Agency for Health Care

PRINTED: 10/28/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11911313

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

09/13/2022

NAME OF PROVIDER OR SUPPLIER

1759 ALAB,

ALABAMA OAKS OF WINTER PARK

STREET ADDRESS, CITY, STATE, ZIP CODE

AMA DRIVE

WINTER PARK, FL 32789

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

o]
PREFIX
e

(xe
COMPLETE
DATE

Cz813|

A 00O|

59A-35.090(3)(c), FAC Results of Screening &
Notification in File

59A-35.080 Background Screening.

(3} Results of Screening and Notification.

{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 53A-36.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on personnel record review, review of the
Background Screening {BGS) Clearinghouse
website and interview, the facility failed to obtain 1
of 3 sampled staff (B} notification results for Levet
2 Background eligibility maintained in the record.

Findings:

Med Tech staff B's record revealed hire date

. The last Level 2 background eligibility
results dated {expired) was in the
record. There was no documented evidence of an
updated Level 2 background eligibility results in
the file.

On at 1 PM, reviewed the Background
Screening (BGS) Clearinghouse website showing
that Med Tech staff B's Level 2 background
eligibility was current dated

On at 1:30 PM, an interview with the
Assistant Administrator confirmed the findings.

Unclassified
Initial Comments

Asix {6) month survey and generator monitoring
were conducted at Alabama Oaks of Winter Park
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A000 | Continued From page 1 ADB0
Assisted Living Facility on . The
provider had deficiencies at the time of the survey
visit.
A008| 429.26(. ) FS; 59A-36.006(2) FAC Admissions - A008

85=D | Health Assessment

429.26

{5) Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does net guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facliity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been
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through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facitity. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

ivi has been by a p! iatrist,
clinical psychologist, clinical social worker, or
L, nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facllity.
An i upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as a8 mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
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needs of the resident and advise the operator

whom to call should problems arise. The

Department of Children and Families shall advise

and assist the facility administrator when the

special needs of residents who are recipients of
e require such

assistance.

59A-36.006

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
~to- medical examination completed by a

health care practitioner as specified in either

paragraph (a} or (b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or . . services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

. ' or any other
communicable , which are likely to be
fransmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be metin
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an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

(b} When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , 1 which is
incorporated by reference and avallable online at:
http:/iwww flrules.org/Gateway/reference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AMCA Form
1823 is used, the form must be completed as
instructed.

1. )f the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c} Medicat examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
(d} An assessment that has been conducted
through the Comprehensive, Assessment,
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Review and Evaluation for L.ong-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.8. and this rule.

{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

, .. or therapeutic diets, may be attached to
the health assessment. A health care practitioner
may attach a DH Form 1896, Florida

Form, for residents who do not
wish . . to be
administered in the case of or .., .
{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Famifies pursuant to Section 415.105 or
415.1051, F.8,, is exempt from the examination
requirernents of this subsection for up to 30 days.
However, a resident ascepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to obtain a completed 1823
Health Assessment, AHCA Form from the
healthcare provider for 2 of 2 sampled residents
{#14 and #17) as required.

Findings:

1. Resident #14's record revealed an admission
date of . There was no admission 1823
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Health Assessment in the record to review.

2. Resident #17's record revealed an admission
date of . The original 1823 Health
Assessment was not dated by the healthcare
provided when completed. The date was missing
on page 3, where the healthcare provider signed
the form. His medical issues listed as B

. vand . He needs

with self- ini ion of i

and with all activities of daily fiving (ADLs). He
was recently admitted onto Hospice care

{Photographic Evidence Obtained)

On at 1 PM, an interview with the
Assistant Administrator confirmed the findings.

Class i

59A-36.011(6) FAC 429.52(6), FS Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{8) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the

if- ini jon of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i inistration, and of

A008
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Continued From page 7

medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

(b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability tor

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and | ., . and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain dlarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of stich orders;

AD084
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e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefitied by the
T by taking the i inits

previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with B
jUsea to perform
testing;
k. Assist residents with
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove
hosiery;
m, Placement and removal of
excluding the removal of the
maniputation of the site; and,
n. Measurement of . s
temperature, and | rate,
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 bours of
continuing education training on providing

i with self- ini icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided onfine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

stockings and

, bags,
or

rate,
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successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs {6)}(0)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that 3 of 3 sampled
staff (A, B & C) completed the 2 hours annual
continuing education training on providing

with self- ini of
& safe medication practices in an assisted living
facitity.
Findings:

1. Med Tech staff A’s record revealed a hire date
of . She was observed working and
scheduled today for the 1st shift SAM-9PM. There
was no documented evidence that the 2 hours
annual update training in medication assistance
was completed for 2022. The last 2-hour annual
update training was completed on (last
year).
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2. Med Tech staff B's record revealed a hire date
of . She was aiso observed working
and scheduled today for the 1st shift SAM-OPM.
There was no documented evidence that the 2
hours annual update training in medication
assistance was completed for 2022. The last
2-hour annual update training was completed on
(tast year).

3. Med Tech staff C's record revealed hire date
. She completed her initial 6 hours

training in assistance with self-administration of
medications on that expired on

. She was scheduled to work tonight's
overnight shift 9PM-GAM. There was no
documented evidence that the 2 hours annual
update in icatit i was
after

On at 1:45 PM, an interview with the
Assistant Administrator confirmed the findings.

Class Il

A 085
88=D

58A-36.011(7) FAC Training - Nutrition & Food
Service

(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or

AD084

A085
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health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facitity failed to ensure that the person
designated responsible for the facility’s food
service and day to day supervision (A) completed
a minimum of 2 heurs annually for continuing
education in topics pertinent to nutrition and food
service in an Assisted Living Facility.

Findings:

On at 11:30 AM, an interview with Med
Tech A who was left in charge and stated that she
oversees all food services in the assisted fiving
faciiity, including menu planning with residents,
meet with the registered dietician annually and
supervise alf staff preparing, cooking, and serving
meals to the residents every day.

Med Tech staff A's record revealed a hire date of
. The last 2-hour annual food and
nufrition training was completed last year on
. There was no documented evidence
that the 2-hour food and nutrition training was
completed for 2022,

On at 1:45 PM, an interview with the
Assistant Administrator confirmed the findings.

Class Il

59A-36.011(10) FAC Training - ADRD

(10) AND RELATED

{"ADRD") TRAINING

A08BS

A086
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REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facliity staff receive the following training.

{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | and |

shail satisfy this requirement. Facitity staff who
meet the requirements for ADRD training

providers under {g) of this

will be considered as having met this
requirerment. Inftial training, entitted ™

and Related Level | Training,”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of
3. Communicating with residents with
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
(b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facitity and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
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and Related Levet il Training,” within 9
months of employment. Fagcility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.
and Related Level

Il Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
(d} A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with 's and Refated

J“ dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000.
{e) Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.8. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F 8., and subsection
(1) of this rule, or 3 of the & hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3) months of
employment. "incidental contact” means all staff
who neither provide direct care nor are in regular
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contact with such residents.
(g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized fraining program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with

or related

{h) With 1o req in

{g). a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:

Based on personnel record review and interview,

the facitity failed to ensure that 2 of 2 sampled

staff (A and B) completed the annual 4 hours
and Related

(ADRD) update training as required.

Findings:

1. Med Tech staff A's record revealed a hire date
of . The tast 4-hour update

training was completed on . There was
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no documented evidence that 4 hours of
training update was completed for
2022.

2. Med Tech staff B's record revealed a hire date

of . The last 4 hours update

training was completed on . There was

no documented evidence that 4 hours of
training update was completed for

2022,

On at 1:45 PM, an interview with the
Assistant Administrator confirmed the findings.

Class Il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electricat and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. fto ensure easy access by the resident,

2. Acloset or wardrobe space for hanging
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clothes,

3. Adresser, or other furniture designed for
storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor
tamp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate
keys to resident bedrooms 1o be used in the
event of an emergency.

(d} Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to fix the broken doorbell on the secured
outside gate for any visitors trying fo enter the
assisted living facility.

Findings:

Observation on at 11 AM, upon trying
to enter the facility, the secured outside gate
doorbell was broken and could not ring to notify
staff. Furthermore, there was no signage outside
at the gate to reference the facility's telephone
number to call to let staff know visitors were
waiting outside. A vendor contractor was working
on the outside of the house and happened to
walk by and was asked if he could get a staff
inside to let me inside the gate to enter the
facitity.

{Photographic Evidence Obtained)
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On at 1:30 PM, an interview with the
Assistant Administrator confirmed the finding.

Class Ili

59A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally authorized entity. if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1} FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge fog
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to retum pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

A152
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{c} Aleg listing the names of al temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

(e} The facility's liability insurance policy required
in rule 59A-36.013, FAC.

{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rute 59A-36.006, F.A.C.
() If the facility advertises that it provides special
care for persons with s or
related . a copy of alf such facility
advertisements as required by section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, FA.C.

{i) Alt food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

(k) Al fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to section 428.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years.

(1) All sanitation inspection reports issued by the
county health depariment pursuant to section
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381.031, F.S., and chapter 64E-12, FAC.,
igsued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on review of the facility’s admission &
discharge and interview, the facility failed to
ensure the admission & discharge log was up to
date as required.

Findings:

Reviewed the facility's admission & discharge log
revealed that the fog was not updated and
accurate. There were 3 residents newly admitted
and 3 residents discharged from the facility
recently.

1. Resident #6 was admitted to the facility on
and discharged on tothe
hospital for

2. Resident #7 was admitted to the facility on
and discharged on to live at
another assisted living facility.
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3. Resident #8 was admitted to the facility on
and discharged on 1o live at
the sister facility of this facility.

4. Resident #15 was admitted to the facility on
5. Resident #16 was admitted to the facility on
6. Resident #17 was admitted to the facility on
{Photographic Evidence Obtained)

On at 1:45 PM, an interview with the
Assistant Administrator confirmed the findings.
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