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Initial Comments.

A re-icensure survey including generator
monitoring were conducted at Green Tree
Assisted Living LLC on . Deficiencies
were identified at the time of survey.

58A-36.007(2) FAC Resident Care - Social &
Leisure Activities

(2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
(8) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.
(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
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Continued From page 1

normally congregate.

(d) If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on cbservations, record reviews and
interviews, the facility failed to have evidence to
indicate diversified individual and group activities
keeping with each resident's needs, abilities, and
interests were provided and that activities were
available at least 6 days a week and failed to
ensure the posted activities calendar was dated.

Findings:

On at 9:20 AM, resident #1 said there
were no activities at the facility that she knew of.
She said she would like to participate if there
were any that interested here.

On at 9:56 a.m. resident #6 said the
facility provided bingo and crafts for activities and
that she was not encouraged 1o participate in the
planning of activities,

On at 10 AM, resident #3 said she
would assist with the crafts, she said on the
activities calendar her name is listed as being the
person in charge of the crafts. She said
sometimes the resident would show up for
activities and there would not be anyone to do the
activities with them, She said the person in
charge of the activities would be busy assisting
with care of the residents of the facility. She said
there were not activities 6 days a week 2 hours a
day as required

On at 10:08 a.m. resident #7 said the
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same.

On at 10:29 a.m. resident #8 said the
same.

On at 10:41 a.m. resident #9 said the
same.

Review of the posted activities calendar revealed
it was not dated and the listed activities for every
Monday, Tuesday and Wednesday was bingo and
crafts, every Friday was bingo, crafts, movie
night, every Thursday was beauty shop, every
Saturday was "TBA", and every Sunday was TV
church service.

Observations made on at 1:15 p.m.
revealed a group of residents were doing crafts.
Continued observations revealed bingo was not
played from 2 p.m. to 2:45 p.m., as was indicated
on the posted calendar.

On at 5:20 p.m. the activities director
said activities were games, crafts, and weekly ice
cream social. She said pre-covid there was live
entertainment and gardening. She said the
beauty shop activity consisted of nail care, which
is a grooming task. She said the reason the
activity calendar indicated TBA on Saturday was
because one of the caregiver's played bingo or
dominos with the residents in between providing
resident care. She said she also provided
resident care, so she fit the activities in whenever
she was not providing care. She said sometimes
the activities changed if the residents said they
wanted to do something different. Although she
provided documentation from resident councit
meetings, there was nothing documenied
regarding activity discussions with the residents.
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Continued From page 3

Class Ili

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007
{7) ELOPEMENT STANDARDS.
(@) i at Risk for .
All residents assessed at risk for elopement or
with any history of elopement must be identified
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
415.10561, 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
alt 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
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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. An immediate search of the facility and
prerises,

2. The identification of staff responsible for

H 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
facility in the event of an elopement.

{c} Facility Resident Elopement Drifls. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to conduct a minimum of two
resident elopement drills each year that included
the participation of alt administrators and direct
care staff.

Findings:
Arequest was made to review the facility's

documented elopement drills for both 2020 and
2021,
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Continued From page 5

An elopement drilf, dated , was provided
by the operations manager and the sign-in sheet
contained the names of the operations manager
and four other staff members who were ali
working at the time of the survey, including the
activities director, staff A and staff E.

During an interview with staff A and the activities
director on at 1:45 p.m., they both said
they signed the sign-in sheet during the
survey. Staff A could not remember if she did
participate in a drilf on and the activities
director said that she did.

During an interview with staff E on 11/16/21 at
1:50 p.m., she said she too signed the sign-in
sheet during the survey and that she did
participate in a drill on

On at 2:15 p.m. the administrator said
all of the staff who signed the sign-in sheet for the
drill conducted on did so during the
survey. She said the drill did take place on that
date but she could not find the sign-in sheet for it
so she had the staff sigh a new one during the
survey.

On at 2:30 p.m. the administrator
provided documentation of a drill that was dated

and said it was the only drill conducted
during 2020. The participants for that drill were
only the administrator, operations manager and
one other staff.

Class Ili
58A-36.008(5) FAC Medication - Records

{6) MEDICATION RECORDS.
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Continued From page 6

{a) For residents who use a pifl organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmagcy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
(b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of

ications or medication istration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as pt , or medication errors,
{c} For medications that serve as chemical

, the facility must, pursuant to Section

429.41, .S, maintain a record of the prescribing
physician’s annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
faciiity failed to ensure a Medication Observation
Record (MOR) was properly updated for 1 of 3
sampled residents who received assistance with
self-administration of medications (#3).

Findings:
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Continued From page 7

Review of resident #3's 1823 health assessment
form, dated , revealed the resident’s
diagnoses included
. ( ) .
[ N (G-
P and
and that the resident required

assistance with self-administration of
medications.

Review of the resident's MOR
revealed the following entries had a dash (-}
documented on the following dates:

Lo Powder, -
spray, Mapap-
.. . caltlight, side rails- .

The charting key indicated "-" meant "not
recorded.”

On at 3:20 p.m. the administrator
confirmed the findings and said the staff just
forgot to sign the MOR on those dates.

Class Ili

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) 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.
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Continued From page 8

Residents may also store their medication in their
rooms or apartments if either the room is kept
tocked 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
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

fol , except that a i
requiring refrigeration 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;
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Continued From page 9

3. Accessible to staff responsible for filling
pili- i assisting with self-admini
of or inisteri ication. 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) ication that has been di: i but
has not expired must be returned fo 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 return all
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
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 64816-28.870, FAC.
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This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facitity returned an active medication to the
pharmacy, which caused the medication to be
unavailable for 1 of 3 sampled residents who
received assistance with self-administration of
medications (#8).

Findings:

Review of resident #8's 1823, dated s
revealed the resident's diagnoses included
, lumbago with f
. s type 2,
. o and
the resident required assistance with
seff-administration of medications.

On at 10:29 a.m. the resident said there
was a weekend that she did not have her

fora and said a staff member said it
was mistakenly sent 1o the pharmacy. She
said because the pharmacy did not defiver
medications on the weekend she had to wait unti
Monday for it to be brought

Review of the resident's MOR
revealed an entry for 50-300-40
milfigrams (mg) one capsule by every eight
hours as needed for . Documentation
on the MOR indicated the resident took the
medication nearly every day however, a dose was
not taken between and

On at 5:30 p.m. the administrator
provided a drug disposition form that indicated
the resident's was sent to the pharmacy
on . The administrator said it was sent to
the pharmacy by mistake and was returmned to the
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facitity on . She said although the
resident said the pharmacy did not deliver over
the weekend, they did. However, there was no
documentation in the resident’s record to indicate
the facifity contacted the pharmacy to request that
the med be returned over that weekend,

Class Ili

59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

j as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
(c} If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an “as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any fimitations must be specified;
for example, “as needed for, , not to exceed 4

ADBS
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tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident’'s medication observation record. The
facliity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly

in the resident's icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
icati icati ini ion are filled

or refifled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. if the sample

A058
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or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in & container that bears a
iabel containing the following:

. Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

Directions for use; and,

. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

O hwN

o

This Statute or Rule Is not met as evidenced by:
Based on record reviews and interview, the
facitity failed to make every reasonable effort to
ensure a medication was refilled in a timely
manner for 1 of 3 sampled residents who
received assistance with self-administration of
medications (#8).

Findings:

Review of resident #8's 1823, dated
revealed the resident's diagnoses included
, lumbago with

type 2,

E Ve and
the resident required assistance with
seif-administration of medications.

Review of the resident’s and

MORSs revealed they both contained entries
for 1% gel 2 grams (gm} apply
, to affected area four times a day for
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and 100 mg one tablet
by at bedtime for .

Documentation on the MORs indicated the
was not available, "waiting on
pharmacy” or "waiting on order” on f f
and

The was "not in cart" or "waiting on
pharmacy” on f f and

On at 3:35 p.m. the administrator said
regarding the that it was around the
time of the cycled meds to be delivered from the
pharmacy so perhaps some were dropped and
therefore, there was not enough to fast untit more
were delivered. Regarding the . she
said the resident's , , with her |
provider had to be rescheduled to and
because that | provider would not refilt
meds until his patients were seen in the office,
the med ran out, She said she other staff
probabily did not contact the provider fo discuss
other options until the resident could be seen.
She could not provide an explanation for

and

Continued review of the resident's record
revealed it did not contain any documentation to
indicate the facility made any efforts to ensure the
meds were refilled prior to running out.

Class i

A078) 59A-36.010(2) FAC Staffing Standards - Staff
$8=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement

A058
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Continued From page 16

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
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annuat
examination requirement. 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 untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b}) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, 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
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Continued From page 16

chapter.

(c} All staff must comply with the training
requirements of rule 59A-36.011, FAC.

{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 o contractor will provide to residents.

{e) For facifities 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 staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 1 of 4 sampled staff
submitted a statement from a health care
provider documenting that the individual did not
have any signs and symptoms of communicable

within 30 days after beginning
employment (C).

Findings:

Review of staff C's personnel record revealed a
hire date of - The record did not contain a
statement from a health care provider
documenting that staff C did not have any signs
and symptoms of communicable

A078

On at 5 p.m. the administrator confirmed
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the record did not contain a statement and said
she thought the results of staff C's
met the requirement.

Review of the . report revealed it did
not contain the required statement,

Class Ili

429.52(1 & 7) FS; 59A-36.011( ) FAC Training
- Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservi i i
The facility must keep the signed statement in the
employee’s personnel record.

(7} Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011
{2) STAFF PRESERVICE ORIENTATION.

A078
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Continued From page 18

{a) Facilities must provide a preservice

orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection

(b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail provide or
arrange for the following in-service training to
facitity staff;
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
E .. -, may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum of 1 hour in-service
training within 30 days of employment that covers

A081
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Continued From page 19

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facifity.

2. Recognizing and reporting resident .

neglect, and . | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement response policies

and procedures.

2. All facifity staff shalt demonstrate an

understanding and competency in the

implementation of the elopement response

A081
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Continued From page 20

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facility failed to ensure 2 of 4
sampled staff received the required in-service
training as described in 59A-36.011( }FAC (B

Findings:

1. Review of direct care staff C's personnel
record revealed a hire date of . The record
did not contain documentation to indicate staff C
received a preservice orientation of at least 2
hours that covered, at a minimum, resident's
rights and the facility's license type and services
offered by the facility. There was no
documentation to indicate the staff member was
core frained to exempt her from the requirement.

Ir addition, the record did not contain
documentation to indicate staff C received a
minimurmn of 1 hour in-service training within 30
days of smployment that covered facility
emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

On at 5 p.m. the administrator confirmed
the findings and was unable to provide additional
documentation.

2. Personnel record review for staff B, a
caregiver, hired , revealed there was no
documentation to confirm before she interacted

A081

with the residents, she had received the required
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Continued From page 21

2-hour preservice training that included resident's
rights, the facility's license type and services
offered by the facility. The certificate was to be
signed by staff B and the administrator. There
was no documentation 1o indicate staff B was
core trained to exempt her from the requirement,

On at 4:50 PM, the administrator said
staff B did not received the required training.

Class Il

58A-36.012(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaifable for
review at:

maryDRIs/~
‘media/Fi ivity %20F ition/DRIs/New
%20 tal/SDR{%20Values %20 yTable
$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 18 or fewer residents,

A081
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standardized recipes are not required. Unless a
resident chooses to eat iess, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technictan
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
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provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.
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This Statute or Rule is not met as evidenced by:
Based on observations, menu review and
interview, the facility failed to post the correct
menu.

Findings.

Review of a posted menu revealed it was labeled
as week 4 and was dated

Observation of the lunch that was served for the
day on at 12:15 PM, revealed it did
not match what was posted to be served for
Tuesday. The administrator provided the menu
and said the menu in use was week 2 not week 4.

On at 12:30 PM the operations manager
confirmed the incorrect menu was posted.

Class

A161] 429.275(2) FS; 59A-36.015(2) FAC Records - At61
$5=B| Staff

429.275
{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

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

59A-36.015
{2) STAFF RECORDS.

AHCA Form 3020-0001
STATE FORM aw E61H1 §f continuation sheet. 25 of 33



Agency for Health Care

PRINTED: 12/09/2021

FORM APPROVED

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

AL11911279

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

11/16/2021

NAME OF PROVIDER OR SUPPLIER

8207 FORE:

GREEN TREE ASSISTED LIVING, LLC
ORLANDO,

FL 32810

STREET ADDRESS, CITY, STATE, ZIP CODE
ST CITY ROAD

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

A181

Continued From page 25

{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
i 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
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, FAC.
(c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
F.AC.

This Statute or Rule is not met as evidenced by:
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Based on personnel record reviews and interview,
the facility failed fo ensure the record for 1 of 4
sampled staff contained a copy of the

£ with

furnished {C).
Findings:
Review of staff G's record, who was hired on

, revealed the record did not contain an
D and

On at § p.m. the administrator confirmed
the findings and was unable o provide additional
documentation.

Class

A 167| 59A-36.018 FAC; 428.24 FS Resident Contracts A167
88=8
59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

(b} The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedute that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;
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Continued From page 27

{e) Any rights, duties, or . . _ of residents,
other than those specified in section 429.28, F.S,;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

(g} A refund policy that must conform to section
429.24(3)}, F.8,;

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if a facitity
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;

{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facifity;

{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facifity is licensed to provide, the resident or the
resident’s representative, or agency acting on the
resident’s behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facitity must refer the resident to the sociat
service agency for placement. If there is
disagreement regarding the appropriateness of
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placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4), of that rule;
{I) The facility's policies and procedures for
seif-administration, assistance with

i ion, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection (8) of that rule; and,
{m) The facility's policies and procedures related
to a properly executed DH Form 1896,

(2} The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
confract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative.

42924 FS
{1) The presence of each resident in a facility

A187
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shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ticensee and the resident or his or her designee
or legat representative. Each party to the contract
shail be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility all
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and " of the residents,
other than those specified in s. 429.28; and other
matters that the parties deern appropriate. A new
service or accommodation added fo, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:
{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
focated; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b} The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
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security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits.

(3){a) The contract shall include a refund policy to
be implemented at the fime of a resident's
transfer, discharge, or -

{b} If a licensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facility, or, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the faciiity.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facitity is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

{B} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

" imposed upon it by this part or rules
adopted under this part.

{8} In lieu of the provisions of this section,
facilities certified under chapter 651 shall comply
with the requirements of 5. 651.055.

{7} Notwithstanding the provisions of this section,
facilities which consist of 80 or more apartments
may require refund policies and termination
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notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's or relocation
dueto, ., hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shait be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or fike
residential units.

This Statute or Rule Is not met as evidenced by:
Based on contract review and interview, the
facitity failed to ensure a residency contract
included alf the requirements and accurate
information for 2 of 2 sampled residents (#8 and
#11).

Findings:

Review of the contracts for resident #8 dated
101252018 and for resident #11, who had an
updated contract that was dated, revealed their
contracts noted the following information
regarding a refund that was not accurate as
foliows:

If Green Tree stops operating the Community as
an assisted living facility, any refund owed to you
shail be paid within ten (30) days of the date that
Green Tree terminates such operation. {(The
contract noted both 10 and 30 days).

Per 429.31 (3) F.S. the correct requirements are
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as follows:
All charges shall be prorated as of the date on
which the facility discontinues operation, and if
any payments have been made in advance, the
payments for services not received shall be
refunded to the resident or the resident's
guardian within 10 working days of voluntary or
involuntary closure of the facility, whether or not
such refund is requested by the resident or
guardian.
Further review of their contracts revealed there
was no documentation to confirm whether the
facitity was affiliated with any religious

izations and if so, which ization and its
relationship to the facility.
The contract did not include that if after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
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.

On at 3 PM, the operations manager
confirmed the findings.

Class
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