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408.804 FS License Required; Display

408.804 License required; display.-

{1} Itis unlawful to provide services that require
ficensure, or operate or maintain a provider that
offers or provides services that require licensure,
without first obtaining from the agency a license
authorizing the provision of such services or the
operation or maintenance of such provider.

{2) Alicense must be displayed in a conspicuous
place readily visible to clients who enter at the
address that appears on the license and is valid
only in the of the licensee to whom it is
issued and may not be sold, assigned, or
otherwise transferred, voluntarily or involuntarily.
The license is valid only for the licensee, provider,
and location for which the license is issued.

{3) Any person who knowingly alters, defaces, or
falsifies a license certificate issued by the agency,
OF causes or procures any person to commit such
an offense, commits a misdemeanor of the
second degree, punishable as provided in s.
775.082 or s. 775.083. Any licensee or provider
who displays an altered, defaced, or falsified
ficense certificate is subject to the penalties set
forth in 5. 408.815 and an administrative fine of
$1,000 for each day of illegal display.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the facility
offered services that require ficensure without first
obtaining from the agency a license authorizing
the provision of such services or the operation or
maintenance of such provider.

Findings include:

On , at approximately 9:11 AM,
observed signage in the facility s lobby
advertising skilled nursing services.
{Photographic evidence obtained).
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In an interview on at12:51 PM, the

facility ' s administrator stated, "We don ' t provide

skilled nursing. We are an ALF. We have a

third-party company that comes in to provide that.

We will have the sign taken down."

Unclassified
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Initial Comments.

A third revisit for a Change of Ownership survey
and two compliant investigations (complaints
numbered 2020019654 & #2020017280) was
conducted from through

at Courtyard Plaza. There were deficiencies
identified at the time of the survey.

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

59A-36.007

{8) 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
415.1051, 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
alt residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of

A 000}

{A032}
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Continued From page 1

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

atrisk 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
premises,
2. The identification of staff responsible for

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 Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to follow its policies and procedures
regarding elopement and develop an elopement
preventive plan for eight out of thirty-one sampled
staff (J,U,ZAA BB,CC,DD,and EE).
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Continued From page 2

Findings Included:

A review of the facility's record showed
Resident#44 had eloped from the facility twice on

.and and Resident#43 had
eloped and had not returned. After the multiple
elopements, the facility mandated all staff
member were retrained on the facilities’ policies
and procedures regarding elopement.

A review of the facility's record showed the facility
conducted an 3-hour Elopement training on

. it showed staff from the morning
(10:00am) and the staff from the Afterncon
{2:00pm) have completed the training. A review of
the facifity's record showed the overnight staff
had not completed training as . At 12:25pm,
the Administrator stated the overnight had not
taken elopement training as of yet. She stated," |
haven't had the chance to come overnight to
conduct the training to the staff *.

A review of the facility's record showed at least
eight staff ( Staff J U,Z, AA, BB,CC, DD, and EE)
had not been retrained on the facility's policies
and procedures regarding elopement.

A review of the facility's record showed no
documentation showing the facility conducted an
Elopement procedures on . The log did
not state that the resident received an elopement
drill was a part of the training.

Class Il

59A-36.018 FAC; 429.24 FS Resident Contracts

59A-36.018 Resident Contracts.
{1) Pursuant to section 429.24, F.S., the facility

{A032)

A187
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Continued From page 3

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 areference 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;

(e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.
{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.S.;

{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a faility
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 retumning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
faciiity 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;

A187
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Continued From page 4

{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facitity;
{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facitity 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 social
service agency for placement. If there is
disagreement regarding the appropriateness of
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;
{) The facility's policies and procedures for
self-administration, assistance with

if-admi 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 o subsection {8) of that rule; and,
{m) The facility’s policies and procedures related
to a properly executed DH Form 1898,

{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

A187
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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 fo residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommedations 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
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
shall 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 deem appropriate. Anew
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.

A187
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Whenever money is deposited or advanced by a
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
iocated; 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 shall, 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
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 time of a resident's
transfer, discharge, or .

(b} If a ficensee agrees to reserve a bed fora
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 facility.
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, inciuding any
advance payment for housing, meals, or personal
services, shall be covered in the contract.
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{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

(5} 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,
facitities certified under chapter 51 shall comply
with the requirements of s. 651.065.

{7} Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. Alease 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 iike
residential units.

This Statute or Rule is not met as evidenced by:
Based on record review and the interview, the
facifity failed to provide at least 30 days' written
notice before a rate increase for four out of 52
sampled residents (Resident #17. # 46, #51 and

A187
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#52.

Findings included:

increase letter dated

effective on
was given.

increase dated

Class Il

Areview of Resident #17's record showed a rent

. The rent was to

increase from $1900.00 to $2500.00 per month

, 15 days after the notice

A review of Resident #46 and Resident #51
records showed a rent increase letter dated

. The rent was increased from
$1800.00 to $2500.00 per month effective on

1 15 days after the notice was given.

Areview of Resident #52's record showed a rent

. The rent was to

increase from $2450 to $2500 effective
, 16 days after the notice was given.

On at 1:19 PM, the Administrator
stated that "The last administrator sent the notice
to the residents regarding the rent increase last
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