Agency for Health Care

PRINTED. 03/26/2021

FORM APPROVED

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

AL 11968302

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

R
03/10/2021

NAME OF PROVIDER OR SUPPLIER

350 MAGNOLIARD
VENICE, FL 34293

HOME CARE GARDENS

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
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

CZ830|

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-

(1} Alicensee required by authorizing statutes to
have an emergency operations plan must
designate a safety liaison to serve as the primary
contact for emergency operations.

(2} An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved
emergency operations ptan for up to 15 days.
While in an overcapacity status, each provider
must furnish or arrange for appropriate care and
services to all clients. In addition, the agency may
approve requests for overcapacity in excess of 16
days, which approvals may be based upon
satisfactory justification and need as provided by
the receiving and sending providers.

{3)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage fo its operation during the
state of emergency.

2. Is currently ficensed.

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but Is reasonably expected to resume setvices
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
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for the transfer of any clients to other providers
and appropriate licensure fees, Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

{4) The agency may adopt rules relating to
emergency management planning,
communications, and operations. Licensees
providing residential or inpatient services must
utilize an online database approved by the
agency to repert information to the agency
regarding the provider's emergency status,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on staff interview and record review, the
facitity faled to report Covid-19 numbers to
Emergency Management System as required.

The findings included:

On at 11:15 a.m,, the House Manager
said they were no longer catling in their Covid-19
numbers because all residents and staff were

and she didn't think they had to once
that ocourred.

Record review on showed no Covid-19
numbers had been submitted to Emergency
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Initial Comments.

A revisit survey was conducted on at
Home Care Gardens, an assisted living facifity in
Venice, Florida.

This was & second follow-up to the complaint
survey completed on

The following is description of the deficiencies
found at the time of the visit.

429.17(3) .275(1); 59A-36.013(1) FAC Fiscal -
Financial Stability

429.17

{3) In addition to the requirements of part I of
chapter 408, each facility must report to the
agency any adverse court action concerning the
facliity's financial viability, within 7 days after its
occurrence. The agency shall have access to
books, records, and any other financial
documents maintained by the facility to the extent
necessary to determine the facliity's financial
stability.

429.275

{1) The administrator or owner of a facility shalf
maintain accurate business records that identify,
summarize, and classify funds received and
expenses disbursed and shall use writien
accounting procedures and a recognized
accounting system.

59A-36.013 Fiscal Standards.

{1) FINANCIAL STABILITY. The facility must be
administered on a sound financial basis in order
to ensure adequate resources to meet resident
needs pursuant to the requirements of chapter
408, part Il, part |, F.S., and rule chapter 59A-35,
F.A.C., and this rule chapter.
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This Statute or Rule is not met as evidenced by:
Based on staff interview and record review, the
facitity failed to implement an accounting system
to maintain records of an organized income and
expense statements grouping and categorizing
the expenses.

The findings included:

1. On at 11:15 a.m., the Facility Manager
said she has been paid on time. She said she
does not have to buy food or other supplies out of
her own pocket,

2. On at 11:20 a.m., during a phone call
the Administrator said he is hiring an accounting
firm to handle the finances beginning the end of

. He said he has no paperwork that will
show expenses or receivables that he can send
to me. He said he didn't have time to do it,

3. On at 11:30 a.m., record review
showed there were no accounts receivable or
accounts payable available for review.
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