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Initial Comments.

A Re-licensure Survey in conjunction with a
generator monitoring survey was conducted at
Stirling House | on

Deficiencies were identified at the time of survey

408.810(. ) FS; 59A-35.100 FAC Minimum
Licensure Requirement - Inform AHCA

408.810 Minimum licensure requirements.-in
addition 1o the licensure requirements specified in
this part, authorizing statutes, and applicable
rules, each applicant and licensee must comply
with the requirements of this section in order to
obtain and maintain a license.

{3) Unless otherwise specified in this part,
authorizing statutes, or applicable rules, any
information required to be reported to the agency
must be submitted within 21 calendar days after
the report period or effective date of the
information, whichever is earlier, including, but
not fimited to, any change of:
{a) Information contained in the most recent
application for licensure.
(b} Required insurance or bonds.
) alicensee di i
of a provider:
{a) The licensee must inform the agency not less
than 30 days prior to the discontinuance of
operation and inform clients of such

i i as required by izi
statutes. Immediately upon discontinuance of
cperation by a provider, the licensee shall
surrender the ficense to the agency and the
ficense shall be canceled.
{b} The licensee shali remain responsible for
retaining and appropriately distributing all recerds
within the timeframes prescribed in authorizing
statutes and applicable rules. In addition, the
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a licensee, the estate or agent of the licensee

1. Make arrangements to forward records for
each client to one of the following, based upon
the client's choice: the client or the client's legal
representative, the client's attending physiclan, or
the health care provider where the client currently
receives services; or

2. Cause a notice to be published in the
newspaper of greatest general circulation in the
county in which the provider was located that
advises clients of the discontinuance of the
provider operation. The notice must inform clients
that they may obtain copies of their records and
specify the name, address, and telephone
number of the person from whom the copies of
records may be obtained. The notice must
appear at least once a week for 4 consecutive

53A-35.100 Minimum Licensure Requirements.
Provider location. A licensee must maintain
proper authority for operation of the provider at
the address of record. if such authority is denied,
revoked or otherwise terminated by the local
zoning or cade enforcement authority, the Agency
may deny or revoke an application or license, or
impose sanctions.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to notify Agency for Healthcare
Administration of facitity closure.

Findings included:
Observation conducted on at 9:00am

facility appeared to be uncccupled. Surveyors
proceeded to knock at door, and no one

STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
c
AL11810240 8. WING 04/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
725 EDGEWATER DRIVE
STIRLING HOUSE 1 LLC
DUNEDIN, FL 34698
oy SUMMARY STATEMENT OF DEFICIENCIES 5 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)
€Z817 | Continued From page 1 cz817
ficensee or, in the event of or dissolution of

AHCA Form 3020-0001
STATE FORM

s

$48011

f continuation sheet 2 of 3



Agency for Health Care

PRINTED: 04/11/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES

{X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

answered. There were no cars in the parking lot
and the windows were uncovered. No furniture,
appliances or resident was seen in the facility.

An interview conducted over the phone on

at 9:20am with the Administrator
revealed the facility was sold in of 2024.
The Administrator stated residents have not been
in the facility since she been the administrator.
The Administrator stated she will contact

Unclassified

g
and she was not aware if anyone contacted the
Agency for Health Care Administration regarding
no longer needing a license.

{Photographic evidence obtained)
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