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Initial Comments.

An unannounced Relicensure with Limited Mental
Health (LMH), and Generator Monitoring survey
was conducted on at Sheridan
Manor. The facility had deficiencies identified
related to the Relicensure at the time of the
survey.

59A-36.011(11) FAC Training -

{an

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-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of 6 sampled employees
received training in .
Staff H, Home Health Aide {HHA)

Findings include:

An employee review was conducted on

and revealed Staff H, HHA was hired
on 12024. Staff H's employee record had no
documentation of training for
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During an interview on at
approxi 5:50 PM, the
acknowledged the findings.
Class Il
A180| 59A-36.019(1) FAC Emergency Management A180

{1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 429.41, F.§., each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facilities,” AHCA Form
3180-5008, | , incorporated by
reference and available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-15964. The form is also available at:
myflorida.comMCHQ P A
ctlvstseslmdex shimi. The emergency
management plan must, at a minimum, address
the following:
(a} Provision for all hazards;
{b) Provision for the care of residents remaining
in the facility during an emergency, including
i or fion; protecting
the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;
{c} Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheitering
arrangements; supplies; staffing; emergency
equipment; and medications;
{d) Provision for the care of additional residents
who may be evacuated fo the facility during an
including the i ification of such
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residents, staffing, and supplies;
(e) \dentification of residents with s

or related , and residents with
mobility limitations who may need specialized
assistance either at the facility or in case of
evacuation;
{f} Identification of and coordination with the
county emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,
{h) The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure its

Compt i Pian
{CEMP) was up-to-date and approved by the
Local County Emergency Management Division.

The findings included:

On a Relicensure Survey was
conducted at the fagility. During an interview with
the Administrator on at3:46 PM a
request was made to the Administrator to provide
facitity's current CEMP approval letter. The
Administrator stated their CEMP was out of date.
Arequest was made to provide all
communications and submissions fo the Local
County Emergency Management Division.

A review of the facility CEMP letter provided on
revealed a CEMP letter from the
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Local Emergency Management Division dated
, with an approval through .
Further review of documents indicated the facility
submitted a CEMP renewal request on
with under review status.

On at 6:29 PM, During an interview

with the Administrator she confirmed their CEMP

was expired and the facility had resubmitted

CEMP and is under review status. No additional

documents were provided during the survey.
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