw enforcement
officer, and any emergency medical personnel;

J. Compassionate care visitors who mest the
following definitions and satisfy the following
criteria:

i. Compassionate care visitors provide
support, including emotionat support, fo help
residents deal with difficult transition or foss,
upsetting events, end-of-life situations, significant
changes {such as recent admission to the
facitity), the need for assistance, cueing or
encouraging with eating or drinking, or emotional

A1300
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distress or decline.
ii. Regarding compassionate care visitors,
the facility shall:

1. Establish policies and procedures for

ion and utilizations of ionats
care visitors;

2. Setalimit on the total number of
visitors allowed in the facility based on the ability
of staff to safely screen and monitor visitation;

3. Develop an agreeable schedule in
concert with the residents and visitors, including
evening and weekends, to accommodate work or
childcare barriers;

4. Provide instructional signage
throughout the facility and prevention
and control education, including education on
proper use of PPE, hygiene, and social
distancing;

5. Designate key staff to support

prevention and control training;

8. Screen compassionate care visitors to
prevent possible introduction of COVID-19;

7. Maintain a visitor log for signing in and

out;

8. Monitor visitor adherence to
appropriate use of masks, PPE, and social
distancing, especially for those who may have
difficulty with compliance such as children; and

. After attempts to mitigate concerns,
restrict or revoke visitation if the compassionate
care visitor fails to follow prevention and
control requirements or other COVID-19-related
rules of the facility.

iii. Compassionate care visitors shall:

1. Wear a surgical mask and other PPE
as appropriate. PPE for compassionate care
visitors must be consistent with the most recent
CDC guidance for health care workers;

2. Participate in facility-provided training
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on prevention and control, use of PPE,
use of masks, sanitation, and social
i ing, and sign 1t of
of training and to the
facitity's prevention and control policies;

3. Comply with facility-provided
COVID-19 testing, if offered;

4. Visitin the resident’s room or in
facitity-designated visitation areas within the
building; and

5. Maintain social distance of at least six

with staff and other residents and limit
movement in the facility except compassionate
care visitors are not required to maintain social
distance from the resident being visited.

. The facility may require compassionate
care visitors to submit to facility-provided
COVID-19 testing so long as use of testing is
based on the most recent CDC and U.S. Food
and Drug Administration (FDA} guidance.

K. General visitors, i.e. individuals other than
compassionate care visitors, under the criteria
detailed below:

i. To accept general visitors, the facility must
meet the following criteria:

1. Other than in a dedicated wing or unit
that accepts COVID-18 cases from the
community, the facility must have no new
facitity-onset of resident COVID-19 cases in the
previous fourteen (14) days;

2. The facility must have fourteen (14)
days with no new facility-onset of staff COVID-19
cases where a positive staff person was in the
facitity in the ten {10) days prior to the positive
test;

3. Sufficient staff to support
management of visitors;

4, Adequate PPE for staff, ata
minimum;
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5. Adequate cleaning and "

supplies; and

6. Adequate capacity at referral hospitals
for the facility.

ii. General visitors must:

1. Weara mask and perform proper

hygiene;

2. Sign an acknowledgement form noting
receipt and understanding of the facility's
visitation and prevention and control
policies.

3. Comply with facility-provided
COVID-19 testing, if offered;

4. Visit in a resident's room or other
facility-designated area; and

5. Maintain social distance of at least six

with staff and residents, and limit movement
in the facility.

iii. Before allowing general visitors, the
tacility shalf:

1. Set a policy to prohibit visitation if the
resident receiving general visitors is | f
positive for COVID-19 and not recovered (as
defined by most recent CDC guidance), or

for COVID-18;
2. Screen general visitors to prevent
possible introduction of COVID-18,;

3. Establish limits on the total number of
visitors allowed in the facility, or with a resident at
one time based on the ability of staff to safely
screen and monitor visitation;

4. Establish limits on the length of visits,
days, hours, and number of visits allowed per
week;

5. Schedule visitors by ., only;

8. Maintain a visitor log for signing in and
out;

7. Immediately cease general visitation if
a resident--cther than in a dedicated wing or unit
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that accepts COVID-19 cases from the
community--tests positive for COVID- 18, or is
exhibiting symptoms indicating that he or she is
presumptively positive for COVID-19, or a staff
person who was in the facility in the prior ten (10)
days tests positive for COVID-19;

8. Monitor visitor adherence to
appropriate use of masks, PPE, and social
distancing;

9. Notify and inform residents and their
representatives of any changes in the faciity's
visitation policy;

10. Clean and visiting areas
between visitors and maintain handwashing or
sanitation stations; and

11. Designate staff to support

-prevention and controf education of
visitors on use of PPE, use of masks,
sanitation, and social distancing.

. Faciliies allowing general visitation shall
enable general visitation as described in either or
both paragraphs 1 and 2 below:

1. Provide outdoor visitation spaces that
are protected from weather elements, such as
porches, courtyards, patios, or other covered
areas that are protected from heat and sun, with
cooling devices if needed. The provisions of K.(1}
{1) and (2) are not applicable to outdoor visitation.

2. Create indoor visitation spaces for
residents in a room that is not accessible by other
residents, or in the resident's private room if the
resident is bedbound and for health reasons
cannot leave his or her room.

v. Limit the number of visitors per resident at
one time,

vi. Each facility may require general visitors
to submit to facility- provided COVID-19 testing
so long as use of testing is based on the most
recent CDC and FDA guidance.
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L. Barbers and beauty salons may resume
services to residents with the following
precautions:

i. Services are permissible only if:

1. Other than in a dedicated wing or unit
that accepts COVID-19 cases, the facility has had
no new facility- onset of resident COVID-19
cases in the previous fourteen (14) days; and

2. Fourteen (14) days have passed with
no new staff COVID-18 cases where a positive
staff person was in the facility in the ten (10) days
prior to the positive test.

ii. Barbers and salon staff must wear
surgical masks, gloves, practice proper
hygiene, and follow the same requirements as
compassionate caregivers;

iii. Waiting customers must follow social
distancing guidelines;

. Residents recelving services must wear
masks;

v. Services are only provided to facility
residents, not outside clients or guests;

vi. Services may not be provided to a
resident who tests positive for COVID-1S oris
exhibiting symptoms indicating that he or she is
presumptively positive for COVID-19; and

vil. Service and salon areas must be properly
cleaned and . and equipment must be
sanitized between residents.

2. Individuals seeking entry to the facility, under
the above section 1, will not be allowed to enter if
they meet any of the screening criteria listed
below:

A. Any person with COVID-18 who
does not meet the most recent criteria from the
CDC to end isolation.

B. Any person showing, presenting signs or

of, or disclosing the ofa
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. . , including - .
, chills, s

, repeated shaking with chills, new
ioss of taste or smell, or any other COVID-19
symptoms identified by the CDC.

C. Any person who has been in close contact
with any person(s) known to be with
COVID-19, who does not meet the most recent
criteria from the CDC to end |

3. Al facilities must require any individual who is
entering the facility and who will have physical
contact with any resident to wear PPE pursuant
to the most recent CDC guidelines, Persons
without physical contact with any resident must

wear a mask. Al facilities are encouraged to
provide regutar COVID-19 testing for staff and
visitors.

4. Any resident leaving the facility temporarily for
medical . ., or other activities, and any
resident receiving visits from health care
providers, must wear a mask, i tolerated by
that resident’s condition. All residents must be
screened upon return to the facility.
protection should alse be encouraged.

. should be scheduled through the
facitity or group home to ensure proper screening
and adherence to -control measures.

5. All visitors must immediately inform the facility
if they develop a or symptoms consistent
with COVID-19 or test positive for COVID-19
within fourteen (14) days of a visit to the facility.

6. Documentation showing compliance with the
following requirements must be kept for alf
visitation within a facility:

A. individuals entering a facility must be
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screened. To achieve this purpose, a facility may
use a standardized questionnaire or other form of
documentation.
B. The facifity is required to maintain
ion of all ident indivi
entering the facility. The documentation must
contain:
i. Name of the individual entering the facility;
. Date and time of entry; and
iii. The screening mechanism used by the
facility to conclude that the individual did not meet
any of the enumerated COVID-19 screening
criteria. This documentation must include the
screening employee's printed name and
signature.

This Statute or Rule is not met as evidenced by:
Based on the assisted living facility records and
interview, the facility failed fo safe guard
residents’ well-being by failing to foliow the,
Florida Governor's emergency orders DEM Order
20-009, dated ., ) , for visitation
restrictions related to COVID-19, for persons.
entering identified residential facilities.

Findings:

The COVID-18 is a transmissible .

that presents severe risk to persons who
are aged, infirm, or suffer from co-
including, but not limited to, system
deficiency, | . . ,and

.. See generaily, Publications of the

Centers for Control,
On .., . the Governor of the State
of Florida issued Executive Order 20-009 for
visitation restrictions.

On at 9:15 AM, after entering the
facility a visitor sign in sheet that noted visitors

A1300
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had signed for residents of the facility, there were
also COVID-19 assessments/screening forms
was observed.

Review of the screening forms revealed the forms
did not include the screening employee's printed
name and signature once the assessment was
completed. The section for the screener's
signatures were all left blank.

Staff Areviewed the assessment forms and
confirmed she did not sign the assessment forms.
after completing the assessments. She was
asked if the resident's had visitors other than
heaith care providers. Staff A said that there were
visitors that would come to visit resident’s other
than health care providers. She was asked at the
time if the visitor were provided an
acknowledgement form noting receipt and
understanding of the facility's visitation and
prevention and control policies. Staff A
stated at the time she did not provide the
acknowledgement when the visitors arrived.

On at 12 PM, the facility's manager
provided one acknowledgement form for a visitor
and confirmed the facility had not obtained the
acknowledgement forms noting receipt and
understanding of the facility's visitation and

prevention and control policies for the
visitors as required.

Class i
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