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Initial Comments.

A Generator monitoring was conducted at
Alfonso's ALF Inc. on . A deficiency
was identified at the time of survey.

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3} PLAN IMPLEMENTATION.
(a) Al staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facifity must request assistance
from local law enforcement or emergency

in

communication.

This Statute or Rule is not met as evidenced by:
Based on interview and observation the facility
was unable to implement the emergency
management plan.

Findings as follow:

On at 9.30 AM when Staff present in
facility was requested to start the generator she
stated "The generator is not working, a technician
make some work on it but it didn't start, the
Administrator stated was going to buy a new
one".

at 9.32 AM the Administrator
stated "the technician was in the facility a week
earlier for maintenance and generator did not
start so 1 decided to buy a new one today".

On at 9:35 AM, observed in a storage
room in the patio secured with a chain and a lock,
a portable generator Predator 3200 running
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