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59A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, “readily available" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facllity records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha ..., ., ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to return pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{c} Alog listing the names of ali temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
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Continued From page 1

described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.
{e) The facility’s liability insurance poticy required
in rule 59A-36.013, FAC.
{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.
{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.A.C.
{h) If the facility advertises that ut provtdes speciat
care for persons with or
related .acopyof all such facility
advertisements as required by section 429.177,
F.8.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, F.AC.
{j) Alt food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 428.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years,
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC,,
igsued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
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Continued From page 2

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge Iog for two out of seven sampled
residents {Resident # 4 and #7.

Findings included:

Review of the facility's admission and discharge
iog showed Resident #7 with an admission date
of , and no discharge date. In addition,
Resident #4 was not fisted on the log, but his
record showed he was at the facility since

On at 9:49 AM, "l do all the daily
updates at the facility. Not sure why the log is not
up to date.”

Class Ili

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

429.275
{2} The administrator or owner of a facility shall
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Continued From page 3

maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of i with all
training requirements of this part or applicable
rule, and a copy of all icenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

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

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

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for ali 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 elopement
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
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Continued From page 4

staffing agency or staff employed by an entity

. to 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
schedutes and staff time sheets for the most
current 8 months as required by rute 59A-36.010,
FAC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain personnel records for each staff
member which contain documentation of
background screening for one out of five staff
(Staff A).

Findings Included:

Review of Florida Facllity finder database showed
Staff A was the facility administrator.

Employee record review showed Staff A did not
have documentation of a background screening
in file.

On at 11.00 AM the Administrator
stated he believed the copy of the background
screening had been placed in the staff record by
the consultant.

Class Ili

428.075(1) FS; 59A-36.011(8) FAC LMH ~
Training
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Continued From page 5

429.075

{1} To obtain a limited mental health license, a
facitity must hold a standard ficense as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mentat
healith license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or reficensure or upon request in writing
by a licensee under this part and part l{ of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families,

59A-36.011

{9} LIMITED MENTAL HEALTH TRAINING.

(a} Pursuant to section 428.075, F.8 , the

administrator, managers and staff, who have

direct contact with mental health residents in a

ficensed limited mental health facility, must

receive the following training:

1. A minimum of 6 haurs of specialized training in

working with individuals with mentaf health

diagnoses.

a. The training must be provided or approved by

the Departrent of Children and Families and

must be taken within 6 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

heaith facility.

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for admini: ors and

managers pursuant fo section 428.52(5), F.S.,
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Continued From page 6

and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
onling, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1} Mental heaith needs, services, behaviors and
appropriate interventions;
{1ty Resident progress in achieving treatment
goals;
{iil) How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of

tion required biennially pursuant
tc section 429.52(5), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b} Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education training cettificates, pursuant to
subparagraph (a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:

AL243

AHCA Form 3
STATE FORM

20-0007

s

NYMGT

If continuation sheet 7 of 16




Agency for Health Care

PRINTED. 04/21/2021

FORM APPROVED

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

AL11967313

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/19/2021

NAME OF PROVIDER OR SUPPLIER

8615 SW 43RD TERRACE

SERENE LIVING FACILITIES

MIAMI, FL

33185

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

AL243

Continued From page 7

Based on record review and interview the facility
ficense includes a limited mental health
component and the facility failed to ensure staff
receive the minimum of 6 hours of specialized
training in working with residents with mental
heaith diagnoses for two out of five staff (Staff A
and E) and the minimum of 3 hours continuing
education biennially for three out of five staff
(Staff B, C and D).

Findings Included:

Record review showed the facility hold a standard
ficense with a limited mental health component.

Staff record review showed Staff A and Staff E did
not have proof of having the 8 hours of
specialized training in file. Staff A hired date was
on and Staff E hired date was on

Staff record review showed Staff B, Staff C and
Staff D did not have proof of having the minimum
of 3 hours of continuing education biennially in
file. Staff B hired date was on and the
{ast limited mental health training was dated

- Staff C hired date was on
and the last limited mental heaith training was
dated . Staff D hired date was on

and the last training was dated

On at 1.00 PM the Administrator
stated due to the pandemic it was hard to get an
for a LMH class.

Class i
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Continued From page 8

Initial Comments

An abbreviated biennial re-licensure and a
CcoviD-198 control survey was conducted
at Serene Living Facilities on to

2021. Deficiencies were identified at the time of
the survey.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable - The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a ficensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirernent. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a i . such individ
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not

A0O0
A0O0

A078

AHCA Form 3
STATE FORM

20-0007

s

NYMGT

If continuation sheet 9 of 16




Agency for Health Care

PRINTED. 04/21/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11967313

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

03/19/2021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

8615 SW 43RD TERRACE

SERENE LIVING FACILITIES

MIAMI, FL

33185

0@y D
PREFIX
TAG

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

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

AD078

Continued From page 9

constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all siaff.
{f) Level 2 background screening must be
conducted for staff, including staff
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure staff had a
written statement from a health care provider that
the staff does not have any signs or symptoms of
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Findings Included:
On

fiving.

hired

a negative
basis in file.

Class Il

A082
88=D

“)

and

this rule.

Continued From page 10

examination completed on a annual
basis for one out of five staff ( Staff E).

at 8.30 AM Staff E was observed
assisting residents with the activities of daily

Employee record reviewed showed Staff E was

. Record review showed Staff E
had no wiitten statement from a health care
provider that the staff does not have any signs or
symptoms of communicable

On at 1.30 PM the Administrator
stated he believed Staff £'s
staternent was in her records.

59A-36.011(4) FAC Training - !

{
381.0035, F.8., alf facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S,, must
complete a one-time education course on
, Including the topics prescribed in the
section 381.0035, F.S. New facifity staff must
cbtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of

A078

and a negative

and having
examination on an annual

A082

). Pursuant to section

AHCA Form 3020-0001
STATE FORM

e NYMG11

# continuation sheet 11 of 16



Agency for Health Care

PRINTED. 04/21/2021

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11967313

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

03/19/2021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

8615 SW 43RD TERRACE

SERENE LIVING FACILITIES

MIAMI, FL

33185

0@y D
PREFIX
TAG

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

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

A082

A 085
§8=D

Continued From page 11

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure staff completed a one -time
education course on .

[ ) for one out of five staff (Staff E).

Findings Included:

Employee record review showed Staff E did not
have proof of having received the !
training.

On at 1.30 PM the Administrator
stated, Staff E received the 7 training but
the certificate may have been misplaced.

Class Ili

59A-36.011(7) FAC Training - Nutrition & Food
Service

{7} NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.
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Continued From page 12

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure staff
designated as the day-to-day supervision of food
service receive 2 hours continuing education
training for two out of five staff (Staff B and E).

Findings Included:

On at 12:00 noon observed Staff B
and E serving food and assisting residents with
meals during lunch time.

Employee record review showed Staff B and £
did not have proof of having completed the 2
hours continuing education training for nutrition
and food in file.

On at 1.00 PM the Administrator
stated all facility staff cooked and served food.

Class Il

59A-36.012(4) FAC Food Service -
Food Service

4) FOOD SERVICE. When food
service is by the faciiity, the facifity
must ensure that the food service
meets all dietary standards imposed by this rule
and is adequately protected upen delivery to the
faciiity pursuant to subsection 64E-12.004(4),
F.A.C. The facifity must maintain:

{a) A copy of the current contract between the
facility and the food service contractor.

{b} A copy of the annually issued certificate or
ticense authorizing the operation of the food
service contractor issued by the applicable
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Continued From page 13

regulating agency. The license or certificate must
provide documentation of the food service
contractor's compliance with food service
regulatory requirements.

This Statute or Rule is not met as evidenced by:
Based on interview, observation and record
review the facility failed to have a copy of the
annually issued certificate or license authorizing
the operation of the food service contractor
issued by the applicable regulating agency.

Findings Included:

On at 10.54 AM Staff B stated the
facility received lunch food from a food service
contractor.

On at 11.30 AM observed in the
kitchen different covered containers with red
beans soup, white rice, and meat in sauce.

Record review showed the facility had a contract
with a caterer company. The ficense of the
catered contractor available for review had
expired on . There was no proof of
having an updated license for the contractor.

On at 1.00 PM, the Administrator
called the catered food contractor and requested
an updated license.

Class Ili

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.
{a) All facilities must:
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1. Provide a safe living environment pursuant to

section 429.28(1)(a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to section 428.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

tess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or ficor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facifities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain a safe living environment, free
of hazards and ensure that all existing
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architectural, mechanical, electrical and structural
systems and appurtenances are maintained in
good working order.

Findings included:

On at 8"45 AM, observed resident
rooms cluttered with extra fumniture, wheelchairs,
and items inside closets and did not belong to the
residents. Observed on the outside a porch
cluttered with furniture, unused washer and dryer,
and other miscellaneous items.

On at 8:50 AM, Staff B stated, "The
owner is organizing everything, and he is going to
put all the furniture in the shed that he s building
outside.”

On at 9:05 AM, in reference to all the
extra items in the resident's rooms, and patio, the
administrator stated, " am going to organize
everything and transfer them fo a shed in the
backyard."

Class Il
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