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Initial Comments.

A standard Biennial Survey was conducted at
Garden Valley Retirement Home, LLC on

. Deficiencies were
identified at the time of the survey.

58A-36.008(6) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

(b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facliity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The faciiity's rules and reguiations require
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Continued From page 1

central storage of medication and that policy has
been provided to the resident before admission
as required in rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

. except that a i
requiring must be kept
Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with inistration
of or inisteri Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed,
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
(e) When a resident's stay in the facility has
ended, the administrator must retum ail
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are

ADBS

AHCA Form 3
STATE FORM

20-0007

s

NT4J11

f continuation sheet 2 of 6



Agency for Health Care

PRINTED. 07/20/2021

FORM APPROVED

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

AL11967287

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY

COMPLETED

07/13/2021

NAME OF PROVIDER OR SUPPLIER

GARDEN VALLEY RETIREMENT HOME, LLC

MIAMI, FL

33018

STREET ADDRESS, CITY, STATE, ZIP CODE
18140 NW 90 AVENUE

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

AD55

Continued From page 2

stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs fo the di i
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the Assisted Living Facility failled to keep
medications locked at all times.

Findings included:

Observation on at 07:45 AM showed
the medication cabinet in the kitchen area was
unlocked {Photo evidence),

On at 7:45 AM Staff D stated she was
given medications to Resident #4, and that was
the reason the medication cabinet was left
opened. She then stated, "You see! | have the
keys inmy . | tried to lock it, but it's hard to
fock. { don't know what happened.”

On at 07:54 AM, observed Staff D
was trying to lock the cabinet door, but she was
not able to lock it. She tried to lock the door 3
times, but the door was opened easily.

On at 07:54 AM, Staff D stated, "t
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Continued From page 3

think it's broken”.

On at 08:55 AM, the administrator
stated, "I's locked now {the medication cabinet).
You want to see. It was stocked; that's right she
could not lock it."

Class Ili

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

42817

{3} In addition to the requirements of part ] of
chapter 408, each facility must report to the
agency any adverse court action concerning the
facitity's financiai viability, within 7 days after its
occutrence. The agency shall have access to
books, records, and any other financial
documents maintained by the facility to the extent
necessary to determine the facility'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 written
accounting procedures and a recognized
accounting system.

59A-36.013 Fiscat 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 I, part |, F.8., 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 observation, record review, and
interview, the facility failed to meet its financial

. and put four out of four sampled
residents (Residents #1, #2, #3, and #4) at risk of
homelessness.

Findings included:

Observation on showed Residents
#1, #2, #3, and #4 were living in the facility.

Observation on at 11:30 AM showed
2 people were at the facility's door calling for the
agency representative to come to talk to them.
Upon arriving to the facility's entrance door, the 2
individuals identified themselves as the owners of
the property. They stated that the ALF's (Assisted
Living Facility) owner owed them about $30,000
on this property and about $20,000 on another
ALF's property. They then provided some
documentation as proof.

A review of the facility's eviction notice dated
showed the facility indebted for a sum
of $35,100. The notice aiso indicated that the
facitity's owner had 30 days or before
to pay the sum, or the property owner would be
“entitled to exercise any and all of its right and
remedies under the lease and Florida law,
including but not fimited to, an action for
possession of the premises and/or damages for
past due rent".

On at 01:04 PM, the Administrator
stated, "The issue that happened today with the
owner of the house. The owner of the facility
cannot pay them because the lawyer told her not

A120

AHCA Form 3
STATE FORM

20-0007

s

NT4J11

f continuation sheet 5 of &



PRINTED. 07/20/2021

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11867297 8. WING 07/13/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
18140 NW 90 AVENUE
GARDEN VALLEY RETIREMENT HOME, LLC
MIAMI, FL 33018
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A120| Continued From page 5 A120
to pay. She has the money to pay them, but the
tawyer said no. That's right she doesn't pay them.
She cannot pay them because it's in the court
right now."
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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 . |
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 .. i
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.

are

1o

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that a staff (The administrator)
that had a break in service of more than 90 days
had a new level Il background screening
completed prior to beginning to work.

Findings included:

CZ814
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A review of the facility's employees roster showed
the administrator was hired on . The
employses roster also showed the administrator
fast position at another healthcare facility ended
On at 10:50 AM, when asked about
his work history for the last 3 months prior to
working at the facility, the Administrator stated, "l
worked for myself in my house. | work as an
accountant.”
Unclassified
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