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408.821 Emergency management planning;
emergency operations; inactive license.-
(1} Alicensee required by authorizing statutes
and agency rufe to have a comprehensive

plan must g a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the locat

management agency, county health department,
or Department of Health as follows:
{a) Submit the plan 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 plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
(¢} 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 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 sive gl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt 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
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

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

2. Is currently ficensed,

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
license 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 appropriate licensure fees, Upen agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall 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 approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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Continued From page 2

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 reviews and interviews the
facitity fatled to ensure it submitted annually and
within 30 days after any significant modification,
as defined by agency rule, to a previously
approved plan as required

Findings:

On at 12:19 prn asked the assistant
administrator for the CEMP manual. She stated
that the book was not currently at the facility. She
stated that she does not know where it is.

On at 6:01 pm the assistant administrator
stated that the CEMP was not in the facility and
the administrator was not going to show up at the
faciiity with the manual.

There was no documentation presented to
indicate when the last CEMP was approved.

Unclassified

408.823( .} FS In-person Visitation

{1) This section applies to .
centers as defined in s. 383.063,
hospitals licensed under chapter 395, nursing
home facilities licensed under part |l of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facifities for the
licensed and certified

CZ830

CZ841
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under part Vill of chapter 400, and assisted living
facifities licensed under part | of chapter 429,

{2){(a} No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures, The policies
and procedures must, at a minimum, include
control and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b} and 429.28(1)
(d}, as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must aflow consensual physical
contact between a resident, client, or patient and
the visitor.
{b} A resident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daity in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care,
{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:
1. End-of-life situations.
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2. Aresident, client, or patient who was fiving with
family before being admilted to the provider ' s
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including tabor and
delivery.
8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-persen visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility

CZ841

failed to provide proper documentation of the
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facilities visitation policy.
Findings:

On at 1:00 pm asked the assistant
administrator for the visitation policy. She stated
that the family can come and visit as they wish
without restrictions.

On at 1:03 pm asked the assistant
administrator for the visitation policy which
mentions certain stipulations for residents and
their family members. The visitation policies and
procedures required by this section must allow
in-person visitation in all of the following
circumstances, unless the resident, ofient, or
patient objects:

1. End-of-life situations,

2. Aresident, client, or patient who was iiving with
family before being admitted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
oreviously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including fabor and
delivery.
8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend

in-person visitation of a specific visitor if the
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visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial icensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.

On at 1:10 pm the assistant administrator
stated that the policy book is not in the facility, itis
with the administrator.

The facility did not provide a visitation policy that
had all the requirements listed.

Unclassified
Initial Comments

Are-licensure survey and generator monitoring
was conducted on at House of Light
Senior Living )i Palm Bay. The facility had
deficiencies identified at the time of the survey.

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
ible for ini e appropri
of admission of an individual to the facility and for
ing the i appr of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and

CZ841

A0O0

AD010

services offered or arranged for by the facility in
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accordance with facility policy, and any limitations
infaw or rule related o admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
(b} A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facifity and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For of this the
term "bedridden" means that a resident is
confined to a bed because of the inabifity to:
a. Move, turn, or reposition without total physical
assistance;
b. Transfer to a chair or wheelchair without total
physical assistance; or
¢. Sit safely in a chair or wheelchair without

tinued

AD10
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personal assistance or a physical .

2. Aresident may continue to reside in a facility i,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

(2} A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or atterney
infact. in the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable depariment.

{3} A physician, physician assistant, or

practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for

ission. As part of the continued resi
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the i | assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the

AD10
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practitioner's form or on AHCA Form 1823, which
isi by in (2)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429 26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. If the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c} A , i resident who no [onger meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;
3. Alicensed hospice, in consultation with the
facitity, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
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being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
{e) A hospice resident that meets the
quatifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f} Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daity
tiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

(g} Continued residency criteria for facilities
holding an extended congregate care ticense are
described in Rule 59A-36.021, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews the facility failed to provide an up to
date 1823 for resident #4. As part of the
continued residency criteria, a resident must have
a -to- medical examination by a heaith
care practitioner at least every 3 years after the
initial assessment, or after a significant change,
whichever comes first.

Findings:
On at 12:09 pm a record review of resident

#4's chart revealed an admission date of

On at 12:15 pm a record review of resident
#4's chart revealed an expired 1823, (dated
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On at 12:18 pm asked the assistant

administrator for an updated 1823 for resident #4,
she stated it is in the chart.

On at 12:20 pm the assistant administrator
confirmed that the current 1823 which was in
resident #4's chart is currently expired.

On at 12:22 pm the assistant administrator
stated that the administrator handles that area of
the resident’s chart, however, she will let her
know that the 1823 document is currently expired.

Photographic evidence obtained.

Class i

A 078 59A-36.010(2) FAC Staffing Standards - Staff AO78
$8=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health 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 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without

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
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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 individ:
must be immediately removed from duties untif 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 experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl 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,

A078
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Continued From page 13

2. Maintain time sheets for alf staff.

(f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews the
facitity failed to provide evidence of an annual
negative examination for a sample of
1 of 2 employee files (employee A), and the
facitity fatled to provide evidence of a
communicable statement from a
physician within 30 days of hire for 2 of 3 sampled
employees (employee B and assistant
administrator).

Findings:

On at 4:12 pm the assistant administrator
stated that she is not sure why the documentation
i$ not in the employee charts.

On at 4:15 pm the assistant administrator
stated employee B should have a communicable

in her chart, however, the administrator is
revising the charts for the entire facility, so maybe
itis with her.

On at 4:18 pm the assistant administrator
stated that she is not in charge of the files for the

D . The inis is re ible for
those items, and she is not at the facility to
provide the proper documentation,

On at 4:20 pm the assistant administrator
stated that she does not know where her
communicable is located at the time. She
stated thereis an | scheduled so she

A078

wifl get it done.
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Continued From page 14

On at4:41 pm it was discovered that

employee A did not have a negative

annual examination in her file. The assistant
ini stated that the ini isin

charge of these documents so it they are not

present in the employee file,

On at 4:55 pm assistant administrator
stated that the administrator is not able to fax or
email any of the documents over because their
fax machine is out of service at this time.

Class Il

59A-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,
2020-2025, which are incorporated by reference
and available for review at:
http: w . firules.o asp?No
=Ref-04003, and the curent 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:/fods.od nih.gov/Healtt fon/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

A078

A083

AHCA Form 3
STATE FORM

20-0007

s

13KOT

f continuation sheet 15 of 19




PRINTED: 06/26/2024

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11968617 B. WING 04/25/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1797 BLAINE ST NE
HOUSE OF LIGHT SENIOR LIVING If
PALM BAY, FL 32905
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A093| Continued From page 15 ADS3

of standardized recipes. For facilities with a
ficensed 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} Al regular 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
facility files and include the original signhature of
the reviewer, registration or ficense 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.

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
facility for 6 months.

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

1. Facitities that offer residents a variety of food
choices through a select menu, buffet style
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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 faciiity.
2. The faciiity 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
hours 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
purposes of . the time between meals.
{g) Food must be served attractively 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 adaptive equipment if needed by any
resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

at all times. 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

AD093
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Continued From page 17

coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews on the
facifity failed to provide 6 months of menu's
signed and dated by the licensed dietitian/
registered dietitian, and the facility failed to have
a sufficient 3-day food supply of nonperishable
food, based on the number of weekly meals the
facitity has with residents to serve,
must be on at all times.

Findings.

On at 11:30 am asked the assistant
administrator for 6 menths of menu's signed and
dated by the licensed RD/LD.

On at 11:45 am, the assistant
administrator stated that she theught the new
menus were in the book.

On at 11:48 am, the assistant

ini stated that the inis is
re-doing the books, for better organization. So,
the new menu will probably be with her.

On at 2:57 pm asked the assistant
administrator to show the 3-day emergency food
supply. The emergency supply of nonperishable
goods was not sufficient to sustain the facilities
residents for 3- days.

On a1 3:08 pm the assistant administrator
stated that she needed to replenish the canned
goods, because the expiration dates were close
to expiring.

AD093
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