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Initial Comments.

A standard biennial survey and a generator
monitoring were conducted at Carolina's Care
Center Corp #ili on . The provider had
deficiencies identified at the time of the visit.

59A-36.004 FAC Licensure - Reguirements

59A-36.004 License Requirements.
(1) SERVICE PROHIBITION. An assisted living
facitity may not represent that it provides any
service other than a service for which itis
ficensed to provide.
(2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPRCVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prier approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as
ion of i with i fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.AC.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL, A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 59A-36.005, F.A.C.
{4} CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property”
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means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be fo include iti i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part i, 429, Part |, F.S. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

(5) PROOF OF INSPECTIONS, A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
fater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Chapter 408,
part #, and Section 428,14, F.S., and rule
Chapter 59A-35, FA.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upoen request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have documentation of compliance with
the annual fire inspection.

Findings included:

Review of facility records showed the facility's last
fire inspection was conducted on and
was not approved.

On at 1:33 PM, the Administrator
stated that the fire inspection was not approved
due to tack of documentation for fire drilfs.
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However, she had completed the fire drills, but
they had not come for the re-inspection.

Class llf

A 054) 59A-36.008(5) FAC Medication - Records A054
88=D
(5) MEDICATION RECORDS,

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the Issuing
pharmacy, 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
oations or medicati nistration. 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 recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain an accurate daily medication
observation record (MOR) for each resident who
receives assistance with seif-administration of

oations or medicati nistration that
include any known . the resident may
have for one out of three sampled residents
(Resident £2).

Findings included:

Review of Resident #2's MOR showed that
Resident #2 had been identified as with "No
Known Drug . . Further review of
Resident # 2's health assessment completed
revealed that Resident #2 had

to,
On at 1:48 PM, the Administrator
acknowledged that the MOR was not accurate.

Class Ili

A Q95 59A-36.012(4) FAC Food Service -
$8=D | Food Service

{4) FOOD SERVICE. When food
service is by the facility, the facility
must ensure that the food service

meets all dietary standards imposed by this rule
and is adequately protected upon delivery to the
facility pursuant to subsection 64E-12.004(4),
F.A.C. The facility must maintain:

(a} A copy of the current contract between the
facility and the food service contractor.

{b} A copy of the annually issued certificate or
ficense authorizing the operation of the food
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service contractor issued by the applicable
regulating agency. The license or certificate must
provide documentation of the food service
contractor's compliance with food service
regulatory requirements.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have documentation of the food service
confractor's compliance with food service
regulatory requirements.

Findings included:

Review of facility records showed a contract
between the facility and a catering company
dated with no expiration date for food
service, Further review showed no documentation
of the catering company's food service
inspection.

On at 1:33 PM, the Administrator
stated that she would contact the company to
request the current food service inspection.

Class Il

A 167| 59A-36.018 FAC; 429.24 FS Resident Contracts
88=D
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
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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.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.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;

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

{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
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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

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 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
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
contfract. An addendum must be added to the
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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.
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 Jocated, if possible,
in the same community in which the facifity is
focated; shall be kept separate from the funds

AHCA Form 3020-0001
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and property of the facifity; may not be
represented as part of the assets of the facllity 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 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 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.

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

{6} Neither the contract nor any provision thereof
relieves any licensee of any requirement or
imposed upon it by this part or rules
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Continued From page 9

adopted under this part.

{6} In lieu of the provisions of this section,
facitities certified under chapter 651 shall comply
with the requirements of s. 651.0565.

{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 interview, the facility
failed to offer a contract for execution by the
resident or the resident's legal representative
before or at the time of admission that contain the
daily, weekly or monthly rate for three out of three
sampled residents (Residents #1, #2, #3).

Findings included:
A review of the facility's admission and discharge

iog showed that Resident #1 was admitted on
, Resident #2 was admitted on

A187
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Continued From page 10

and Resident #3 was admitted on

Acreview of Resident #1's record showed the
resident agreement was signed by the resident's
fegal guardian and the facility administrator on

. Further review showed that the
rate/fee schedule section was left blank.

A review of Resident #2's record showed the
resident agreement was signed by the resident
and the facility administrator on

Further review showed that the rate/fee schedule
section was left blank.

Areview of Resident #3's record showed the
resident agreement was signed by the resident
and the facility administrator on

Further review showed that the rate/fee schedule
section was left biank.

On at 1:48 PM, the Administrator
acknowledged that the resident's facility contracts
did not include the rate.

Class Il

429.075(1) FS; 59A-36.011(8) FAC LMH -
Training

429.075

{1} To obtain a limited mental health license, a
facitity must hold a standard ficense as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mentat
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of

A187

AL243
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no less than 6 hours refated to their duties. This
designation may be made at the time of initia}
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part |l of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011
{9} LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental heaith facility, must
receive the following training:
1. Aminimum of 8 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 8 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility,
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for ini
managers pursuant fo section 428.52(5), F.8.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
enline, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
{1} Mental health needs, services, behaviors and
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appropriate interventions;
(1) Resident progress in achieving treatment
goals;
{11y How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection wili satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(6}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
o & months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

(a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that two out of six sampled staff
completed a minimum of 8 hours of specialized
training in working with individuals with mentat
health diagnoses within 6 months of employment
{Staff C and Staff D).

Findings included:

AL243
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Review of Florida Health Finder database
revealed that the facility had a license with a
fimited mental health speciaity component.

Personnel records review for Staff C and Staff D
showed no documentation that the employees
had completed a minimum of 6 hours of
specialized training in working with individuals
with mental health diagnoses. Staff C's hire date
was, and Staff D's hire date was

On at 1:48 PM, the Administrator
acknowledged that the employees’ training
certificates were not on file.
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