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Initial Comments.

A re-licensure survey was conducted at Two
Sisters Retirement Home inc on

- Deficiencies were identified at the
time of the survey.

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
designes 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 fo treat the
condition.

59A-36.007 Resident Care Standards.

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
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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 record review and interview, the facility
failed to provide adequate supervision to prevent
multiple for one out of six {Resident #1}
sampled residents. Resident #1 two times
within four months. The facility also failed to put
interventions in place to prevent the recccurrence
of the muitiple by Resident #1.

Findings included:

A review of a hospital record dated

showed Resident #1 was admitted to the hospital
due to a complaint abouta . The resident had

redness to mid- along the and | in

the lower area. The resident was
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diagnosed with a p
and hematoma of the

Acreview of the resident’s record showed
Resident #1 was admitted on . The
health assessment done on showed
the resident was diagnosed with

, Type 2,

, gait disturbance, recurrent .
, ' , Acute
, . The physician
indicated the resident was awake, alert, oriented
to person only, and had memory loss. The
resident needed assistance with ambufation,
bathing, _» eating, grooming, toileting, and
transferring. Resident #1 was on special
precautions for . Observation log dated

showed Resident #1 tried to getup
and . The resident was transferred to the
hospital for an examination. The resident's
daughter reported the resident looked fine and
that no was found. The resident returned
to the facility the same day. On the
resident was having breakfast seating in the
dining room when she lost her balance and . to
the left side. lost her balance. The resident's
daughter reported the resident was fine and no

was found. The resident returned to the

facitity the same day.

The facifity did not have documentation of any
interventions put in ptace to prevent the
reoccurrence of the multiple by Resident #1.

Interview conducted on at 1:15 PM,
the administrator confirmed the findings.
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429.27(2) FS; 59A-36.013(3) FAC Fiscal « Surety
Bonds

429.27
{2} Afacility, or an owner, administrator,
employee, or representative thereof, may not act
as the guardian, trustee, or conservator for any
resident of the assisted living facility or any of
such resident's property. An owner, administrator,
or staff member, or representative thereof, may
not act as a competent resident's payee for social
security, veteran's, or railroad benefits without the
consent of the resident. Any facility whose owner,
ini , ot staff, or repi ive thereof,
serves as representative payee for any resident
of the facility shalt file a surety bond with the
agency in an amount equal to twice the average
monthly aggregate income or personat funds due
to residents, or expendable for their account,
which are received by a facility. Any facility whose
owner, administrator, or staff, or a representative
thereof, is granted power of attorney for any
resident of the facility shall file a surety bond with
the agency for each resident for whom such
power of attorney is granted. The surety bond
shail be in an amount equal to twice the average
monthly income of the resident, plus the value of
any resident's property under the controi of the
attorney in fact. The bond shall be executed by
the facifity as principat and a licensed surety
company. The bond shall be conditioned upon
the faithful compliance of the facility with this
section and shall run to the agency for the benefit
of any resident who suffers a financial loss as a
result of the misuse or misappropriation by a
facitity of funds held pursuant to this subsection.
Any surety company that cancels or does not
renew the bond of any licensee shall notify the
agency in writing not less than 30 days in
advance of such action, giving the reason for the
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cancellation or nonrenewal. Any facility owner,

ini , or staff, or rep: ive thereof,
who is granted power of attorney for any resident
of the facility shall, on a monthly basis, be
required to provide the resident a written
statement of any transaction made on behalf of
the resident pursuant to this subsection, and a
copy of such statement given to the resident shaif
be retained in each resident's file and available
for agency inspection.

59A-36.013

{3) SURETY BONDS. Pursuant to the
requirements of section 429.27(2), F.8.

{a) For entities that own more than one facility in
the state, one surety bond may be purchased to
cover the needs of alf residents served by the
entiies.

{b) The following additional bonding requirements
apptly to facilities serving residents receiving

1. I serving as representative payee for a
resident receiving , the minimum bond
proceeds must equal twice the value of the
resident’s monthly aggregate income, which must
include any supplemental security income or
social security . income plus the
payments, including the personal needs
allowance.

2. If holding a power of attorney for a resident
receiving , the minimum bond proceeds
must equal twice the value of the resident's
maonthly aggregate income, which must include
any supplemental security income or social
security . income; the payments,
including the personal aliowance; plus the vaiue
of any property belonging to a resident held at the
facitity,

{c} Upon the annual issuance of a new bond or
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continuation bond, the facility must file a copy of
the bond with the Agency Central Office,
This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
provider failed to have a surety bond with the
minimum bond proceeds that equal twice the
value of the resident's monthly aggregate income
for one out of six (Resident #6) sampled
residents.
Findings include:
Areview of the facility's record revealed the
facility was the payee for Residents #6.
On at 1:15 PM, the Administrator
stated the facility did not have the surety bond.
Class Il
AHCA Form 3020-0001
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Initial Comments.

A re-licensure survey was conducted at Two
Sisters Retirement Home inc on

- Deficiencies were identified at the
time of the survey.

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
designes 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 fo treat the
condition.

59A-36.007 Resident Care Standards.

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
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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 record review and interview, the facility
failed to provide adequate supervision to prevent
multiple for one out of six {Resident #1}
sampled residents. Resident #1 two times
within four months. The facility also failed to put
interventions in place to prevent the recccurrence
of the muitiple by Resident #1.

Findings included:

A review of a hospital record dated

showed Resident #1 was admitted to the hospital
due to a complaint abouta . The resident had

redness to mid- along the and | in

the lower area. The resident was
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diagnosed with a p
and hematoma of the

Acreview of the resident’s record showed
Resident #1 was admitted on . The
health assessment done on showed
the resident was diagnosed with

, Type 2,

, gait disturbance, recurrent .
, ' , Acute
, . The physician
indicated the resident was awake, alert, oriented
to person only, and had memory loss. The
resident needed assistance with ambufation,
bathing, _» eating, grooming, toileting, and
transferring. Resident #1 was on special
precautions for . Observation log dated

showed Resident #1 tried to getup
and . The resident was transferred to the
hospital for an examination. The resident's
daughter reported the resident looked fine and
that no was found. The resident returned
to the facility the same day. On the
resident was having breakfast seating in the
dining room when she lost her balance and . to
the left side. lost her balance. The resident's
daughter reported the resident was fine and no

was found. The resident returned to the

facitity the same day.

The facifity did not have documentation of any
interventions put in ptace to prevent the
reoccurrence of the multiple by Resident #1.

Interview conducted on at 1:15 PM,
the administrator confirmed the findings.
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429.27(2) FS; 59A-36.013(3) FAC Fiscal « Surety
Bonds

429.27
{2} Afacility, or an owner, administrator,
employee, or representative thereof, may not act
as the guardian, trustee, or conservator for any
resident of the assisted living facility or any of
such resident's property. An owner, administrator,
or staff member, or representative thereof, may
not act as a competent resident's payee for social
security, veteran's, or railroad benefits without the
consent of the resident. Any facility whose owner,
ini , ot staff, or repi ive thereof,
serves as representative payee for any resident
of the facility shalt file a surety bond with the
agency in an amount equal to twice the average
monthly aggregate income or personat funds due
to residents, or expendable for their account,
which are received by a facility. Any facility whose
owner, administrator, or staff, or a representative
thereof, is granted power of attorney for any
resident of the facility shall file a surety bond with
the agency for each resident for whom such
power of attorney is granted. The surety bond
shail be in an amount equal to twice the average
monthly income of the resident, plus the value of
any resident's property under the controi of the
attorney in fact. The bond shall be executed by
the facifity as principat and a licensed surety
company. The bond shall be conditioned upon
the faithful compliance of the facility with this
section and shall run to the agency for the benefit
of any resident who suffers a financial loss as a
result of the misuse or misappropriation by a
facitity of funds held pursuant to this subsection.
Any surety company that cancels or does not
renew the bond of any licensee shall notify the
agency in writing not less than 30 days in
advance of such action, giving the reason for the
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cancellation or nonrenewal. Any facility owner,

ini , or staff, or rep: ive thereof,
who is granted power of attorney for any resident
of the facility shall, on a monthly basis, be
required to provide the resident a written
statement of any transaction made on behalf of
the resident pursuant to this subsection, and a
copy of such statement given to the resident shaif
be retained in each resident's file and available
for agency inspection.

59A-36.013

{3) SURETY BONDS. Pursuant to the
requirements of section 429.27(2), F.8.

{a) For entities that own more than one facility in
the state, one surety bond may be purchased to
cover the needs of alf residents served by the
entiies.

{b) The following additional bonding requirements
apptly to facilities serving residents receiving

1. I serving as representative payee for a
resident receiving , the minimum bond
proceeds must equal twice the value of the
resident’s monthly aggregate income, which must
include any supplemental security income or
social security . income plus the
payments, including the personal needs
allowance.

2. If holding a power of attorney for a resident
receiving , the minimum bond proceeds
must equal twice the value of the resident's
maonthly aggregate income, which must include
any supplemental security income or social
security . income; the payments,
including the personal aliowance; plus the vaiue
of any property belonging to a resident held at the
facitity,

{c} Upon the annual issuance of a new bond or
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continuation bond, the facility must file a copy of
the bond with the Agency Central Office,
This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
provider failed to have a surety bond with the
minimum bond proceeds that equal twice the
value of the resident's monthly aggregate income
for one out of six (Resident #6) sampled
residents.
Findings include:
Areview of the facility's record revealed the
facility was the payee for Residents #6.
On at 1:15 PM, the Administrator
stated the facility did not have the surety bond.
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