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Initial Comments.

A complaint investigation (complaint numbers:
20220016890 and 2022016895) and a generator
monitoring were conducted at Sunny Hills of
Sebring on . Deficiencies were
identified af the time of survey.

429.17(3) .275(1); 59A-36.013(1) FAC Fiscal -
Financial Stability

429.17

{3) In addition to the requirements of part I of
chapter 408, each facility must report to the
agency any adverse court action conceming the
facitity's financiaf viability, within 7 days after its
occurrence. The agency shall have access to
books, records, and any other financial documents
maintained by the facility to the extent necessary
to determine the facility's financiat stability.

429.275

{1) The administrator or owner of a facility shalf
maintain accurate business records that identify,
summarize, and classify funds received and
expenses disbursed and shall use written
accounting procedures and a recognized
accounting system.

59A-36.013 Fiscal Standards.

{1) FINANCIAL STABILITY. The facility must be
administered on a sound financial basis in order to
ensure adequate resources to meet resident
needs pursuant to the requirements of chapter
408, part I, part |, F.S., and rule chapter 59A-35,
F.A.C., and this rule chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
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failed to have written accounting procedures and
system in place or accurate business records that
identified, summarized, and classified funds
received and expenses disbursed.

Findings Included:

During a telephone interview with Staff E,
conducted on at 08:40am, StaffE
stated that the facility had two bank accounts.
One was the facility's operations account and the
other was the residents' trust account. If the
facility was short in the facility's operations
account, monies from the residents’ trust account
would be used to cover the facility's operations

and that the books showed that residents
were behind on their rent.

During an attempt to review the facility's
accounting for funds received and expenses
disbursed, conducted on at 12:35pm,
01:45pm, and 02:45pm, no accounting
procedures/systems were provided. Specific
documents were requested to review which
included resident billing statements, banks
statement for funds received and payments made
as well as billing and payments for utilities
(electric, gas, cable, water/sewage, garbage, and
vehicle notes) and vendors {generator services,
food, and supplies). There were no accounting
documents or actual statements provided.

During a telephone interview with the facility's
Consultant, conducted on at 03:10pm,
the facility's Consuiltant stated that he did not have
access to the bank statements or the billing
statements from utilities and Vendors. The
facility's Consultant stated that all accounting for
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Continued From page 2

billing and payments were forwarded to the Owner
that fived in another country. The facility's
Consultant stated that al monies received were
kept in four bank accounts and that there were
some possible late payments and outstanding
balances, but everything was done in the other
couniry.

Class Il

429.27( ) ES; 59A-36.013(2) FAC Fiscal -
Resident Trust Funds

42827

{3} Afacility, upon mutual consent with the
resident, shall provide for the safekeeping in the
facility of personai effects not in excess of $500
and funds of the resident not in excess of $500
cash, and shall keep complete and accurate
records of all such funds and personal effects
received. If a resident is absent from a facility for
24 hours or more, the facifity may provide for the
safekeeping of the resident's personal effects in
excess of $500.

{4} Any funds or other property belonging to or due
to a resident, or expendabie for his or her account,
which is received by a facitity shall be trust funds
which shalt be kept separate from the funds and
property of the facility and other residents or shalt
be specifically credited to such resident. Such
trust funds shall be used or otherwise expended
only for the account of the resident. At least once
every 3 months, unless upon order of a court of
competent jurisdiction, the facility shall furnish the
resident and his or her guardian, trustee, or
conservator, if any, a complete and verified
statement of all funds and other property to which
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this subsection applies, detailing the amount and
items received, together with their sources and
disposition. in any event, the facility shall furnish
such statement annually and upon the discharge
or transfer of a resident, Any governmental agency
or private charitable agency contributing funds or
cther property to the account of a resident shall
also be entited to receive such statement
annually and upon the discharge or fransfer of the
resident.

(5) Any personal funds available to facility
residents may be used by residents as they
choose to obtain clothing, personal items, leisure
activities, and other supplies and services for their
personal use. A facility may not demand, require,
or contract for payment of all or any part of the
personal funds in satisfaction of the facility rate for
supplies and services beyond that amount agreed
to in writing and may not levy an additional charge
to the individual or the account for any supplies or
services that the facility has agreed by contract to
provide as part of the standard monthly rate. Any
service or supplies provided by the facility which
are charged separately to the individual or the
account may be provided only with the specific
written consent of the individual, who shall be
furnished in advance of the provision of the
services or supplies with an itemized written
statement to be attached to the contract sefting
forth the charges for the services or supplies.

59A-36.013
(2) RESIDENT TRUST FUNDS. Funds or other
property received by the facility belonging to or
due a resident, including personal funds, must be
held as trust funds and expended only for the
resident's account. Resident funds or property
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Findings Included:

conducted on

may be held in one bank account if a separate
written accounting for each resident is maintained.
A separate bank account is required for facility
funds; co-mingling resident funds with facifity
funds is prohibited. Written accounting procedures
for resident trust funds must include income and
expense records of the trust fund, including the
source and disposition of the funds.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to keep funds belonging to residents
separate from the facility's operating funds and
thus expended funds from residents’ accounts to
cover of the facility's operations.
Furthermore, the facility failed to provide residents
with a complete and verified statement which
detailed the amounts received, disposition of all
funds, and balance remaining.

During a telephone interview with Staff E,

at 08:40am, StaffE

stated that the facility had two bank accounts.
One was the facility's operations account and the
other was the residents' trust account. If the
facility was short in the facility's operations
account, monies from the residents’ trust account
would be used to cover the facility's operations

and that the books show that residents.
were behind on their rents.

During an attempt to review the facility's bank
accounts, conducted on at 12:35pm,
01:45pm, and 02:45pm. no bank statements for
the facility's operations account or residents' trust
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accounts were provided. There were no accounting
documents or actual statements provided for any.

During interviews with Residents #9, #10, #13,
#14, and #15, conducted on from
01:10pm through 01:30pm, Residents #8, #10,
#13, #14, and #15 stated that they do not receive
any billing or account statement from the facility.

During a telephone interview with the facility's
Consultant, conducted on at 03:10pm,
the facility's Consuiltant stated that he did not have
access to the bank statements or the billing
statements from utilities and Vendors. The
facifity's Consultant stated that all accounting for
billing and payments were forwarded to the Owner
that lived in another Country. The facility's
Consultant stated that alt monies received were
kept in four bank accounts and that there were
some possible late payments and outstanding
balances, but everything was done in the other
Country. The Consultant stated that the facility
had mixed up the accounts and that some of the
residents' money was put into the facility's
cperations accounts and the money got mixed up
and they (did not specify who 'they’ were) were
working to resolve the mix-up. The facility's
Consultant agreed that residents’ money was
co-mingled with the facility's operations money
and stated that he did know the amount of money
that was co-mingled.

Class Ill
59A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
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manner that makes such records readily available
at the licensee'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 log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or ptace from
which the resident was admitted, and if applicable,
a notation indicating that the resident was
admitted witha |, | ;and,

2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge requires
a new entry in the log. Discharge of a resident is
not required if the facility is holding a bed fora
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 facility, the
fog must indicate the date of

(c} Alog 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

A180
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described in rule 59A-36.019, F A.C., that must be
readily available by facility staff,
() The facility's liability insurance policy required
inrule 59A-36.013, FAC.
(f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.
(g} The admission package presented to new or
prospective residents (less the resident’s contract)
described in rule 50A-36.006, F.AC.
(h) If the facility advertises that it provides special
care for persons with 's or
related , & copy of all such facility
advertisements as required by section 429.177,
F.3.
(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, FA.C.
(i) Al food service records required in rule
59A-36.012, F A.C., including menus planned and
served and county health depariment inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate,
(k) All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years.
(1) Al sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, F A.C,, issued
within the last 2 years.
(m) Pursuant to section 429.35, F.S., all

survey, i ion and il
investigation reports, and notices of sanctions and
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moratoriums issued by the agency within the last
5 years.

(n} The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

(p) For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log with all required admission and
discharge data for six current Residents (#9, #10,
#11, #12, #13, and #15) and three former
Residents (#5, #7, and #8) of nine sampled current
and former residents.

Findings Included:

A review of the admission and discharge log,
conducted on . revealed that the
admission and discharge log was not up to date.
Former Residents #5, #7, and #8 did not have their
date of discharge, the reasons for their discharge,
or the place that they were discharged to. Current
Residents #8, #10, #11, #12, #13, and #15 did not
have their date of admissions or the place from
which they were admitted from.

During an interview with the Acting Administrator,
conducted on at 03:00pm, the Acting
Administrator stated that Resident #5 and #7
moved from the facility because they required a

A180
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higher tevel of care and Resident #8 had ,

.- The Acting Administrator agreed that the
admission and discharge log did not have
Residents #5, #7, and #8's required discharge
data. The Acting Administrator verified that
Residents #8, #10, #11, #12, #13, and #15 were
current residents of the facility and agreed that the
residents required admission data was not
recorded in the admission and discharge log.

Class Il
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435.12(2){b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2){b} Untll such time as the . |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that requires
screening by a specified agency must submitto a
national screening if the person retums to a
position that requires screening by a specified
agency.

{c} An employer of persons subject to screening

by a specified agency must register with the
clearinghouse and maintain the employment

status of all employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential employee
for electronic . submission to the
Department of Law Enforcement. The registration
must include the employee's full first name, middie
initial, and last name; social security number; date
of birth; mailing address; ; and race.

Individuals, persons, applicants, and contralling
interests that cannot legally obtain a social

security number must provide an individual
taxpayer identification number.

are

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
falled to update the facility's Background
Screening Employee Roster (BGS-ER) within ten
business days of an employment change for one
former employee {Administrator) of one former

CZ814
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sampled employee.
Findings Included:
During observations, conducted on
from 11:00am through 04:00pm, the former
Administrator was not working in the facility.
A review of the facility's BGS-ER, conducted on
, the former Administrator was listed as
a current employee and did not have a date of
termination.
During an interview with the Acting Administrator,
conducted on at 11:35am, the Acting
Administrator stated that the former Administrator
terminated employment on AL
03:00pm, the Acting Administrator agreed that the
facility had not updated the former Administrator's
employment status within ten business days of
the change in her employment status.
Unclassified
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