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

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed 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 fo 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 alf 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 ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. ission to
the Department of Law Enforcement. The
registration must include the employee’s full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to maintain an updated
employee roster in the background screening
clearinghouse database. No staff was listed.

Findings as follow:

CZ814
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database.

Unclassified

observed in facility assisting residents,

Review of the facility's roster in the background
screening clearinghouse database showed the
facility showed that no staff was listed.

On at 1.00 PM the Administrator
stated did not know staff had to be registered in
the background screening clearinghouse
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A 000 Initial Comments AD00

A Complaint investigation (complaint number
2021003829) was conducted at High Tower ALF
LLC on through . The
facility had deficiencies identified at the time of
survey.

A025| 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=G| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident ' s representative
or designee of the need for health care services
and must assist in making ., for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident ' s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
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resident diets in accordance with rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide supervision to prevent elopement
for one out five sampled residents {Resident #1).
Resident #1 left the facility at around 1:30 am
without staff being aware of his whereabouts.

Findings as follow:

On at 9.50 AM the Administrator
stated Resident #1 was admitted on

from his sister's house. She stated the resident
started going out and walking on the . She
stated Resident #1 had never eloped, but he
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smoked a lot.

The Administrator further stated that she had
received a neighbor's complaints about Resident
#1 walking down the . asking for drugs and
asking whether the neighbor's car was for sale.
She stated the Neighbor told her he would call the
police if the situation persisted. She stated she
explained to the neighbor that she was working
together with the family and the doctor to improve
Resident #1's conduct. She siated resident was
usually reason why she talked to his
doctor to adjust his medications and she started
monitoring her sleeping pattern. Resident had
been taking medications for . before and
after the elopement and he has been seeing his
doctor before and after the elopement. The
administrator further stated that on at
night, staff noticed Resident #1 did not want to go
to steep and she observed he sat on the covered
porch on the patio. At 1.00 AM staff went to check
on him and he was not in the facility. She called
police who arrived soon and while the officers
were writing the report at the facility, other potice
brought the resident . The officers stated
they had found the resident when he had waltked
to the corner fo a gas station to buy cigarettes
and he was walking 1o facility when police
saw him. She stated, "When he arrived, he said
he had been going to watch the moon and stars. {
wrote the note. Sister was informed. | did not
submit an incident report because he was
returned soon.’

Areview of Resident #1's health assessment
dated showed diagnoses of

and a life threatening illness. The
resident was identified as independent with alf
activities of daily living, and needed assistance
with seif- administration of medications.
and behavioral status was listed as 'referral to
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psychiatrist.’ The resident was not identified as
an elopement risk. Resident #1 was taking
medications, which according to the US National
Library of Medicine, were prescribed for the
conditions identified: 100 mg 1 tab at
bedtime for | and

. avery two
weeks for, | s . 20 mg 1 cap
at bedtime for sleep, ., 10 mg 1 tab
twice a day for, y N DR 500 M 1
tab twice a day for or
and , 1tab 3 times a day for .-
A review of the resident record showed no
documentation of conversations with the doctor or
the psychiatrist about Resident #1. Further
review of the resident record showed no
documentation that the resident was reassessed
for elopement risk after he returned,

A review of facility and personnel records showed
no documentation that staff was retrained
regarding their responsibility to supervise
residents and maintain knowledge of their
whereabouts. Further review of facility records
found no documentation that elopement drills had
been conducted

On at 11.05 AM Resident #1's
guardian stated stated the resident "was
hospitalized recently because he was

R . As soon as he went out from the
hospital, he had a follow up visit with his primary
doctor who adjusted his medication for .
We tried to tell him him not go out and talk to hlm
alot”

A review of observation notes in Resident #1's
record showed a 'Sleep tracker’ completed from
untit showing the
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Continued From page 4

resident's behavior at night { check mark
indicated that the resident was sleeping, a cross
indicated that he did not sleep). On

at 12.50 PM, the Administrator stated the sleep
tracker log was completed to know whether
resident's new medications caused a change in
the sleep behavior. During the day also observed
and notes made. When the pattern of sleeping
time was stable, we did not do this anymore "

On at 3.30 PM the Administrator
stated that after the neighbor complained about
Resident #1, she talked io the resident and
explained the situation to his sisters, adding " We
have been always in close contact with resident's
sisters to provide the better care to him. [ called
his sister to inform about his behavior. We were
worried since he had a past of drug . On

we sent him to the psychiatrist for
evaiuation. On we met with his case
manager, {PSR] counselor and supervisor to
discuss resident’s behavior. The Doctor adjusted
his medications and he is now better than ever.”
We talked to him about not violating house rules.
The incident on at night is an
situation and it is not related to the complaint of
the neighbors.”

Class Il

59A-36.007(8) FAC Resident Care - Elopement
Standards

59A-36.007

(8) ELOPEMENT STANDARDS,

{a} i at Risk for it
All residents assessed at risk for elopement or
with any history of elopement must be identified

A025
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Continued From page 5

so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a heaith care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. 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 this requirement
for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and

A032
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Continued From page 6

premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), E.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to follow the facility's elopement policies
and procedures, Resident #1 eloped from facility
and was . out of it for at least half an
hour, at night without supervision.

Findings as follow:

On at 10.41 AM Staff C stated on

at night Resident #1 did not want to
go to sleep and sat in the covered patio. He
asked her to go out to buy cigarettes. She
responded him that he could not go out at night.
When he observed she was not looking at him he
ieft from the patio's door. She stated called
the police who came soon. When police was filing
a report in facility another police arrived bringing
the resident to facility. She stated resident
was out less than half an hour. Resident arrived
{aughing and believing he had done something
funny. He stated he went to buy cigarettes.

A032
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Record review showed Resident #1 's health
assessment dated: showed as
Diagnosis .\ . The resident
was independent with alf activities of daily living.
In the record of the resident was his photo and
plan of care. The assessment documented
Resident #1 was not under slopement risk.

Review of Facility elopement policies and
procedures stated:
- " All residents will be assessed for risk of

upon ission or when a signifi
change in condition and/or behavior is noted”,
- The facility uses muiti- approaches as alarm
doors, alarmed bracelets, elopement prevention
drills, missing person drilis.

Record review showed the facility did not have
documentation of the elopement drills.

Review of Facility elopement policies and
procedures stated:
- " All residents will be assessed for risk of

upon ission or when a signifi
change in condition and/or behavior is noted”,
- The facility uses muiti- approaches as alarm
doors, alarmed bracelets, elopement prevention
drills, missing person drilis.

On at 9.45 the Administrator stated
Resident #1 did not have identification on his
person. At 1.00 PM she stated Resident #1 was
not reassessed after the elopement. She added
the facifity had never conducted elopement drills
and staff was not retrained in elopement
responses after Resident #1 elopement.

Class Ili
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59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a} Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

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

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

9. Name, address, and telephone number of the
heaith care provider and case manager, if
applicable.

{b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, FA.C.

(¢} Any orders for medications, nursing services,
therapeutic diets, Jor
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

(e) The resident care record described in
paragraph 59A-38.007(1)(e), FAC.

{fyA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
recelving assistance with the activities of daily
fiving must have their | recorded
semi-annually.

(9) For facilities that will have unficensed staff

A162
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Continued From page 9

assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C., if
such consent is not included in the resident's
contract.
(h} For facilities that manage a pill crganizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.S,
{k} For any facility that maintains a separate trust
fund to receive funds or other property beionging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ( ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the ... ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
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where applicable.

(n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC.

(0) The resident's ,DH
Forrn 1886, if applicable.

{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.006, FAC.,

4. The resident's contract described in rule
59A-36.018, FA.C; and,

5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facility,

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a tonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

’ it resident records for
facitities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.
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On at

teft from the patio’

the resident
was out less than

Assessment date:
Diagnosis

daily fiving. In the
photo and plan of

elopement risk.

On at
stated Resident #

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have an accurate health assessment for
one out of five residents ( Resident #1).. Resident
#1 eloped from facility on

Findings as follow:

10.41 AM Staff C stated on

at night Resident #1 did not want to
go to sleep and sat in the covered patio. He
asked her to go out to buy cigarettes. She
responded him that he could not go out at night.
When he observed she was not looking at him he

s door. She stated called

the police who came soon. When police was filing
a report in facility another police arrived bringing

to facility. She stated resident
haif an hour, Resident arrived

{aughing and believing he had done something
funny. He stated he went to buy cigarettes.

Record review showed:

Resident #1 was admitted:

showed as

Resident was independent with all activities of

record of the resident was his
care. The assessment

documented Resident #1 was not under

1.00 PM The Administrator
1 was no reassessed after he

eloped. She acknowledged Resident #1's health
assessment was not accurate.

AHCA Form 3020-0001
STATE FORM

s

YOT31

f continuation sheet 12 of 23



Agency for Health Care

PRINTED. 07/13/2021

FORM APPROVED

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

AL11969674

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

06/28/2021

NAME OF PROVIDER OR SUPPLIER

A32NW. 15 8T

HIGH TOWER ALF LLC
HOMESTEAD, FL 33030

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

A162

A 165
88=D

Continued From page 12

Class Ili

429.23( & ) FS; 59A-36.016 FAC Risk
Mgmt & QA; Adverse Incident Report

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements -

{1} Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

(2} Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, “adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident ' s condition and resuits in:

2. or damage;

3. Permanent - N

4. or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident ' s condition before the incident; or

7. An event that is reported to law enforcement or

A162
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Continued From page 13

its personnel for investigation; or

(b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3} Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency * s online portal, or if
the portal is offline, by electronic mall, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility ' s
investigation of the incident.

{4) Licensed facilities shall provide within 15
days, through the agency 's online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facllity ' s investigation into the adverse
incident.

8} , neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

{7} The information reported to the agency
pursuant to subsection {3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shal
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to discipiinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to

A185
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Continued From page 14

disciplinary action, in which case the provisions of
$.456.073 apply.

{8} If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable betief
that conduct by a staff member or employee of a
ticensed facility is grounds for disciplinary action
by the appropriate board, the agency shaii report
this fact to such regulatory board.

(9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

59A-36.016 Adverse incident Report.

{1} INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
section 429.23(3), F.S., must be submitted within
1 business day after the incident pursuant to rule
59A-35.110, F.A.C., which requires online
reporting.

{2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1),
above, the facility must submit a full report within
15 days of the incident. The full report must be
submitted pursuant to rule 59A-35.110, FAC.,
which requires onfine reporting.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to submit one or fifteen-day incident reports
when one of three sampled residents {Resident
#1) eloped.

A185
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Continued From page 16

Findings as follow:

On at 10.41 AM Staff C stated on

at night Resident #1 did not want to
go to sleep and sat on the covered patio. He
asked her to go out to buy cigareties. She
responded him that he could not go out at night.
When he observed she was not looking at him he
feft from the patio's door. She stated called
the police who came soon. When police was filing
a report in facility another police arrived bringing
the resident to facility. She stated resident
was out less than haif an hour. Resident arrived
laughing and believing he had done something
funny. He stated he went to buy cigarettes.

Record review showed:

Areview of observation notes regarding Resident
#1 dated at 2:30 AM showed
Resident #1 eloped from facility. The police were
called, and brought the resident onthe
same day.

Facility's record review showed the facility did not
have documentation of the one and fiteen day
incident report submission to AHCA for the
elopement of Resident #1. Review of incident
reports database showed no incident was
reported by the facility.

On at 1.00 PM The Administrator
stated the facility did not report to AHCA Resident
#1's elopement incident since he was returned to
facility in less than an hour.

Class Il

A185
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Continued From page 16
429.075(. ), 59A-36.020(2) FAC LMH - Records

4298.075
{3} A facility that has a limited mental health
ticense must:
{a) Have a copy of each mental health resident's
community living support plan and the

, agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the p agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c} Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community fiving support plan.
{4} Afacility that has a limited mental health
ficense may enter into a . agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

AL241
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Continued From page 17

59A-36.020
(2) RECORDS.
{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required in rule 59A-36.015, F.A C., satisfies this
condition provided that all mental health residents
are clearly identified.
{b) Staff records must contain documentation that
designated staff have completed limited mentat
health training as required by rule 59A-36.011,
FAC,
{c) Resident records must include:
1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the resident is a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security . or supplemental security
income and as
follows:
a. An affirmative statement on the Alternate Care
Certification for .
( ) form, CF-ES 1008, . which is
hereby incorporated by reference and available
for review at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving 8S1 or
SSDi due to a mental N
b. Written verification provided by the Sociat
Security Administration that the resident is
receiving SSI or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
ini ion to provide such ion, or
c. Awritlen statement from the resident's case

AL241
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Continued From page 18

manager or other mentat heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:

{1} The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or

{1t} The resident has been diagnosed as having a
severe or persistent mental .

2. An appropriate placement assessment
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facitity. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, .., nurse, or an individual
supervised by one of these professionals.

a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement;

[U3e Alternate Care Certification for

{ ) form,

CF-ES Form 1008,
{11y Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
(1) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and

AL241
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Continued From page 19

will not require a new assessment. However, a
break in a resident’s residency that requires the
facliity to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental heaith care
provider must provide a new assessment.
3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:
a. Includes the specific needs of the resident that
must be met in order to enable the resident to five
in the assisted living facility and the community,
b. Includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,
¢. Includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental health case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,
d. Includes the . of the facility to
facititate and assist the resident in attending

e and arranging transportation to

o for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental health care
provider or case manager,
e. Includes a description of other services to be
provided or arranged by the facility,
f. Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms
. to the resident that indicate the

AL241
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Continued From page 20

immediate need for professional mental health
services,
g. Is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. If the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,
h. Is updated at least annually or if there is a
significant change in the resident's behavioral
heaith,
i, include the . Agreement
described in subparagraph (2){c}4. if included,
the mental health care provider must afso sign
the plan; and,
- Must be available for inspection to those who
have legal authority to review the document.
4. , Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident’s appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;
. Must be signed by the administrator or
designee and the mentat health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.S,;
¢. ., cover all mental health residents of the

AL241

AHCA Form 3
STATE FORM

20-0007

s

YOT31

f continuation sheet 21 of 23




Agency for Health Care

PRINTED. 07/13/2021

FORM APPROVED

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

AL11969674

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/28/2021

NAME OF PROVIDER OR SUPPLIER

A32NW. 15 8T

HIGH TOWER ALF LLC
HOMESTEAD, FL 33030

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

AL241

Continued From page 21

facitity who are clients of the same provider; and,
d. |, beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facility
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person to whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a copy of the community living
support plan and the . agreement for
one out of five limited mental health residents (
Resident #1).

Findings as follow:
Record review showed:

A review of the facility’s licensure showed the
facitity had an standard license with a fimited
mental health component.

Acreview of Resident #1' assessment dated
showed a diagnosis of

s . Further review showed that the
resident was independent with all activities of
daily living. A review of the resident record
showed that he was receiving the Optionai State
Supplement.
There was no documentation of an annual
community support plan or a
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agreement.
On at 1.00 PM The Administrator she
stated was not aware that the annual community
support plan an a . agreement were
required for Resident #1.
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