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{6) MEDICATION STORAGE AND DISPOSAL.
{a} In order to accommodate 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
tocked 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
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is and

by the health care provider to be hazardous if kept
in the personal possession of the person for whom
itis 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
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 facility's rules and reguiations 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 & locked cabinet; locked cart; or other
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tocked storage receplacle, room, o area at alf
times;
2. Located in an area free of dampness and
, except that a i

requiring refrigeration 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
pili- i , assisting with self- i ion of

ication, or i i ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
(d) Medication that has been discontinued but has
not expired must be returned to 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
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident’s medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
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® that have been 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.
(9) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensi
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep centrally stored medications in a
{ocked cabinet or cart secured at all times.

Findings Included:

Observations, conducted on from
09:42am through 01:00pm, revealed that there was
a box full of medications on the floor in the
Weliness Office. There was a botile of Ingrezza
40mg for former Resident #12 on a shelf. The office
door was wide open throughout the survey and the
treatment cart was unlocked from 09:30am

through 03:30pm. There was no staff in or around
the office or near the treatment cart observed at
09:42am, 09:32am, 10:45am, and 01:00pm
(photographic evidence obtained).

During an interview with the Administrator,
conducted on at 02:24pm, the

stated that were 1o be
iocked and secured at all times.
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59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs for
seif-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 (2), no
individual other than a pharmacist may transfer
medications from one storage container to
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 medication and any
fimitations must be specified; for example, “as
needed for, . . not to exceed 4 tablets per day."
The revised instructions, including the date they
were obtained from the health care provider and
the signature of the staff who obtained them, must
be noted in the medication record, or a revised
{abel must be obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
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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
orovider 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 icati inis ion are filled
or refilled in a timely manner.
(g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or complimentary
drugs that are di 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
iption drugs are not inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
1. Practitioner's name,
2. Resident's name,
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3. Date dispensed,

4. Name and strength of the drug,

. 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 electronic 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 reasons in which to provide
prescribed as needed medications for two
Residents (#5 and #8) of two sampled residents.

Findings Included:

Areview of Resident #5's Medication Observation
Records (MORs), conducted on .
revealed that Resident #5's as needed medications
Tears, 20mg, and
had no reasons noted to give the
medications.

A review of Resident #8's MORs, conducted on

, revealed that Resident #8's as needed
medicalions Smgand 15mg
did not note the reason to give the medications.

Areview of Resident #5's medication labels for
Tears, ,and B
conducted at 01:45pm, revealed that
Resident #5's prescribed Tears,
20mg, and
medications had no reason noted on the
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medication labels to give the medications.

Areview of Resident #8's medication labels for
and . conducted

at 01:45pm, revealed that Resident #8's prescribed
Smgand 15mg medications

had no reason noted on the medication labels to

give the medications.

During an interview with the Corporate Nurse and
Administrator, conducted on at
02:30pm, the Corporate Nurse and Administrator
agreed that Residents #5 and #8's prescribed as
needed medications had no reasons noted to give
the medications on the medication labels and the
MORs.

Class Il

429.52(1 & 7) FS; 58A-36.011( ) FAC Training -
Staff In-Service

428.52

{1)(a} Each new assisted living facility employee
who has not previously 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 facility residents. Upon completion, the
employee and the administrator of the facility 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.

{b} Each assisted living facility employee must
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complete the training required under s. 430.5025.
However, an employee of an assisted fiving facility
ficensed as a limited mental health facility under

5. 428.075 is exempt from the training

requirements under s. 430.5025(4)(d).

(c} If an assisted fiving facility employee

completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph {a).

(7) Facility staff shall participate in inservice
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.

B5IA-36.011
(2) STAFF PRESERVICE ORIENTATION.
(a) Facilities must provide a preservice orientation
of at least 2 hours to all new assisted living facifity
employees who have not previously completed
core training as detailed in subsection (1).
(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

P the preservi i i
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by the
facility . the preservice i
must cover:
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1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents, other
than nurses, certified nursing assistants, or home
health aides trained in accordance with rule
B59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

cffering this training. Documentation of compliance
with the staff training requirements of 29 CFR
1610.1030, relating to borne ,
may be used to meet this requirement.
(b} Staff who provide direct care to residents must
receive a 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.
() Staff who provide direct care to residents, who
have not taken the core training program, shall
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 faciiity.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its

prevention policies and procedures when
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offering this training.
(d) Staff who provide direct care to residents, other
than nurses, CNAs, or home health aides trained
in accordance with rule 59A-8.0085, F A.C., must
receive 3 hours of in-service fraining within 30 days
of employment that covers the following 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
handling practices.

(f) All facility staff shal receive in-service training
regarding the faciiity'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 facility's resident elopement response policies
and procedures.

2. All facility staff shall 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 record review and interview, the facility
failed to provide direct care staff with the required
in-service training which included a two-hour
pre-service orientation and contrel prior to
interacting with residents. Furthermore, the facility
failed to provide direct care staff with trainings
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within thirty days of employment which included
activities of daily living and behavioral needs,
incident and major incident reporting, emergency
preparedness, nutrition and safe food handfing,
and resident rights and recognizing and reporting
. neglect, and | for one
employees (Staff C) of two sampled employees.

Findings Included:

An employee record review for Staff C, conducted
on , revealed that Staff C's employee
record did not contain evidence that Staff C
obtained trainings regarding a two-hour pre-service
orientation and control prior to interacting
with residents. Staff C's employee record did not
contain evidence that Staff C obtained trainings
regarding activities of daily living and behavioral
needs, incident and major incident reporting,
emergency preparedness, nutrition and safe food
handling, and resident rights and recognizing and
reporting . neglect, and | within
thirty days of employment. Staff C was hired on

During an interview with the Administrator,
conducted on at 2:15pm, the
Administrator agreed that Staff C's employee
record did not contain evidence that the employee
obtained the required in-service trainings for a
two-hour pre-service orientation and

control prior to interacting with residents. The
Administrator agreed that Staff C's employee
record did not contain evidence that the employee
had trainings regarding activities of daily living and
behavioral needs, incident and major incident
reporting, emergency preparedness, nutrition and
safe food handling, and resident rights and
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recognizing and reporting . neglect, and
. within thirty days of employment.

Class Il

59A-36.011(4) FAC Training -/

“)

/ ). Pursuant to section

381.0035, F.S., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on and

. including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
D ion of i must be
in accordance with subsection (12), of this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that employees had a one-time
education course regarding

L. 7 ) for one employee
{Staff C) of two sampled employees.

Findings Included:

An employee record review for Staff C, conducted
on . revealed that Staff C's employee
records did not contain evidence that the
employee obtained a one-time education course
on / . Staff C was hired on

During an interview with the Administrator,
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conducted on at 02:15pm, the

Administrator agreed that Staff C's employee

record did not contain evidence that the employee

completed a one-time education course regarding
! within thirty-days of employment.

Class Il

59A-36.011(6) FAC 429.52(6), F'S Training - Assis
Self-Admin Meds & Med Mgmt

59A-36.011
{8) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if- ini ion of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.562(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i inistration, and of
medications in assisted living facilities; procedures
and techniques for assisting the resident with
self-administration of medication including how to
read a prescription label; providing the right
medications to the right resident; common
medications; the importance of taking medications
as prescribed; recognition of side effects and
adverse reactions and procedures to follow when
residents appear to be experiencing side effects
and adverse reactions: documentation and record
keeping; and medication storage and disposal.
Training shall include demonstrations of proper
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techniques, including techniques for

control, and ensure unlicensed staff have
adequately demonstrated that they have acquired
the skills necessary to provide such assistance.
(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8., and rule
59A-36.008, F.A.C., including:

a_ Assist with oral dosage forms, ,  dosage
forms, and | . . and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
“as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the resident,
resident’s health care provider or facility employer
of inability to assist in the administration of such
orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
orefilled with the proper dosage by a pharmagist
and . that are prefiled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
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resident for self-injection;
i. Assist with :
jUsea, to perform "
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the  , or manipulation
of the site; and,
n. Measurement of s s rate,
temperature, and | , rate.
(c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
conlinuing education training on providing
i with self- ini ications and

safe medication practices in an assisted living
facility. The 2 hours of continuing education
training may be provided ontine.
(d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of with
self-administration of medication training must
complete an additional 2 hours of training that
focuses on the topics listed in sub-subparagraphs
(8)(b)2.h.n. of this section, before assisting with
the self-administration of medication p
fisted in sub-subparagraphs (6}(b)2.h.-n.

429.52
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(8) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of & additional hours of training provided
by a registered nurse or a licensed pharmacist
before providing assistance. Two hours of
continuing education are required annually
thereafter. The agency shall establish by rule the
minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed ensure that employees assisting residents
with medications had the required six-hour training

i with self- ion of
medications prior to assisting residents with their
medications for one (Staff C) of two sampled
employees that assisted residents with
medications.

Findings Included:

An employee record review for Staff C, conducted
on , revealed that Staff C was employed
as an unlicensed Medication Technician and
assisted residents with their medications. Staff C's
employee record did not have evidence that the
employee completed a six-hour training regarding

i with self- ini ion of icati
Staff C was hired on

During an interview with the Administrator
conducted on at 02:15pm, the
administrator stated that Staff C was an
unlicensed Medication Technician and assisted
residents with their medications. The administrator
agreed that Staff C's employee record did not have
evidence that the employee completed a six-hour
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Continued From page 16

training regarding assistance with
self-administration of medications.

Class Il

59A-36.011(11) FAC Training -

(11 TRAINING.
{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have evidence that employees received a
one-hour training for

{ } for one employee (Staff C) of two
sampled employees.

Findings Included:

An employee record review for Staff C, conducted
on . revealed that Staff C's employee
record did not contain evidence that the employee
completed a one-hour training for within
thirty days of employment. Staff C was hired on
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Continued From page 17

During an interview with the Administrator,
conducted on at 02:15pm, the
Administrator agreed that Staff C's employee
record did not contain evidence that the employee
completed a one-hour training regarding

within thirty-days of employment.

Class Il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living 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 fong, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside famp or floor
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tamp, and waste basket; and,

5. A comfortable chair, if requested.

(c} The facility must maintain master or duplicate
keys to resident bedrooms to be used in the event
of an emergency.

(d) Residents who use portable bedside
commodes must be provided with privacy during
use.

(e) Faciliies must make available linens and
personal laundry services for residents who require
such services. Linens provided by a facility must
be free of tears, stains and must not be

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and interview,
the facility failed to maintain a clean and decent
fiving environment free of hazards. Furthermore,
the facility failed to provide building repairs and
maintenance as needed.

Findings Included:

During and observation of , conducted on
from 09:47am through 10:02am,
revealed the following:

had a sign posted on the wall at entry
that noted "#12 Residents Restroom". The door
was wide open. appeared to be a storage
area and contained four farge bottles of chemicals
on the sink counter in the bedroom area. The
bathroom had fly paper hanging from ceiling by
shower area. The . grab bars were rusted
and unsightly. There were scrapes, scratches, and
nicks to the wall next to shower area. The caulking
was cracked and peeling away from around base
of shower and toilet. There were drips of unknown
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substances to the front of the toilet and under the
seat of the toilet. The front |, of the toilet lift
chair were rusted. There was a bin under the sink
with standing water. The wood finoleum flocring
under the sink had a large section that was
missing. er the sink. There was drywall mud
plastered to the left and right of the sink_

The staff bathroom was not locked, and the door
was wide open. There was a hole in the wall to the
right of the toilet. The caulking from around the
base of the toilet was cracked and peeling away.

The sanitizer basins had dried up liquid and
bio-growth,

Resident #4's bathroom, there was ten dropping
behind the toilet that was consistent with rodent
feces. The caulking from around the base of the
toilet was cracked and peeling away.

Resident # 3's bathroom, the wallpaper was pulling
away from the wall. There was a tear in the
finoleum. The toilet seat was oid and worn,

The packaged air condition unit in
Resident # 1 and #2's room was pulling away from
the walt and the foam insulation was showing.

The refrigerator had smudges and smears of
unknown substance fo the front and sides of the
cutside of the refrigerator. There were crumbs in
the bottom of the refrigerator. There was food
stacked on top of each other tipping over. There
were no names or dates on opening on the food.
There was a sign on the front of the door that
noted "Bag It Tag "
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During an attempt to review work orders and
invoices, conducted on , there were no
work orders or invoices provided that the facility
had repairs or replacement of torn linoleum, rusted
fixtures, worn toilet seats, tearing wallpaper,
cracking caulking in showers and around toilets,
scratched or unsightly walls, plumbing pipes, and
rodent pest control in progress.

During an interview with the Corporate Nurse and
the Administrator, conducted on at
02:24pm, the Corporate Nurse and the
Administrator agreed that the caulking to toilets
and showers were old, cracked and peeling. The
Administrator stated that no residents resided in
but that employees used the bathroom for
residents' showers. The Corporate Nurse and the
Administrator agreed that 's bathroom
needed fixing. The Administrator stated that the
sink did not leak anymore. The Administrator was
unable to explain the reason for the standing water
in the bin underneath the sink. The Administrator
stated that was supposed to be lecked.
The Corporator Nurse agreed that the
sanitizer basins needed to be cleaned. The
Administrator stated that staff should clean
Resident #4's bathroom floor. The Administrator
was unable to provide evidence that repair or
replacement of torn linoleum, rusted fixtures, worn
toilet seats, tearing wallpaper, cracking caulking in
showers and around toilets, scratched or unsightly
walls, plumbing pipes, and rodent pest control.
The Corporate Nurse and the Administrator agreed
that the refrigerator needed to be cleaned out and
washed down on the inside and outside of the
refrigerator. The Corporate Nurse stated that food
should have been sealed and properly labeled in
the refrigerator.
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(photographic evidence obtained)

Class Il

59A-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 licensee's physical address for review by a
fegally 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
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 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 fo 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
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return pursuant to Rule 59A-36.018, F A.C. i 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
described in Rule 50A-36.019, F.A.C., that must
be readily available by facility staff.

(&) The facility's liability insurance policy required
in Rule 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, FA.C.

(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.

() All 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

A180
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to Section 429.435, F.S., and rule Chapter
B69A-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 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Section 428.35, F.S_, all

survey, i ion and pl
investigation reports, and notices of sanctions and
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} The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FA.C.;
(a) The facility’s prevention policies and
procedures;
{r} The facility's medication practices;
s) The facility's policy on physicai ;
1) 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 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 have an up-to-date admission and
discharge log isting the names of all residents
that resided in the facility, their dates of
admission, and the places where the residents
were admitted from. Furthermore, the facility failed

A180
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to have a grievance procedure for receiving and
ing to ints and i

Findings Included:

A review of the facility's list of current in-house
residents, conducted on . revealed that
there were sixteen residents residing in the facility.

A review of the admission and discharge log,
conducted on . revealed that he
admission and discharge log was not up-to-date.
The admission and discharge log listed on resident
as a current in-house resident which was Resident
#10. The admission and discharge log did not
include names, dates of admission and places of
admission for Residents #1 through #8, #11, and
#13 through #17 (photographic evidence obtained).

During an attempt to review the facility grievance
tog, conducted on . revealed that there
was no grievance log to review,

A review of the facility's grievance policy and
procedures dated entitled Policies and
Procedures Subject: complaint/grievance,
conducted on . revealed that according
to the facility's grievance policy and procedures,
the facility was supposed o
Keep a log for all complaint and outcomes and
within two business days after the submission of a
written complaint, a status report shall be provided
by the residence to the complainant, the resident
or the residents designated person indicating the
steps that will be taken to address the concerns
and within seven days after the submission of a
written complaint, the residence wilt give the

i and if i the desi
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person a written decision explaining the residence
investigation finding and actions to be taken for
resolution.

During an interview with the Administrator,
conducted on at 10:08am, the
Administrator stated that she started a new
admission and discharge log in

because she did not have access to the electronic
admission and discharge log from the former
company. The Administrator agreed that the
admission and discharge log did not include alt of
the facility's sixteen in-house residents’ names,
dates of admission, and places of admission. At
01:00pm, the Administrator stated that the facility
did not have procedures for resolving
complaints/grievances and did not keep a
grievance log. The Administrator stated that the
facility handles grievances as they came in and
did ot log any information regarding the resident
or family, the grievance, or the resolution.

Class Il

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 .

A180
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Continued From page 26

8. Name, address, and telephone number of next
of kin, legal rep ive, or individual desi
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 heaith care

it 's medical ination form
in Rule 59A-36.006, FA.C.
(c} Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
(d} Documentation of a resident's refusat 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), FAC.
HHA record that is 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
fiving 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 unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.
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Continued From page 27

(h) For facifities 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, FA.C.
(i) A copy of the resident's contract with the
facility, including any addendums fo the contract
as described in Rule 59A-36.018, F.AC.
(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 separale frust
fund to receive funds or other property belonging fo
or due a resident, a copy of the quarterly written
statement of funds or other property disbursed as
required in Section 429.27, F.8.
(1) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
N ( ), CF-ES 1006,

. which is hereby incorporated by reference
and available for review at:
http:/iwww firules org/Gateway/reference. asp?No=
Ref-04004. The absence of this form 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 Department of Children
and Families.
(m) Documentation of the | , of a health
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,

A162
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FAC.

(o) The resident's ,DH
Form 1898, if applicable.

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

(q) Except for resident contracts, which must be
retained for 5 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 longer period of
time. Upon request, residents must be provided
with a copy of their records upon departure from
the facility.

(r) Additional resident records for
facilities holding a limited mental heaith, extended
congregate care, or fimited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 58A-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 obtain the date of the examination on a
health assessment form for one (Resident #11) of
two sampled residents.

Findings Included:

Arecord review for Resident #11, conducted on

. revealed that Resident #11 was
admitted on . Resident #11 had a
health assessment with no date of the

A162
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Continued From page 29

assessments in Resident #11's record dated
and

During an interview with the Administrator,
conducted on at 02:20pm, the
Administrator agreed that Resident #11's had no
date of the examination. The Administrator agreed
that the other two health assessments in Resident
#11's record were greater than three years old.

Class Ill
408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations: inactive license.~

{1) Alicensee required by authorizing statutes and
agency rule to have a comprehensive emergency
management plan must designate a safety liaison
to serve as the primary contact for emergency
operations. Such licensee shall submit its

compl 1sive emergency plan to
the local emergency management agency, county
health department, or Department of Health as
foliows:

{a) Submit the pian within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.

{b} Submit the pian annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.

{c} Submit necessary plan revisions within 30
days after notification that plan revisions are
required.

{d) Notify the agency within 30 days after approval
of its plan by the local emergency management

A162
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agency, county health department, or Department
of Health.

(2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved
compl 1sive plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo ali clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the receiving
and sending providers.

(3)a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage 1o its operation during the
state of emergency.

2. Is currently licensed.

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

(b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers and
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appropriate licensure fees. Upon agency approval,
the ficensee shall notify clients of any necessary
discharge or transfer as required by authorizing
statutes or applicable rules. The beginning of the
inactive licensure period shalt be the date the
provider ceases operations. The end of the inactive
period shall become the license expiration date,
and all licensure fees must be current, must be
paid in full, and may be prorated. Reactivation of
an inactive license requires the prior approvat by
the agency of a renewal application, including
payment of licensure fees and agency inspections

icati i with all requil of this
part and applicable rules and statutes.

(4). . Licensees providing residential or inpatient
services must utilize an online database approved
by the agency to report information to the agency
regarding the provider's emergency status,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to submit their comprehensive emergency
management plan (CEMP} to the local emergency
management agency for approval within thirty days
after their change of ownership.

Findings Included:

A review of the facility's posted provisional license,

conducted on . revealed that the posted
provisional license was effective on and
expired on

During an attempt to review the approved CEMP,
conducted on . the CEMP approval

CZ830
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letter was not provided.

During an attempt to review the letter that the
facifity's CEMP had been submitted to the local
office, on
. the letter of submission was not

provided.

During an interview with the Administrator,
conducted on at 01:38pm, the
Administrator stated that the facility had got
behind on submitting their CEMP. The
Administrator was not able to provide a letter from
the local emergency management office confirmed
that the facility's CEMP had been submitted.

Unclassified

4305025(4 & ) / :
Training

{4) Employees of covered providers must complete
the following training for ‘s and
related forms of :
{a) Upon inni P , each emp
must receive basic written information about
interacting with persons who have

or related forms of .
{b} Within 30 days after beginning employment,
each employee who provides personat care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training program
provided by the department.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most common

s
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forms of . how to identify the signs and
symptoms of . and skills for
communicating and interacting with persons with
's or refated forms of

. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricuia, the name of the empleyee, and the date
of completion.
2. A covered provider must maintain a record of the
employee's completion of the training program
and, upon written request of the employee, provide
the employee with a copy of the record of
completion consistent with the employer's written
policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment to
a different covered provider.
(c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
to, behavior management, promoting the person ' s
independence in activities of daily living, and skills
in working with families and caregivers.
(d) Within 7 months after beginning employment
for a nursing home, an assisted living facifity, an
adult family-care home, or an adult day care
center, each employee who provides personal care
must complete 3 hours of training in addition to
the training required in paragraphs (a) and (b). The
additional training must include, but is not limited
to, behavior management, promoting the person's

CZ875

AHCA Form 3
STATE FORM

20-0007

s

CTQEN

H continuation sheat 34 of 43




Agency for Health Care

PRINTED: 04/29/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER:

AL11910204

A, BUILDING:

(X2) MULTIPLE CONSTRUCTION

B.WING

(X3) DATE SURVEY
COMPLETED

04/18/2024

NAME OF PROVIDER OR SUPPLIER

1059 VIRGINIA STREET
DUNEDIN, FL 34698

VILLAS AT LAKESIDE OAKS

STREET ADDRESS, CITY, STATE, ZIP CODE

oxayin
PREFIX
e

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

©
PREFIX
TG

PROVIDER'S PLAN OF CORRECTION o5
(EAGH CORRECTIVE ACTION SHOULD BE CO@:TLEETE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

C2Z875

Continued From page 34

independence in activities of daily living, skills in
working with families and caregivers, group and

activities, ining an i
environment, and ethical issues.
(e) For an assisted living facility, adult family-care
home, or adult day care center that advertises and
orovides, or is designated to provide, specialized
care for persons with ‘s or
related forms of . in addition to the
training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after baginning employment,
each employee who provides personal care fo or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

. the stages of 's B

. medical i ion,

c ication

and stress management.
3. Thereafter. each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning ... Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to help
develop and refine the employee's skills for caring
for a person with or a related
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form of . The continuing education must
cover at least one of the topics included in the

-specific training in which the employee
has not received previous training in the previous
calendar year. The continuing education may be
fulfited and documented in a minimum of one
quarter-hour increments through on-the-job training
of the employee by a facility administrator or his o
her designee or by an electronic leaming

. chosen by the facility administrator.
On-the-job training may not account for more than
2 hours of continuing education each calendar
year.
(/1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph {(c), paragraph {d}, or
paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the

training and i of the

employee, if applicable, must be provided to the
covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, o referring
an employes to a covered provider.
(7) For a certified nursing assistant as defined in
5.464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.
(8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the fotal
hours of continuing education required by that
practitioner's licensing board.
(9} Each person employed, , or referred
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to provide services before | , must
complete the training required in this section
before | . Proof of competion of
equivalent training completed before | :
shall substitute for the training required in
subsection (4). Each person employed,
, or referred to provide services on or
. may complete training using
op under (5)d) until
the effective date of the rules adopted by the
department under subsection (6).

after

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that within thirty days of

P that empl a one-hour
online training with the department regarding

and related forms of
for one employee (Staff C) of three

sampled employees that provided personal care or
had regular contact with residents.

Findings Included:

An employee record review for Staff C, conducted
on , revealed that staff C's employee
record did not contain evidence that the employee
completed the one-hour online training with the
department regarding s and
related forms of within thirty
days of employment, Staff C was hired on

During an interview with the Administrator,
conducted on at 2:15pm, the
Administrator agreed that Staff C's employee
record did not contain evidence that the employee

CZ875

AHCA Form 3

STATE FORM

20-0007

s

CTQEN

H continuation sheat 37 of 43




Agency for Health Care

PRINTED: 04/29/2024

FORM APPROVED

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

AL11910204

A, BUILDING:

B.WING

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

04/18/2024

NAME OF PROVIDER OR SUPPLIER

1059 VIRGI

VILLAS AT LAKESIDE OAKS

INIA STREET

DUNEDIN, FL 34698

STREET ADDRESS, CITY, STATE, ZIP CODE

oxayin
PREFIX
e

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

©
PREFIX
TG

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

COMPLETE
DaTE

C2Z875

A 000

A 003
88=D

Continued From page 37

completed the ane-hour online training with the
department regarding s and
related forms of within thirty
days of employment,

Class Ill
Initial Comments.

A change of ownership survey, and extended
congregate care survey, and a generator
monitoring were conducted at Aspire at Lakeside
Villas on . Deficiencies were identified
at the time of survey.

amended

59A-36.003(2) FAC; 429.12(1) FS Licensure -
Change of Ownership (CHOW)

59A-36.003
{2) CHANGE OF OWNERSHIP. in addition to the

i ts for a change of i
in Chapter 408, Part ||, F.S., Section 428.12, F.S.,
and rule Chapter 59A-35, F.A.C., the following
provisions relating to resident funds apply pursuant
to Section
429.27,F.S.:
{a) At the time of transfer of ownership, all resident
funds on deposit, advance payments of resident
rents, resident security deposits, and resident
trust funds held by the current licensee must be
transferred fo the applicant, Proof of such transfer
must be provided to the agency at the time of the
agency survey and before the issuance of a
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Continued From page 38

standard license. This provision does not apply to
entrance fees paid to a continuing care facifity
subject to the acquisition provisions in Section
651.024, F.S.

(b} The transferor must provide to each resident a
statement detailing the amount and type of funds
held by the facility and credited to the resident.
(c} The transferse must notify each resident in
writing of the manner in which the transferee is
holding the resident’s funds and state the name
and address of the depository where the funds are
being held, the amount held, and type of funds
credited.

429.12 Sale o transfer of ownership of a facility.-It
is the intent of the Legislature to protect the rights
of the residents of an assisted living facility when
the facility is sold or the ownership thereof is
transferred. Therefore, in addition to the
requirements of part Il of chapter 408, whenever a
facility is sold or the ownership thereof is
transferred, including leasing:
(1) The transferee shall notify the residents, in
writing, of the change of ownership within 7 days
after receipt of the new license.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to notify each resident in writing of the
change of ownership within seven days after the
receipt of the new license for eight Residents (#1,
#2, #3, #4, #5, #6, #7, and #9) of eight sampled
residents.

Findings Included:

Areview of the facifity's posted provisional license,
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conducted on . revealed that the posted
provisional license was effective on and
expired on

During interviews with Residents #1, #2, #3, #4,
#5, #6, #7 and #9, conducted on from
09:35am through 11:05am, the residents stated
that they did not receive a notification in writing
that there was a change in ownership for the
facility.

During an interview with the Administrator,
conducted on at 02:25pm, the
Administrator stated that the facility did not provide
a written notification regarding the facility's change
of ownership to any of the residents.

Class Il

59A-36.008(5) FAC Medication - Records

{6} MEDICATION RECORDS.

{a) For residents who use a pill organizer managed

in subsection {2}, the facility must keep either the

original labeled medication container; or a

medication listing with the prescription 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 directicns for use.

{b} The facility must maintain a daily medication

observation record for each resident who receives
with self- ini ion of icati

or medicati inistration. A medi

observation record must be immediately updated

each time the medication is offered or

administered and include:
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Continued From page 40

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 health 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 o take

ion as pi , or errors.

(c) For medications that serve as chemical

. the facifity 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 immediately update Medication
Observation Records (MORs) each time
medications were given to four Residents (#5, #9,
#10, and #13). Additionally, the facility failed to
ensure that MORs were free from errors and noted
the strength and directions of use for each
medication for three Residents (#5, #8, and #9).
Furthermore, the facility failed to ensure that
MORs included the telephone number of primary
care provider's for three Residents (#5, #8, and #9)
of five sampled residents (photographic evidence
cbtained).

Findings Included:

A review of Resident #5's MORs, conducted on

, revealed that Resident #5 had
prescribed medications that were not documented
as given to the resident on various dates and times
from through wehich
included 20mg, ., 10mg,
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12% cream, 81mg,
40mg, 12.5mg, .
. . 5mg, .
Suspension, 0.4mg, and
160mg. Resident #5's primary care provider's
telephone number was not noted on the resident's
MORs. Resident #5's prescribed

did not note the affected areas to apply
the cream. Resident #5's prescribed did
not note the strength of the medications. Resident
#5's s Suspension was typed
and handwritten on the resident's MORs which
was a duplication. Unlicensed Medication

icians were ing the i as

given in both areas which appeared to be double
dosing the resident. The handwritten
area did not note the strength of the medication,
the directions of use, and the times scheduled to
give the medication.

Areview of Resident #8's MORs, conducted on

, revealed that Resident #8's primary
care provider's telephone number was not noted on
the resident's MORs.

A review of Resident #9's MORs, conducted on

, revealed that Resident #9 had
prescribed medications that were not documented
as given to the resident on various dates and times
from through wehich
included Smg, . 5mg and

. 50mg. Resident #9's primary care
provider's telephone number was not noted on the
resident's MORs. Resident #9's prescribed
Spray and did not

note the strength of the medications.

Areview of Resident #10's MORs, conducted on
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. revealed that Resident #10 had
prescribed medications that were not documented
as given to the resident on various dates and times
from through wehich
included 40mg and
10mg.

A review of Resident #13's MORs, conducted on

, revealed that Resident #13 had
prescribed medications that were not documented
as given to the resident on various dates and times
from through wehich
included 0.5mg, 125mg,
and 1Gram.

During an interview with the Administrator,
conducted on at 02:30pm, the
Administrator agreed that Residents #5, #9, #10,
and #13's MORs had prescribed medications that
were not documented as given to the residents.
The agreed that

dose/strength and directions of use were
supposed to be noted for each medication. The
Administrator agreed that Residents #5, #8, and
#9's primary care provider's telephone number was
not noted on their MORs.

Class Il
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