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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
(1} Alicensee required by authorizing statutes
and agency rufe to have a comprehensive

plan must g a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the locat

management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
(¢} Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compl sive gl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3){a} An inactive license may be issued to a
ficensee subject to this section when the provider
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Continued From page 1

is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently ficensed,

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees, Upen agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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Continued From page 2

approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
failed to provide evidence of a submmitted
Compi i o] R Plan.
(CEMP)

Findings included:

A review of the facility records on
revealed no evidence of an approved or recent
submission of a CEMP.

These findings were confirmed during an
interview with the Administrator on at
9:27am. The Administrator stated the Owner is
waiting to submit the Emergency Power Plan,
because they have not paid for the transportation.
The Administrator agreed a CEMP should be on
file with the Change of Ownership.

Unclassified

Initial Comments

A change of ownership survey in conjunction with
a generator monitoring survey was conducted at
Aurora Garden Care, LLC. on .
Deficiencies were identified at the time of survey.

59A-36.003(2) FAC; 429.12(1) FS Licensure -
Change of Ownership (CHOW)

59A-36.003
{2) CHANGE OF OWNERSHIP, In addition to the
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requirements for a change of ownership
contained in Chapter 408, Part Il F.S,, Section
429.12, F.8., and rule Chapter 58A-35, FAC,,
the following provisions refating to resident funds
apply pursuant to Section

42927, F.8.;

{a) At the time of transfer of ownership, alf
resident funds on deposit, advance payments of
resident rents, resident security deposits, and
resident trust funds held by the current licensee
must be transferred to the applicant. Proof of
such transfer must be provided to the agency at
the time of the agency survey and before the
issuance of a standard license. This provision
does not apply to entrance fees paid to a
continuing care facility subject fo the acquisition
provisions in Section 851.024, F.S.

(b} The transferor must provide to each resident
a statement detailing the amount and type of
funds held by the facility and credited to the
resident.

{c) The transferee must notify each resident in
writing of the manner in which the transferee is
holding the resident’s funds and state the name
and address of the depository where the funds
are being heid, the amount held, and type of
funds credited.

429.12 Sale or transfer of ownership of a
facitity -1t is the intent of the Legislature to protect
the rights of the residents of an assisted living
facitity when the facility is sold or the ownership
thereof is transferred. Therefore, in addition to the
requirements of part || of chapter 408, whenever
a facility is sold or the ownership thereof is
transferred, including leasing:
{1) The transferee shall notify the residents, in
writing, of the change of ownership within 7 days
after receipt of the new license.
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This Statute or Rule is not met as evidenced by:
Based on interview, the facility failed to notify
Residents and/or their family members/legal
representatives in writing of the change of
ownership within 7 days of receipt of the facility's
provisional license.

Findings included:

A review of the facility’s license conducted on
revealed a provisional license with an
effective date of

An interview with the Administrator at 2:48pm on

revealed that the facility had not
notified the Residents and/or their family
members/legal representatives in writing of the
change of ownership within 7 days of the receipt
of the new provisional license. Administrator
further confirmed there were no change of
ownership notification letters found in any
Resident files.

Class Il

59A-36.011(7) FAC Training - Nutrition & Food
Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie 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
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from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ticensed dietician, registered dietary technician or
heaith 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 record review and interview, the facility
failed to identify and /or provide proof of required
education for the food designee (Administrator).

Findings included:

The review of Administrator record revealed no
evidence of minimum of 2 hours continuing
education in topics to pertinent nutrition and food
service in an assisted living facility.

Interview with the Administrator on at
12:51pm she agreed that she does not have the
required two-hour food certification.
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