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Initial Comments.

Complaint investigations 2020018053 &
2020019789 were conducted at Greenwood
Place on . Deficiencies were identified
at the time of the visit.

429.26(7) FS$; 59A-36.007(1) FAC Resident Care
- Supervision

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

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility 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 fo 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 fo treat the
condition.

59A-36.007

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

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

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule

A0DC
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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 generat 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 ilinesses
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 records review and interview the facility
failed to follow a healthcare order for daily

for 1 of & sampled residents (#2).

Findings:

Resident record review for resident #2 revealed a
health assessment report 1823 dated that
fisted diagnoses of 's f .
and . A healthcare provider's order dated
indicated daily  _  for one week;
diagnosis of - ( ) The
record review revealeda ., record dated
1202 = . . The continued review
revealed no evidence to confirm the healthcare
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provider's order was followed and the resident's
was taken daily for 1 week to
).
(r an interview with the administrator on
at 3 PM who said there was no
additional documentation available.
Class i
A168| 429.24(3)(a) F'S; 429.27(7), FS Resident Refund A168

$8=D| Policy

429.24
{3){a) . . . The refund policy shall provide that the
resident or responsible party is entitied to a
prorated refund based on the dally 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 shalf 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
nofification, 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
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notice of relocation requirements specified in the
contract. However, a resident may not be
required to provide the licensee with more than
30 days' notice of termination. If after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shail
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
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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 shalf be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facitity failed to provide a refund within 45
days after discharge to 1 of 2 sampled residents.
#1)

Findings:

Review of the closed record for resident #1
revealed an admission date of . The
health assessment, dated , included
diagnoses of and ,, R
He was at risk for . He required assistance
with all activities of daily fiving, with contact guard
with ambuilation noted on the admission health
assessment. He required a mechanicaf soft diet.
He required assistance with self-administration of
medications.

Facility observation notes document he was sent
to the hospital on for
and admitted due fo | . Anote on

documented his POA came fo the facility
to get clothing for resident #1 to go to a skilled
nursing facility. A note in the medication
observation record on documented
“resident moved out.” No other notes were found
regarding when the resident's belongings were
removed from the facility.

Review of the financial records for resident #1
revealed monthly payments in the rate
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of $4450 were paid in full by the resident in

. L and -An
invoice dated was also reviewed, revealing
the faciiity charged the resident another $637
even after he was discharged.

On at 2:30PM, the administrator stated
resident #1's betongings were removed by his
family on . The administrator confirmed
the invoices showed resident #1 was charged for
the full month of . and an
additional $637 in R .On the

ini provided do ion from the
corporate office that they recegnized a refund
was due.

Based on the $4450.00 monthly rate, the daily
rate was $143.54. The resident's belongings were
removed on - The resident was entitied
to a refund for 29 days in equal
to $4162.90, which was to have been paid within
45 days of discharge, or by .The
resident is also to be refunded for the $637 which
was charged on after his discharge from
the facility. The total amount that was to be
refunded fo the resident was $4799.90.

On at 3:30PM, in a phone conversation
with the administrator, she confirmed the findings.

Class Il

A168

AHCA Form 3
STATE FORM

20-0007

s

154911

f continuation sheet § of &




