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408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities liconsed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care faciliies for the

.\ . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

(2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poticies and procedures. The poticies
and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures, Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation autherized by the
provider. This section does not require an
essential caregiver to provide necessary care fo a
resident, client, or patient of a provider, and
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providers may not require an essential caregiver
to provide such care,

{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a visitation policy and procedures
for visitors that included control,
education policies related 1o screening, personal
protective equipment, permissible length and
number of visitors, consensual physical contact
between visitors, essential caregiver visits, and a
designation of a person responsible for ensuring
that staff adhere to the policies and procedures.

Findings Included:

During an attempt to review the facility's in-person
visitation policy and procedures, conducted on

. the facility's in-person visitation policy
and procedures was not provided,

During an interview with the Owner, conducted on

at 11:15am, the Owner was unable to
provide the facifity's in-person visitation policy and
procedures.

Class Ili
A000] Initiat Comments.

A complaint investigation (complaint number:
023009870) and a itoring were

conducted at Glade Garden on .

Deficiencies were identified at the time of survey.

A008) 429.26(. ) FS; 59A-36.006(2) FAC Admissions -
$5=D | Health Assessment
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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

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES})
Program fulfills the requirements for a medicat
examination under this subsection and s.
429.07(3)(b)6.
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{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 facility. 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 psychiatris
¢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 facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this 1 refated to appropri for
placement as a 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 responsibifities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shail advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such
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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 80

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 fimitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

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,

8. Whether the individual has signs or symptoms

of R

., services required by the

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,

7. A statermnent on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
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 &
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medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , which is.
incorporated by reference and available online at:
hitp/iwww.firules.ol asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.

1. If 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 fo 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} Medical examinations of residents placed by
the department, by the Depariment of Children
and Famifies, 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,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.

(e) Any orders issued by the health care
practitioner conducting the medical examination
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for medications, nursing services, treatments,
. ., or therapeutic diets, may be attached to
the health A health care iti
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 Families pursuant to Section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility 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 record review and interview, the facility
failed to obtain a health assessment form that
was documented completely on the required

form for one Resident (#1) of three sampled
residents.

Findings Included:

Arecord review for Resident #1, conducted on
. revealed that Resident #1 was

admitted to the facility on . Resident
#1's health assessment form was the

form and not the required | form.
There was no date of the examination noted on
the form. The was no .. and behavioral
status noted on the form. There was no
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elopement risk assessment noted on the form.
There was no type of medication administration
or assistance with medications noted on the form.

During an interview with the Owner, conducted on
at 11:15am, the Owner agreed that
Resident #1's health assessment form did not
include the date of the examination and was not
documented on the required form. The
Qwner agreed that Resident #1's health
assessment form did not include the resident's
and behavioral status, elopement risk
and the type of assi or
administration that the resident required for
medications.

Class i

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
either the original labeled medication container;
ora ication listing with the iptit
number, the name and address of the issuing
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;
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2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recerding each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation 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 note residents’ primary care providers
names and telephone numbers on their
medication observation records (MORs) for three
Residents (#1, #3, and #4} of three sampled
residents.

Findings Included:

A MORs review for Residents #1, #3,
and #4, conducted on , revealed that
Residents #1, #3, and #4's MORs did

not include the residents’ primary care providers’
names and telephone numbers. Resident #1 was

admitted on . Resident #3 was
admitted on - Resident #4 was
admitted on

During an interview with the Owner, conducted on

at 11:15am, the Owner agreed that
Residents #1, #3, and #4's MORs did
not include the residents' primary care providers’
names and telephone numbers.

Class Ili
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59A-36.011(5) FAC Training - First Aid and

{6} FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all imes.
{a} Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
(b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical techniclan or paramedic currently
certified under chapter 401, Part 1), F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide staff on each shift with training in
first aid for one employee (Owner} of three
sampled employees.

Findings Included:

Observations, conducted on from
09:00am through 12:00pm, the Owner was
working alone in the facility. There was no other

staff present.

An employee record review for the Owner,
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conducted on . revealed that the
Owner's employee record did not contain
evidence that the employee obtained first aid
training. The Owner began employment on

During an interview with the Owner, conducted on

at 11:15am, the Owner was unable to
provide evidence that he completed training in
first aid.

Class Ili

429.075( ) 59A-36.020(2) FAC LMH - Records
429.075
{3) A facility that has a limited mental health
ticense must:
{a) Have a copy of each mental health resident's
community fiving support plan and the

, agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the s agreement was sent fo
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b} Have documentation provided by the
depariment that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c) Make the community fiving support plan
available for inspection by the resident, the
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resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.

{d) Assist the mental health resident in carrying
out the activities identified in the resident’s
community fiving support plan.

{4) Afacility that has a limited mental health
ticense may enter info a . agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

59A-36.020
(2) RECORDS.
{a) A facility with a limited mental heaith license
must maintain an up-fo-date admission and
discharge log containing the names and dates of
admission and discharge for all mentat health
residents. The admission and discharge log
required in rule 59A-36.015, F A C., satisfies this
condition provided that all mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
F.AC.

{c} Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F 8., and that the resident is receiving
social security . or supplemental security
income and as
foliows:

a. An affirmative statement on the Alternate Care
Certification for

{ }form, CF-ES 10086,

, which is
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hereby incorporated by reference and available
for review at:
hitp: w.firules. ol ce.asp?No
=Ref-03988, that the resident is receiving $St or
SSDi due to a mental
b. Written verification prov;ded by the Social
Security Administration that the resident is
receiving SSI or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Secunty

fon to provide such i or
¢. A written statement from the resident’s case
manager or other mentat health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determination:
{1} The resident is eligible for, is receiving, or has
received mental health services within the last &
years, or
{It) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessmer\t
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{y Ci Alternate Care Certification for
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. e { ) form,
CF-ES Form 1006,
{It) Discharge Statement from a state mental
hospitali completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{1if) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental heaith resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment, However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the faciity administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. Includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

¢. Includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental heaith case manager to
meet the resident's needs, and the frequency and
duration of such services and activi
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d. Includes the of the facility to
facilitate and assist the resident in attending
and arranging transportation to

. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental health care
provider or case manager,

e. Includes a description of other services to be
provided or arranged by the facility,

f. includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

.\ o the resident that indicate the
immediate need for professional mental health
services,

g. Is in writing and signed by the mentat health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident’s file. If the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused fo sign the plan,

. Is updated at least annually or if there is a
significant change in the resident's behavioral
health,

i, include the . Agreement
described in subparagraph (2)(c)4. if included,
the mental health care provider must also sign
the plan; and,

- Must be available for inspection to those who
have legal authority to review the document.

. Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident’s appropriate placement
assessment, whichever is later. The statement:
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a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. Must be signed by the administrator or
designee and the mentat health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.S.;

c. ., cover all mental health residents of the
facility who are clients of the same provider; and,
d. ., be included in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facifity
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person to whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain limited mental health records
with an annual updated Community Living
Support Plan, a written statement that they were
recelving social security income for a mental
from the social security authority, and a
written statement from residents’ case managers
or other mental health care providers that the
adult residents had a severe and persistent
mental documented on the Alternate
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Care Certification for Optional State Supplement
CF-ES form 1006 for three Residents (#1, #3,
and #4) of three sampled limited mentat health
residents.

Findings Included:

During the entrance conference with the Owner,
conducted on at 09:03am, the Owner
identified that Residents #1, #3, and #4 were
admitted to the facility's limited mental heaith
services.

A record review for Resident #1, conducted on

, revealed that Resident #1 was
admitted on - Resident #1's
Community Living Support Plan had not been
updated since . There was no
statement by the soclal security authority that
Resident #1 was receiving social security income
for @ mental . There was no statement
from Resident #1's case manager or other mental
health care provider that the adult resident had a
severe and persistent mental
documented on the Alternate Care Certification
for Optional State Supplement CF-ES form 1008,

Arecord review for Resident #3, conducted on
. revealed that Resident #3 was

admitted on . There was no statement
by the social security authority that Resident #3
was receiving social security income for a mental

. The Alternate Care Certification for
Optional State Supplement CF-ES form 1006 was
not signed and dated by Resident #3's case
manager or mental health care provider.

Arecord review for Resident #4, conducted on
\ revealed that Resident #4 was
admitted on . Resident #4's
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Community Living Support Plan had not been
updated since . There was no
statement by the soclal security authority that
Resident #4 was receiving social security income
for @ mental . There was no statement
from Resident #4's case manager or other mental
health care provider that the adult resident had a
severe and persistent mental

documented on the Alternate Care Certification
for Optional State Supplement CF-ES form 1008,

During an interview with the Owner, conducted on
at 11:15am, the Owner agreed that
Residents #1 and #4's record did not include an
updated Community Living Support Plan, a
statement by the social security authority that
Resident #1 was receiving social security income
for @ mental , or a statement from
Resident #1's case manager or other mental
heaith care provider that the adult resident had a
severe and persistent mental
documented on the Alternate Care Certification
for Optional State Supplement CF-ES form 1006.
The Owner agreed that Resident #3's record did
not include a statement by the soclal security
authority that Resident #3 was receiving social
security income for a mentat and did not
include a signature and date on Resident #'s
Alternate Care Certification for Optional State
Supplement CF-ES form 1006 by the resident’s
case manager or mental health care provider.

Class Ili
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