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Initial Comments.

An unannounced complaint investigation
{complaint number 2023005149) and a Generator
was. att Lodge
Assisted Living Facility on . and
- . . Deficiencies were identified at
the time of survey.

59A-36.006(5) FAC Admissions - Discharge

{5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident’s needs, as

by the facility inis or health
care practitioner, the resident must be discharged
in accordance with Section 429.28, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facifity
failed to provide a written discharge notice to 1 of
3 residents sampled, Resident #1.

Findings include:

Areview of the facility's Admissions/Discharge log
was conducted on and revealed
Resident #1 was admitted to the facility on
from another assisted living facility.
Resident #1 was discharged from the facility on
due to being to hospital.

On at 11:40 AM, during an interview
with the Administrator, she stated Resident #1
was not given a 45-day notice because she was a
harm to herself and others. She stated the facifity
could not except her

On at 12118 PM, during an interview
with the Administrator, she stated "Usually we
would send a 45-day nofice, but it would say
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‘immediate"." The Administrator stated that no

written notice of discharge was given to Resident

#1 or sent to her Power of Attorney.
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