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Initial Comments.

A blennial re-licensure survey was conducted at
My Swest Family Home on

Deficiencies were identified at the time of the
survey.

58A-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;
ora ication listing with the pl ipti
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
or
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;

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 to take

ication as p , of ication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing
physiclan's annual evatuation of the use of the
medication.

A0DC

A054

AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TLE

(x5 DATE

STATE FORM

i Qzyit

It contination sheet 1 of 23




Agency for Health Care

PRINTED. 06/03/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11943057

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

03/20/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

11312 SW 203 TERRACE

MY SWEET HOME

MIAMI, FL

33189

0@y D
PREFIX
TAG

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

3] PROVIDER'S PLAN OF CORRECTION
PREFIX
WG
DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

A054

Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and review of
records the facility failed to maintain an accurate
and up to date medication observation record for
one out of six sampled residents that needed
medication administration (Resident 1).

Findings included:

Interviewed on at approximately 8:05
AM Staff B stated that Resident 1 had a nurse
came every day for administration.

Observation on at approximately 8115
AM showed a locked metal box inside the
refrigerator. Further observation showed it
contained - } for Resident 1.
Areview of Resident 1's health assessment dated

showed an admission date of

a .+ No known

and a medical history and diagnosis of
Uncontrolled | . Physical and
sensory limitations showed, "NA”. . |
status showed . Nursing, treatment and
.. requirements showed "NA". Special

precautions showed,” NA" The activities of daily
fiving {ADL) assessment indicated the Resident
needed assistance with all ADLs {Ambulation,
bathing, » eating, self-care, toileting and
transferring) Special diet instructions were pureed
consistency. The Resident needed medication
administration.

Areview of Resident 1's medication observation
record showed no documentation of
administration.

Interviewed on at approximately 2:45
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Continued From page 2

PM the Administrator stated that the home health
agency nurse kept the medication record for
Resident 's

Interviewed on at approximately 4:20
PM the Administrator stated that she would get
Resident 1's medication record from the home
health agency.

Class Il

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.8,, 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 fo the use of pill

< i as i in ion (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
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medication and any limitations must be specified;
for example, "as needed for, |, notto 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 label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
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
provider 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 ication inistration are filled
or refiled in a timely manner.
(g) Pursuant to Section 465,0276(5), F.S., and
Rule 61N-1,006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner’s name, the

A058

AHCA Form 3
STATE FORM

20-0007

s

Qzvin

If continuation sheet 4 of 23




Agency for Health Care

PRINTED. 06/03/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11943057

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

03/20/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

11312 SW 203 TERRACE

MY SWEET HOME

MIAMI, FL

33189

0@y D
PREFIX
TAG

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

3] PROVIDER'S PLAN OF CORRECTION
PREFIX
WG
DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

A056

Continued From page 4

resident's name for whom they were dispensed,
and the date they were dispensed. if the sample
or complimentary prescription drugs are not
dispensed in the 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,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

{h} Pursuant to Section 485.0276(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 observation, record review and
interview the facility failed to ensure that one out
of six sampled residents that needed assistance
with self-administration of medications took
medication as ordered by the health care provider
{Resident 2).

Findings included:

Areview of Resident 2's record showed the
heaith care provider ordered s

myg tablets three times per day at 8:00 AM, at
2:00 PM and at 8:00 PM.

323

A review of Resident 2's MOR {Medication
observation record) showed no documentation
that . 323 mg was offered to the
Resident at 2:00 PM as prescribed from
through (Photographic
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Continued From page 5

evidence obtained)

Interviewed on at approximately 9:30
AM Staff B stated that the medication was
ordered PRN {As needed) She stated, "We only
give it to him when he needs it."

Observation on at approximately 2:00
PM showed that Staff B passed medications to
Resident 5 and Resident 6 but not to Resident 2.

Interviewed on at approximately 9:55
AM when she was told that . 323
mg tablets had not been offered to Resident 2 as
ordered by the health care provider the
Administrator stated, "His daughter said not to
give it to him because she was concerned about
side effects, We were supposed 1o let the doctor
know and the pharmacy.”

Interviewed on at approximately 4:10
PM the Administrator stated that she would speak
to the doctor about the Resident's daughter
request to hold the medication for Resident 2.

Class Il

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
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Continued From page 6

a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

(b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
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Continued From page 7

this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e}) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all siaff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to ensure that the staff
were qualified to perform their assigned duties
consistent with their level of education, training
and preparation {Staff B, Staff C) The staff failed
to identify the correct technique for performing
}{Staff B,

(
Staff C)
Findings included:

Observation on at approximately 8:00
AM showed that Staff B (Caregiver) was alone in
the facility. Further observation showed that there
were six residents in the facility.

Interviewed on at approximately
10:30 AM when she was asked to describe the
technique for performing . .
) Staff B was not able to identify the
correct technique. She stated, "l would press the

Areview of Staff B's record showed
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Continued From page 8

documentation of a First Aid and
certificate valid through

training

A review of the facility’s staffing schedule showed
that Staff C was the only staff scheduled during
the 8:00 PM to 6:00 AM shift,

Interviewed on at approximately
10:40 AM when she was asked to describe the
technique for performing Staff C was not
able to identify the correct technique. She stated,
"I had the training. but | don't remember it well.”

A review of Staff C' record showed
documentation of a First Aid and
certificate valid through

training

Interviewed on at approximately 4:20
PM the Administrator stated that Staff B and Staff
C would be retrained in

Class Il

59A-36.010(3) FAC Staffing Standards - Levels

(3) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168

212

283

294

335

375

418

16-26
26-35
36-45
46-55
56-65
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Continued From page 9

66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
2. Independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
timited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. Atleast one staff member who has access to
facitity and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility.
4. In facifities with 17 or more residents, there
must be at least one staff member awake at alt
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . B
{ )and holds a currently valid card
documenting completion of stich courses must be
in the facility at alf times,
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. Anurse is considered as having met the
course requirements for First Aid. An emergency
medicai technician or paramedic currently
certified under chapter 401, part ill, .S, is
considered as having met the course
requirements for both First Ald and
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Continued From page 10

6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least | . Mmust be
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a faclity for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours reguirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
F.AC.

{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
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Continued From page 11

care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph {a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a}, if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facitity is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
68A-40, F.AC., until such time as the jocal fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency wili require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility wilf no
fonger be required to maintain a plan with the
agency.
{e) Facilities that are co-located with a nursing
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home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental heaith,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
59A-36.021 or 59A-36.022, F A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed fo provide adequate
staffing to meet the scheduled and unscheduled
needs of six out of six residents (1, 2, 3, 4, 5, 6).
Staff B (Caregiver) was alone caring for six
residents including two residents that were in
hospice care (Resident 2, Resident 3} The facility
also faited to provide the minimum required 212
staff hours per week for six residents.

Findings included:

Observation on at approximately 8:00
AM showed that a resident's family member
answered the doorbell.

Further observation on

approximately 8:04 AM showed that Staﬁ B
{Caregiver) was alone in the facility caring for six
residents (Residents 1, 2, 3, 4, 5 and 6)

Interviewed on at approximately 8:06
Staff B stated that there were six residents at the
facitity and two residents were in hospice care
{Resident 2, Resident 3)

Interviewed on at approximately 8:08
AM Staff B stated that she was alone in the
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facility. She stated, "[Staff C] is coming soon."

Interviewed on at approximately 9:50
AM when she was advised that Staff B was alone
in the facility with six residents and two were in
hospice care, the Administrator stated that she
was covering for an absent employee. When she
was told that she was not listed on the staffing
schedule and that Staff C was listed on the
evening shift the Administrator stated, "l
understand, | know."

Areview of the facility's staffing schedule for the
week of through showed
that Staff B was scheduled to work from 6:00 AM
to 8 PM and Staff C was scheduled to work from
8:00 PM to 6:00 AM Monday through Friday.

Further review of the facility's ‘s
staffing schedule showed a total number of hours
that was less than the minimum required 212
hours per week for six residents.

Interviewed on at approximately 4:10
PM when she was informed that Staff B was
working alone, and the facility did not provide the
minimurn required 212 staff hours per week for a
census of six residents the Administrator stated
that she would correct the schedule.

Class Ili

58A-36.012(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidetines for Americans,

AD079
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2020-2025, which are incorporated by reference
and avatlable for review at:

http:/vww. firules. asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review at:
https:

.od.nih.goviHealt Dietary_
_intakes.aspx. Thi tic diets must
meet these nutritional standards ic the extent
possible.

{b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule,
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.
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2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hotrs nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
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purposes of ., the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, review of records and
interview the facility failed to follow the posted
menu when serving lunch for three out of six
residents {Residents 1, 6, 5). An item that was
fisted on the posted menun was not served to the
residents and a substitution was not provided.

Findings included:

Areview of the facility's posted lunch menu for
showed pork, potatoes, carrots, white
rice, salad, and fresh fruit.

Observation on at approximately
12:10 PM showed that funch was served to
residents 1, 5 and 6 in the dining room table.

Further observation showed that potatoes were
not served to the residents.
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Interviewed on at approximately
12:15 PM when asked why potatoes were not
served Staff B did not respond.

Interviewed on at approximately 4:10
PM when informed that the resident’s lunch was
not served according to the posted menu, and a
substitution was not offered the Administrator
stated that she would make sure the posted
menu would be followed in the future.

Class lli

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 .

8. Name, address, and telephone number of next

of kin, legal representative, or individual

designated 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
itioner's medical ination form

in Rule 59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,

AD093
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therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a heaith
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C,, if applicable.

{e) The resident care record described in
paragraph 53A-36.007(1)(f), F. A.C.

H A record thatis 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.

{0) For facilities that will have unficensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.

(h} For facilities that manage a pill crganizer,
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, F.A.C.

{i) A copy of the resident's contract with the
facitity, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C.

(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.S.
{k} For any facility that maintains a separate trust
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fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ), CE-ES 1008,

. which is hereby incorporated by reference
and avattable for review at:
http:/vww. firules.o asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility 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 ofa
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,
F.A.C.
(0) The resident's
Forrn 1886, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.
{a) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by

,DH
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contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense are provided in Rules 59A-36.020,
59A-36.021 and 59A-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 maintain an accurate and complete
record for one out of six sampled residents
{Resident 1) There was no documentation of the
Resident's care for a | anda
recent hospitalization for uncontrolled

(Resident 1).

Findings included:

Interviewed on at approximately 8:05
AM Staff B stated that Resident 1 had a,
and a nurse was caring for her.

Areview of Resident 1's health assessment dated
showed an admission date of
,a . ., o known
.. . and a medical history and diagnosis of
Uncontrolled ., . Physical and
sensory limitations showed, "NA".
status showed
i . showed
“NA". Special precautions showed,” NA" The
activities of daily living (ADL) assessment
indicated the Resident needed assistance with aif
ADLs (Ambulation, bathing, . eating,
self-care, toileting and transferring) Special diet
instructions were pureed consistency. The
Resident needed medication administration.
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Further review of Resident 1's health assessment
dated showed that she had a

Further review of Resident 1's record showed no
documentation of care for the ,

Interviewed on at approximately 2:00

PM the Administrator stated that Resident 1's
was being cared for by a

care nurse practitioner that came to the facility

daily, but it was not documented in the Resident's

record because the nurse practitioner kept her

oOWn records.

Interviewed via telephone on at
approximately 2:30 PM the Nurse Practitioner
stated that she began caring for Resident 1 on
daily for a superficial, .
on the right of 4.5 cm . x
3 em W. in size. The Nurse Practitioner also
stated that the was superficial, not
and that she had last seen Resident 1 on
. The Nurse Practitioner aiso stated
that the Resident had returned fo the facility from
a hospitalization due to uncontrolied -

Interviewed on at approximately 2:45
PM the Administrator stated that Resident 1 was

transferred to the hospital on after the
home health nurse could not get a

fevel and that the Resident had been discharged

from the hospital to the facility on

Further review of Resident 1's record and
progress notes showed no documentation of the
Resident's hospitalization on

Interviewed on at approximately 3:00
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PM when she was told that there was no
documentation of the Resident's hospitalization of
, forthe | care and that

the health assessment showed that the Resident

needed medication administration but showed no

requirements for nursing or treatment the

Administrator stated that she would contact the

physician and update the Resident's record and

health assessment.
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