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59A-38.014(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, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b} Pursuant to section 429.27, F.S., 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

fess than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
. o ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, ar other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside famp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms o 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

facitity must be free of tears, stains and must not

be
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure that all
existing mechanical, and electrical systems, and
appurtenances were maintained in good working
order.

Findings included:

On | ) at 11:00 AM, observed the main
fire panel with a warning light on.

Review of the facility's tatest fire inspection,
showed an approved date of .

On | | at 11:00 AM, the Owner stated,
“This just happened, | have not called yet.”

Class Il

58A-36.015(1) FAC Records - Facility

59A-36.015 Records.

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
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Continued From page 2

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 residen(
was admitted witha d,
2. Date of discharge, reason for dlscharge 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 return 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

{c} Aleg listing the names of all 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 58A-36.019, F.A.C., that must
be readily available by facility staff.

(e) The facility's liability insurance policy required
in Rue 59A-36.013, FA.C.

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

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
(h} 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
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Continued From page 3

responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

{j) Al 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} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B89A-40, F.A.C., issued within the last 2 years.

{I) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
igsued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
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} The facility's policies and procedures pursuant
to subsection 59A-36.007(10}, FA.C.;

(g} The facility's prevention policies and
procedures;

{r} The facifity's medication practices;

{s} The facility's policy on physicat H

(t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For faciliies licensed as limited mentai health,
extended congregate care, or limited nursing
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Continued From page 4

services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a copy of a current menu, and an
up-to-date admission and discharge log.

Findings included:

On a review of the facility's posted
menu showed the menu was dated to

. There were no documentation of 2023
menu's posted or available for review.

Oon | | at 10:40 AM, concerning the
menu, observed the Owner looked for the menu,
The Owner stated, "l know | have it."

Review of the Resident #2 1823 health
assessment showed that it was dated

Review of the facility's admission and discharge
fog, showed that Resident # 2 was not listed.

On |, at 10:32 AM, concerning
Resident #2 not being listed on the admission
and discharge log, the Owner stated, *| have to
admit her, | have not done it yet.”

Class Ili

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2} The administrator or owner of a facility shall
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Continued From page 5

maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of i with all
training requirements of this part or applicable
rule, and a copy of all icenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for alt
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rute
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
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staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in Rule 58A-36.010, FAC,
{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by Rule
59A-36.010, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed o maintain personnel
records for each staff member which contain, ata
minimum, documentation of background
screening, employment application, with
references, and documentation verifying freedom
from signs or symptoms of communicable

for one of three{Staff C) sampled staff.

Findings Included:

On |, . at 9:45 AM, observed (Staff C)
inside the facility sitting on a sofa located in the
facitity Florida room. The Owner stated Staff was
anew employee.

Review of facility records showed no personnel
fite for Staff C and no documentation of having
completed a background screening, no

0l ication, with . and no
documentation verifying freedom from signs or
symptoms of communicable .

Oon | at 12:35AM, Resident #4 stated,
"ive been here 4 years. [Staff C] has been here
for awhile; she sleeps here everynight.”
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Continued From page 7

Oon |, | at 12:40PM, Resident #3 stated,
"ive been her 3 months and | always see [Staff
clt

Oon |, | at 4:15PM, Resident #3 family
member stated she always see [Staff Cl.

Class Ill

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
(a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident’s health care practioner and case
manager, if applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health

A8t
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Continued From page 8

care provider's order.

{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
{iving must have their _ _  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that |, not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FAC., if
such consent is not included in the resident's
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in Rule 58A-36.018, FAC.

{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
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disbursed as required in Section 429.27 F.8.
() If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
, ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofa
heaith care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
F.AC,

{0} The resident's ,DH
Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
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departure from the facility.

Findings included:

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide an accurate health assessment

for one of five sampled residents, (Resident # 1).
The facility failed to provide a contract for one of
five sampled residents, (Resident # 2).

Review of Resident 1's record showed an
admission date on
a 1823 health assessment with no date. The
heaith assessment showed that the resident
needed administration of medications.

. The record showed

On |, B at 12:20 PM, concerning
Resident #1 incomplete heaith assessment and
medication administration, the Owner stated,

"You put the medication in her , and she
takes it; she does not need medication
ini fon, she needs assi .

famity.*

Class Ili

Review of Resident 2's record showed there was
no facllity to resident contract in file.

Oon |, | at 12:15 PM, concerning
Resident #2 contract, the Owner stated, "'m not
sure, she has been here about nine days, the
administrator has to complete it and give it to the
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Initiaf Comments

A Complaint Investigation (complaint number
2023004090) was conducted at Restored Living
Facility on . o, . .
Deficiencies were identified at the time of survey.

59A-36.007(3) FAC Resident Care - Arrangement
for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. in
order to facifitate resident access to health care
as needed, the facility must:

(a} Assist residents in making |, and
remind residents about scheduled ||

for medical, dental, nursing, or mental health
services.

(b} Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

{c} The facility may not require residents to
receive services froma | health care
provider.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to facilitate resident access to health care
services for four out of five sampled Residents
{Resident #1, #2, #3, and #4). Resident #1 was

ini ication and experienced a side
effect of fainting, and no decumentation the
health care provider was notified, and no heaith
care services were arranged. Facility staff did not
administer Resident's # #2, #3, and #4,
prescribed medications for several days and no
health care provider was notified, and no heaith
care services were arranged.
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1

Areview of the Resident #1, #2, #3, and #4
records revealed there was no medication
observation records for the residents for the
Month of

2)

Review of Resident 1's record showed an 1823

heaith with a di is of
. . Ve . The resident

needed close supervision, and needed

assistance when bathing, .» grooming,

and medications.

Acreview of Resident #1 medication bubble
packages revealed the following medications was
not given to the resident;

- 500 MG, take two tablets (1000MG)
every 12 hours. Review of the medication bubble
packages showed 124 tablets total was
dispensed on and as of f
87 tablets remained inside the bubble packages.

- Tablet 500MG; take two tablets
(1000MG) every 12 hours, Review of the
medication bubble packages showed 120 tablets
were dispensed on and as of

, 86 tablets remained inside the
bubble packages. According to the Food and
Drug Administration, is used fo treat
moderate |

- . Tablets 25MG; take one tablet twice

daily. Review of the medication bubble packages

showed 60 tablets were dispensed on

and as of , 26 tablets remained inside

the bubble packages. According to the Food and

Drug Administration, . is used to treat
and
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Continued From page 13

On | , at 11:20 AM, concerning
Resident #1 medications not being given to the
resident, the Owner stated, "Every time she
[Resident #1] would take the medications, she
would faint, so | stopped them {medications]. |
told the doctor, he did not tell me to stop it, so |
stopped it myself. The doctor did not replace the
medications, they kept sending them; | tried
giving her the medications again and she became

. again, so 1 stopped the medication again,
I'm a nurse, my license is active.

Further review of Resident #1 record showed no
documentation the health care provider was
notified that the medication caused the resident fo
become ,{faint and for the medication to be
stopped.

3)
Review of Resident 2's record showed a health
assessment with a diagnosis of
s with

moderate/severe , s
tpe2, .., . . .
modudle, .

, muitinodular N
D deficiency, e .

of right . The resident had . risk
and , elopement risks, and
needed assistance with bathing,
grooming, toileting, and medications.

Review of Resident #2 medications bubble
packages showed the following medications were
not given to the resident:
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Continued From page 14

- 850 mg; one tablet by three
times a day. Review of the medication bubble
packages showed 90 tablets were dispensed on

and as of , 80 tablets
remained inside the bubble packages. According
to the Food and Drug Administration, is
used to treat moderate |

Capsules 10mg; take one capsule at
bedhme Review of the medication bubble
packages showed 30 capsules were dispensed

and as of . 26 capsules
remamed inside the bubble package, According
to the Food and Drug Administration, s
used to freat sfeep .

- 250 mg. one tablet by twice a
daily. Revlew of the medication bubble packages
showed 60 tablets were dispensed on
and as of , 26 tablets remained inside
the bubble packages. According to the Food and
Drug Administration, . is used to treat
certain types of FRNSN
- 10 MG Tablets; take one tablet at
bedtime. Review of the medication bubble
package showed 30 tablets were dispensed on
and as of , 25 tablets
remained inside the bubble package. According
to the Food and Drug Administration,
is used to treat high and triglyceride
levels.

- Tablet 850MG, take one tablet twice
daily. Review of the medication bubble packages
showed 60 tablets were dispensed on

and as of , 53 tablets remained inside
the bubble packages. According to the Food and
Drug Administration, is used to treat
high
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Continued From page 16

- 150 MG; take one tablet at

bedtime. Review of the medication bubble

packages showed 30 tablets were dispensed on
and as of , 26 tablets

remained inside the bubble package. Accerding

to the Food and Drug Administration,

is used to freat

- SOD Capsules 100 MG; take two
capsules once daily. Review of the medication
bubble packages showed 60 capsules were
dispensed on and as of .
26 capsules remained inside the bubble
packages. According to the Food and Drug
Administration, is used to treat

- D3 Tablets 50 MCG; take one tablet
twice a daily. Review of the medication bubble
packages showed 30 tablets were dispensed on
and as of , 28 tablets
remained inside the bubble package. According
to the Food and Drug Administration, D3
is used to treat bone and health.
- . THCYZ Tablet 20-12.5; take one tablet
once a daily. Review of the medication bubble
packages showed 30 tablets were dispensed on
and as of , 25 tablets
remained inside the bubble package. According
to the Food and Drug Administration, . s
used to treat high ., and

4)

Review of Resident 3's record showed a health

assessment with a diagnosis of
with left side and
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and mild
resident needed assistance with bathing,
ambulation,
transferring, and medications. The resident used
a wheelchair.

Review of Resident #3 medications bubble
packages showed the following medications were
not given to the resident.

daily. Review of the medication bubble packages
showed 60 tablets were dispensed on

and as of
the bubble packages. According to the Food and
Drug Adrinistration,

twice a day. Review of the medication bubble
packages showed 60 tablets were dispensed on

remained inside the bubble packages. According
to the Food and Drug Administration, is
used to treat

daily. Review of the medication bubble packages
showed 30 tablets were dispensed on

and as of
the bubble package. According to the Food and
Drug Administration,
to treat high

evening. Review of the medication bubble
packages showed 30 tablets were dispensed on

remained inside the bubble package. Accerding
to the Food and Drug Administration, is
used to prevent

A027

 left side . The

» grooming, toileting,

ER 60 MG Tablets; take 1 tablet twice

, 51 tablets remained inside

is used fo treat

and channel blockers.

300 MG Tablets; take 1 tablet

and as of , 51 tablets

40MG; take 1 tablet once a

, 26 tablets remained inside

is used
and triglyceride levels.

20MG Tablet; take 1 tablet every

and as of , 26 tablets

clots.
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and as of

and as of

high ,

and as of

and

5)

assessment

supervision with
toileting.

A027 | Continued From page 17

- 1 MG tablets; take 1 tablet daily.
Review of the medication bubble packages
showed 30 tablets were dispensed on

, 25 tablets remained inside
the bubble package. According to the Food and
Drug Administration,
fow levels of folate (folate deficiency) and
high levels of

is used to treat

- 40 MG tablets; take 1 tablet daily.
Review of the medication bubble packages
showed 31 tablets were dispensed on

, 26 tablets remained inside
the bubble package. According to the Food and
Drug Administration,

is used to treat

- . 20MG Tabiet; take 1 tablet daily.
Review of the medication bubble packages
showed 30 tablets were dispensed on

, 25 tablets remained inside
the bubble package. According to the Food and
Drug Administration,

is used to treat

Review of Resident 4's record showed a health

with a diagnosis of
, Sjogren's.

. s . The resident needed
precautions, needed assistance with ambulation,
bathing, transferring, and medications;

., gating, grooming, and

Review of Resident #4 medications bubble
package showed the following medications was
not given to the resident;
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is used to treat

used to treat . .,

and as of

(low

- SOD DR 500 MG TA; take 1 tablet
twice daily. Review of the medication bubble
packages showed 60 tablets were dispensed on

and as of
remained inside the bubble packages. According
to the Food and Drug Administration, .

, 51 tablets

- 500 MG Tablets; take 1 tablet
twice daily. Review of the medication bubble
packages showed 60 tablets were dispensed on
and as of
remained inside the bubble packages. According
to According te the Food and Drug Administration,
are used to treat certain types of
)

, 26 tablets

88 MCG; take 1 tablet

once danly Review of the medication bubble
packages showed 30 tablets were dispensed on

and as of
remained inside the bubble package. Accerding
to the Food and Drug Administration,

, 25 tablets

is used to treat
hormone).

100MG Tablets; take 1 tablet
once daily. Review of the medication bubble
packages showed 30 tablets were dispensed on
and as of
remained inside the bubble package According
to the Food and Drug Administration is

, 25 tablets

and may help with

, appetite, decrease . and

- 50 MG; take 1 tablet once daily.
Review of the medication bubble packages
showed 30 {ablets were dispensed on

, 25 tablets remained inside
the bubble package. According to the Food and
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Continued From page 19

Drug Administration, is used to treat

10mg; take 1 tablet once daily.
Revlew of the medication bubble packages
showed 30 tablets were dispensed on
and as of , 25 tablets remained inside
the bubble package. According to the Food and
Drug Administration, . is used to treat

)

Oon |, . at 10:42 AM, concerning
residents not being given their medications, the
Owner stated, "the medications [remaining inside
the bubble packs] are medications that the
residents refused to take. | should write refused,
right?”

Further Review of Resident's #2, #3, and #4
records showed no documentation that the
residents heaith care providers were notified, or
health care services was arranged for residents’
refusal of medications.

Class Il

59A-36.007(5) FAC; 429.28( )} FS 420.27
Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the

A027
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Continued From page 20

admission package provided pursuant to Rule
59A-36.008, F.A.C.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents, The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facitity's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. inistrative and h

and requirements;

7. control, sanitation, and standard
precautions;
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Continued From page 21

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat R

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 428.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents, For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.~

{1} No resident of a facility shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shaif have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

(b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c} Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, 50 as to maintain individuality and
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personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the tights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

corr , access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.

(e} Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
(f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.

{0) Share a room with his or her spouse if both
are residents of the facility.

(h} Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervais except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making
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for health care services, the provision of or
arrangement of transportation fe health care

e , and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

within the ity.
{k} At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medicat reasons, the resident is certified by a
ian to require an iontoa

facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facitity to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
{l) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
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{2) The administrator of a facifity shall ensure that
a written notice of the rights, Land
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Famifies, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a focal
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Eider

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a} A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

.\ or ) under state law,
managing his or her own affairs.
(b} The adrission of a resident to a facility and
his or her presence therein sha not confer on the
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facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide residents with convenient access
to a telephone to faciiitate the resident's right to

d and private icati

Findings included:

Oon |, | observed the facility did not have
a telephone for the residents.

On | | at 12:50 PM, when the owner
was asked did the facility provide residents with a
telephone, the Owner stated the residents have
there own cellular phones.

Class Il

59A-36.008(5) FAC Medication - Records

(5} MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti
number, the name and address of the issuing
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pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
ications or medication inistrati

medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident's health care
provider and the heaith care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a daily medication observation
record for each resident who receives assistance
with seif-administration of medications or
medication administration for five out of five
(Resident's #1, #2, #3, #4, and #5) sampled
residents.

Findings Included:

Review of facility records showed no medication
observation records for Resident's
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Continued From page 27
#1842 #3 #4.and #5 for the month of

On |, at 10:35 AM, concerning
residents medication observation records, the
Owner stated, | have them on the desk. [ have to
{ook for them." The Owner was not able to locate
the medication observation records.

Class i

59A-36.008(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
focked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facitity must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is ined and do d
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of

A0B4
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physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facitity's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring refri fon must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pifi- j assisting with ini
of or inisterd ication. Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
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ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. I, after notification and waiting
at least 16 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that all medications were centrally
stored and kept in a locked cabinet, cart, or other
storage receptacles, room, or area at all times.

Findings included:

On . 81 10:15 AM, observed in the
fiving room area an office desk; on top of the
desk were over the counter medications, All Night

, and a container of Rub,
accessible to residents.

On |, . at 10:15 AM, concerning the
unsecured medications, the Owner stated"Those
are mine, and the box is empty.” However,
observed the box with pills inside.
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Class Ili

59A-36.008(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pill
organizers as ibed in on (2), no
individual other than a pharmacist may fransfer
medications from one storage container fo
another.
{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be
for example, “as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
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obtained from the pharmacist.
(d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record, The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
(f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or ication inistration are filled
or refilled in a timely manner.
{g) Pursuant to Section 485.0276(5), F.S., and
Rule 61N-1.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. if the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel containing the following:
1. Practitioner’s name,
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2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

(h) Pursuant to Section 465.,0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electonic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a medication order from the heaith
care provider of any change in directions for use
of that the facifity inistering or
providing assistance with self-administration of
medications for four out of five sampled residents
{Resident #1, #2, #3, and #4).

Findings Included:

1

Areview of the Resident #1, #2, #3, and #4
records revealed there was no medication
observation records for the residents for the
Month of

2)

Review of Resident 1's record showed an 1823

health d with a diagnosis of
. . Y . The resident

needed close supervision, and needed

assistance when bathing, » grooming,

and medications.

Areview of Resident #1 medication bubble
packages revealed the following medications was
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not given to the resident:

- 500 MG; take two tablets (1000MG)

every 12 hours. Review of the medication bubble

packages showed 124 tablets was dispensed on
and as of , 87 tablets

remained inside the bubble packages.

Tablet 500MG; take two tablets
(1000MG) every 12 hours. Review of the
medication bubble packages showed 120 tablets
were dispensed on and as of

, 86 tablets remained inside the
bubble packages. According to the Food and
Drug Administration, is used to treat
moderate ,

. . Tablets 25MG:; take one tablet twice
dally Review of the medication bubble packages
showed 60 tablets were dispensed on
and as of , 26 tablets remained inside
the bubble packages. According to the Food and
Drug Administration, . is used to treat
and

Oon | . at 11:20 AM, concerning
Resident #1 medications not being given to the
resident, the Owner stated, "Every time she
[Resident #1] would take the medications, she
would faint, so { stopped them [medications]. {
told the doctor, he did not tell me to stop it, so |
stopped it myself. The doctor did not replace the
medications, they kept sending them,; | tried
giving her the medications again and she became

, again, so | stopped the medication again;
I'm a nurse, my license is active.

Further review of Resident #1 record showed no
documentation the health care provider was
notified that the medication caused the resident to
become _{faint and for the medication to be

A058

AHCA Form 3
STATE FORM

20-0007

s

G7CK1T

f continuation sheet 34 of 52



PRINTED: 06/09/2023

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967626 R ———— 04/25/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1470 NW 174 STREET
RESTORED LIVING FACILITY
MIAMI GARDENS, FL 33169
oy SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
A056 | Continued From page 34 A D56

stopped.

3)

Review of Resident 2's record showed a health

assessment with a diagnosis of

s with

moderate/severe . >

ype2, . \ , .

module, . . i

, multinodular N e

D deficiency,

of right . The residenthad  risk

and , elopement risks, and
needed assistance with bathmg, v
ing, toileting, and

Review of Resident #2 medications bubble
packages showed the following medications were
not given to the resident:

- 850 mg; one tablet by three
times a day. Review of the medication bubble
packages showed 90 tablets were dispensed on

and as of , 80 tablets
remained inside the bubble packages According
to the Food and Drug Administration, is

used to freat moderate ,

Capsules 10mg; take one capsule at
bed(ime Review of the medication bubble
packages showed 30 capsules were dispensed
on and as of , 26 capsules
remained inside the bubble package. According
to the Food and Drug Administration, is
used to treat sleep

- 250 mg. one tablet by twice a
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daily. Review of the medication bubble packages
showed 80 tablets were dispensed on
and as of , 26 tablets remained inside
the bubble packages. According to the Food and
Drug Administration, B is used to treat
certain types of Lok
- 10 MG Tablets; take one tablet at
bediime. Review of the medication bubble
package showed 30 tablets were dispensed on
and as of + 25 tablets
remained inside the bubble package. According
to the Food and Drug Administration,
is used to treat high and triglyceride
tevels.

Tablet 850MG, take one tablet twice
daaly Review of the medication bubble packages
showed 60 tablets were dispensed on
and as of , 53 tablets remained inside
the bubble packages. According to the Food and
Drug Administration, is used fo treat
high o
- 150 MG; take one tablet at
bedtime. Review of the medication bubble
packages showed 30 tablets were dispensed on

and as of , 26 tablets
remained inside the bubble package. According
to the Food and Drug Administration,
is used to treat

- SOD Capsules 100 MG; take two
capsules once daily. Review of the medication
bubble packages showed 60 capsules were
dispensed on and as of s
28 capsules remained inside the bubble
packages. According to the Food and Drug
Administration, is used to treat
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- D3 Tablets 50 MCG; take one tablet

twice a daily. Review of the medication bubble

packages showed 30 tablets were dispensed on
and as of , 28 tablets

remained inside the bubble package. According

to the Food and Drug Administration,

is used to treat bone and heaith.

- . [HCTZ Tablet 20-12.5; take one tablet
once a daily. Review of the medication bubble
packages showed 30 tablets were dispensed on

and as of , 25 tablets
remained inside the bubble package. Accerding
to the Food and Drug Administration, . s
used to treat high R and

4)
Review of Resident 3's record showed a health
assessment with a diagnosis of

with left side . and
and mild | | . left side .\ .The
resident needed assistance with bathing,
ambulation, » greoming, toileting,
transferring, and medications. The resident used
a wheelchair.

Review of Resident #3 medications bubble
packages showed the following medications were
not given to the resident.

. ER 80 MG Tablets; take 1 tablet twice
daily. Review of the medication bubble packages
showed 60 tablets were dispensed on
and as of . 51 tablets remained inside
the bubble packages. According to the Food and
Drug Administration, . is used to treat

and channel blockers.
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- 300 MG Tablets; take 1 tablet
twice a day. Review of the medication bubble
packages showed 60 tablets were dispensed on

and as of , 51 tablets
remained inside the bubble packages. According
to the Food and Drug Administration, is
used to treat

- 40MG; take 1 tablet once a
daily. Review of the medication bubble packages
showed 30 tablets were dispensed on

and as of , 26 tablets remained inside
the bubble package. According to the Food and
Drug Administration, is used
to treat high and triglyceride levels.

- 20MG Tablet; take 1 tablet every
evening. Review of the medication bubble
packages showed 30 tablets were dispensed on

and as of , 26 tablets
remained inside the bubble package. According
to the Food and Drug Administration, is
used to prevent clots.

- 1 MG tablets, take 1 tablet daily.
Review of the medication bubble packages
showed 30 tablets were dispensed on

and as of , 25 tablets remained inside
the bubble package. According to the Food and
Drug Administration, is used fo treat
fow jevels of folate (folate deficiency) and
high fevels of

- . 40 MG tablets; take 1 tablet daily.
Review of the medication bubble packages
showed 31 tablets were dispensed on

and as of . 26 tablets remained inside
the bubble package. According to the Foed and
Drug Administration, is used to treat
high .

A058

AHCA Form 3
STATE FORM

20-0007

s

G7CK1T

f continuation sheet 38 of 52




Agency for Health Care

PRINTED: 06/09/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11967626

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

04/26/2023

NAME OF PROVIDER OR SUPPLIER

RESTORED LIVING FACILITY

MIAMI GARDENS, FL 33169

STREET ADDRESS, CITY, STATE, ZIP CODE
1470 NW 174 STREET

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A056

Continued From page 38

- . 20MG Tablet; take 1 tablet daily.

Review of the medication bubble packages

showed 30 tablets were dispensed on

and as of . 25 tablets remained inside

the bubble package. According to the Food and

Drug Administration, ; is used to treat
and

5)
Review of Resident 4's record showed a health
assessment with a diagnosis of

, . Sjogren’s
. - The resident needed
pre needed i with ambulati
bathing, transferring, and medications;
supervision with . eating, grooming, and
toileting.

Review of Resident #4 medications bubble
package showed the following medications was
not given to the resident;
- . SOD DR 500 MG TA; take 1 tablet
twice daily. Review of the medication bubble
packages showed 60 tablets were dispensed on
and as of . 51 tablets
remained inside the bubble packages.
According to the Food and Drug Administration,
is used to treat

- 500 MG Tablets; take 1 tablet
twice daily. Review of the medication bubble
packages showed 60 tablets were dispensed on
and as of , 26 tablets
remained inside the bubble packages. According
to According to the Food and Drug Administration,
are used to treat certain types of

|
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- 88 MCG; take 1 tablet
once danly Review of the medication bubble
packages showed 30 tablets were dispensed on
and as of , 25 tablets

remained inside the bubble package. According
to the Food and Drug Administration,

is used to treat
(fow hormone).

100MG Tablets; take 1 tablet
once daily. Review of the medication bubble
packages showed 30 tablets were dispensed on
and as of , 25 tablets
remained inside the bubble package. Accerding
to the Food and Drug Administration is
used to treat | and may help with

, appetite, decrease . and

- 50 MG; take 1 tablet once daily.
Review of the medication bubble packages
showed 30 tablets were dispensed on

and as of , 25 tablets remained inside
the bubble package. According to the Food and
Drug Administration, is used to treat

10mg; take 1 tablet once daily.
Revuew of the medication bubble packages
showed 30 tablets were dispensed on
and as of , 25 tablets remained inside
the bubble package. According to the Food and
Drug Administration, . is used fo treat

&)

On . , at 10:42 AM, conceming
resldenls not be!ng given their medications, the
Owner stated, "the medications [remaining inside
the bubble packs} are medications that the
residents refused to take. { should write refused,
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Continued From page 40
right?”

Further Review of Resident's #1, #2, #3, and #4
records showed no medication orders or
documentation the health care provider was
notified and made any change in directions for
use of residents medications.

Class Il

59A-36.010(3) FAC Staffing Standards - Levels

(3) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168
212
16-25 283
26-35 294
36-45 335
46-55 375
56-65 418
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
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services, are not counted as residents for
purposes of computing minirum staff hours.
3. Atleast one staff member who has access to
facitity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility.
4. In facifities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . B
{ )and holds a currently valid card
documenting completion of stich courses must be
in the facility at alf times,
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medicai technician or paramedic currently
certified under chapter 401, part ill, .S, is
considered as having met the course
requirements for both First Ald and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least . Must be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
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Continued From page 42

preparation do not count towards meeting the
minimum staffing hours reguirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
F.AC.

{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

(d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {(a) are not met. The
facitity must immediately increase staff above the
minimum levels established in paragraph (a}, if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
faciiity Is failing to meet the terms of residents’
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contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
68A-40, F.AC., until such time as the jocal fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency wili require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
fonger be required to maintain a plan with the
agency.
{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.
{f} Faciliies holding a fimited mental heaith,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 50A-36.020,
59A-36.021 or 59A-36.022, F A.C., respectively.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
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Continued From page 44

failed to maintain a written work schedule that
reflects it 24 hours staffing pattern.

Findings Included:

On review of the facility posted staff
schedufe showed dates from P

o, . . There was no current staff
schedule posted or available for review.

On | | at 11:35 AM, concerning the
current staff schedule, the Owner stated, the
Administrator comes to the facility once a month
and he has not come to the facllity this month
yet."

Class Ili

429.52(1 & 7) FS; 59A-36.011(. .) FAC Training
- Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previousty completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facifity residents. Upon comptetion, the
employee and the administrator of the facllity
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice

AD079

A081

AHCA Form 3
STATE FORM

20-0007

s

G7CK1T

f continuation sheet 45 of 52




Agency for Health Care

PRINTED: 06/09/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11967626

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

04/26/2023

NAME OF PROVIDER OR SUPPLIER

RESTORED LIVING FACILITY

MIAMI GARDENS, FL 33169

STREET ADDRESS, CITY, STATE, ZIP CODE
1470 NW 174 STREET

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A081

Continued From page 45

training relevant to their job duties as specified by
agency rule, Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a pressrvice
orientation of at least 2 hours to ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident’s rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facifity
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:

(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
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sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
E .. -, may be used to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care fo residents, who
have not taken the core training program, shalt
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident N
negtect, and | . The facifity must use its

prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
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handling practices.

(f) Al facility staff shali recaive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies
and procedures.

2. All facifity staff shalt demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure facility staff
participate in inservice and trainings relevant to
their job duties, prior to interacting with residents
for one out of three (Staff C) sampled staff,

Findings Included:

On . at 9:45 AM, observed (Staff C)
inside the facility sitting on a sofa located in the
facitity Florida room. The Owner stated Staff C
was a new employee.

Review of facility records showed no personnel
file for Staff C and no documentation of having

2 hours preservice ofi ion, 1 hour
inservice in control, including universal
precautions and facifity sanitation procedures
prior to interacting with residents on file.

On at 12:35AM, Resident #4 stated,
"ive been here 4 years. [Staff C] has been here
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for awhile; she sleeps here everynight."

On at 12:40PM, Resident #3 stated,
"ive been her 3 months and | always see [Staff

cl

On |, B at 4:15PM, Resident #3 family
member stated she always see [Staff CJ.

Class Il

428.27(2) FS; 59A-36.013(3) FAC Fiscal - Surety
Bonds

429.27
{2) Afacility, or an owner, administrator,
employee, or representative thereof, may not act
as the guardian, trustee, or conservator for any
resident of the assisted living facility or any of
such resident's property. An owner, administrator,
or staff member, or representative thereof, may
not act as a competent resident's payee for social
security, veteran's, or raifroad benefits without the
consent of the resident. Any facility whose owner,
ini . of staff, or reps ive thereof,
serves as representative payee for any resident
of the facility shall file a surety bond with the
agency in an amount equal to twice the average
monthly aggregate income or personal funds due
to residents, or expendable for their account,
which are received by a facility, Any facility whose
owner, administrator, or staff, or a representative
thereof, is granted power of attorney for any
resident of the facility shall file a surety bond with
the agency for each resident for whom such
power of attorney Is granted. The surety bond
shaif be in an amount equal to twice the average
monthly income of the resident, plus the value of
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any resident's property under the controt of the
attorney in fact. The hond shall be executed by
the facifity as principal and a licensed surety
company. The bond shall be conditioned upon
the faithful compliance of the facility with this
section and shall run to the agency for the benefit
of any resident who suffers a financial loss as 8
result of the misuse or misappropriation by a
facitity of funds held pursuant to this subsection.
Any surety company that cancels or does not
renew the bond of any licensee shall notify the
agency in writing not less than 30 days in
advance of such action, giving the reason for the
cancellation or nonrenewal. Any facility owner,

ini , or staff, or rep: ive thereof,
who is granted power of attorney for any resident
of the facility shall, on a monthly basis, be
required to provide the resident a written
statement of any transaction made on behalf of
the resident pursuant to this subsection, and a
copy of such statement given to the resident shail
be retained in each resident's file and available
for agency inspection.

59A-36.013

(3) SURETY BONDS. Pursuant to the
requirements of section 428.27(2), F.8.:

{a) For entities that own more than one facility in
the state, one surety bond may be purchased to
cover the needs of all residents served by the
entifies.

{b} The following additional bonding requirements
apply to facilities serving residents receiving

1. If serving as representative payee for a
resident receiving , the minimum bond
proceeds must equal twice the value of the
resident's monthly aggregate income, which must
include any supplemental security income o
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social security . income plus the
payments, including the personal needs
allowance.

2. If holding a power of attorney for a resident
receiving . the minimum bond proceeds
must equal twice the value of the resident's
monthly aggregate income, which must include
any supplemental security income or social
secufity . iIncome; the payments,
including the personal allowance; plus the value
of any property belonging to a resident held at the
facitity.

{c} Upon the annual issuance of a new bond or
continuation bond, the facility must file a copy of
the bond with the Agency Central Office.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to file a surety bond with the agency in an
amount equal fo twice the average monthly
aggregate income or personal funds due to four
of five sampled residents, {Residents 1, 3,4 and
5).

Findings included:

Review of Resident 1's record showed an
admission date on - The record had a
contract for the amount of $1800.00

Review of Resident 3's record showed an
admission date on . The record had a
contract for the amount of $2500.00.

Review of Resident 4's record showed an
admission date on - The record had a
contract for the amount of $1600.00.

Review of Resident 5's record showed an
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admission date on . The record had a
contract for the amount of $488.15.

Review of the facility's records, did not show a
surety bond. The facility should have a surety
bond of at least $12,776.30 or at least twice the
current average monthly aggregate income or
personal funds.

N | at 11:40 AM, the Owner stated,
“the facility receives all the residents money,
except the new resident, directly from social
security and the long-term care
program,"Concerning the surety bonds, the
Owner stated, "l have the last one, but | need to
find it. | used to have it; | don't have it this year.”

Class Il
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