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408.806(7)(d} FS Attempted Inspection

{d) If a provider is not available when an
fon is the ication shall be

deried.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to be available when an inspection was
attempted.

Findings:

On at 9:08am the agency
representative arrived at the facility to conduct a
re-ficensure survey. The front door to the facility
was answered by staff A, she said the
administrator was not available.

On at 9:20am the owner arrived. An
entrance conference was conducted, and the
purpose of the survey was discussed. She said
she was not going to participate in a survey
because she was not ready. She said she had not
itted an ication because her
did not work. She also said she had to take a
resident to the doctor. She said the administrator
would not be available.

Unclassified
Initial Comments
Are-licensure survey was attempted on

at Aging Home Paradise. A deficiency was
identified at the time of survey.
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