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Initial Comments.

A generator monitoring survey was conducted on
at Nursing Care by Angels. Deficiencies
were identified at the time of visit.

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 Observation, record review, and
interview the facility failed to have staff available
to effectively and immediately operate and
maintain the alternate power source.

Findings:

On at Qam a tour for generator
monitoring was conducted with the owner. The
owner was observed removing the tarp that
covered the 2 generators. The generators were
affixed to a concrete slab next to the house. After
removing the tarp and walking around the
generators, she said she was unable to start the
generators. She said she did not know how. Only
the administrator could do that. She said the
administer was not available at the time of the
survey because he was at work. The owner
attempted to call someone who could start the
generators but was unsuccessful.
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