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AQCQ] Initial Comments

A generator monitoring was conducted at Home

Sweet Home Assisted Living Facility Corp. from
to . The provider had

deficiencies identified at the time of the survey.

A008 420.26(. .) FS; 59A-36.006(2) FAC Admissions -
88=D | Health Assessment

429.26

{5) Each resident must have been examined by a
ticensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facifity, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does net guarantee admission to, continued
residency in, or the delivery of services at the
facitity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facliity's record of the resident and must be made
available to the agency during inspection or upon
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request. An that has been
through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medicat
examination under this subsection and s.
429.07(3)(b)6.

{B) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been by a p: iatrist,
clinical psychologist, clinical social worker, or
s nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility, The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Farmilies personnel
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shail explain to the facility operator any special

needs of the resident and advise the operator

whom to call should problems arise. The

Department of Children and Families shail advise

and assist the facility administrator when the

special needs of residents who are recipients of
e require such

assistance.

59A-36.008

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care practitioner as specified in either

paragraph (a) or {b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally living,

3. Any nursing or

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

., services required by the

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care

A008

AHCA Form 3020-0001
STATE FORM

i XFLITI

If continuation sheet 3 of 26




Agency for Health Care

PRINTED: 09/16/2024

FORM APPROVED

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

AL11967505

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/08/2024

NAME OF PROVIDER OR SUPPLIER

HOME SWEET HOME ASSISTED LIVING FACILITY CO

MIAMI, FL

33155

STREET ADDRESS, CITY, STATE, ZIP CODE
5700 SW 46 TERRACE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A008

Continued From page 3

practitioner, the individual's needs can be met in
an assisted fiving facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts &
medicat examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, | , which is
incorporated by reference and availabte onfine at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.

1. If the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c} Medicat examinations of residents placed by
the department, by the Department of Children
and Familles, or by an agency under contract with
either department must be conducted within 30
days before placement in the facllity and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
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through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
(e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

.. or therapeutic diets, may be attached to
the health . A health care practiti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish . . to be
administered in the case of or

{f} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415,105 or
415.1051, F.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule Is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to show evidence that
one out of seven sampled residents (Resident #
7).

Findings included:

On at 8:57 AM observed Resident # 7
sitting on a Geri chair at the dining room.
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Areview of the admissions/discharge record
revealed that Resident # 7 was not fisted.
Areview of residents' records revealed that
Resident # 7 had no record and no health
assessment at the facility.
On , the Administrator stated at 9:19 AM

that she had the record at home and that the
resident was leaving today. She stated that
Resident # 7 was the owner of the assisted fiving
facility and they were in the process of changing
ownership.

On Staff D (Caretaker) stated at 10:32
AM, "She is the mother of the administrator, and
she will take her home today.

Class Ili

A Q38| 59A-36.007(10) CONTROL
$8=D | PROCEDURES

{10) CONTROL PROCEDURES.
Facifities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement & hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, )
handwash, or handwashing with soap and water.
(b} Standard precautions must be used when
there is an ; exposure to transmissible
agents in N
, nonintact skln and mucuous
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during the provision of personal
services, Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, , protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence that two out of five
sampled staff had evidence of having completed
an control procedures training. (Staff 8
and C).

Findings included:

A review of staff records revealed that Staff B and
C {Caretakers) had no record at the facility.

On al 9:39 AM Staff B slated, "l started
here on ., and t work Thursday to
Sunday.”

On at 9:40 AM Staff C stated that she
started 4 days ago, on Sunday.

On at 10:15 AM Administrator stated
that she had taken their files home.

Class Ili

A 053 59A-36.008(4) FAC Medication - Administration
88=D
{4) MEDICATION ADMINISTRATION.
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{a) For faciliies that provide medication
administration, a staff member licensed to
administer medications must be available to
administer medications in accordance with a
health care provider's order or prescription label.
(b} Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident’s record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident's record.

(c) Medicati inistration includes

any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

{d) Afacility that performs clinical laboratory tests
for residents, including " testing,
must be in compliance with the federal Clinical
Laboratory improvement Amendments of 1988
{CLIA} and Chapter 483, Part |, F.S. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required if residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federal CLIA Certificate if
facility staff assist residents in performing clinical
{aboratory testing with the residents’ equipment.
Information about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308 telephone
(850)412-4500.

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

AD053
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failed to have a staff member licensed to

. cations o admint
to three out of seven sampled residents (#1, #3
and #7).

Findings included:

A review of the medication obsefvation record
{MOR) revealed that the medications were being
signed by the facility staff.

On at 10:58 AM Staff D (Caretaker)
stated that they were administering the
medications to the residents on hospice with
exception of Resident # 2 who was able to assist.

On at 10:55 AM a registered nurse from
hospice stated that the staff from the facility were
the ones giving the medications to the residents.

Class i

A 055 59A-36.008(6) FAC Medication - Storage and
850 Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommedate 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
focked 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

AD053
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A055| Continued From page 9
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 i and dos
by the heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is 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 facitity's rules and regulations 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 b:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacie, room, or area at alf
times;
2. Located in an area free of dampness and

., except that a i
requiring 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
pifi- j assisting with ini
of or inisterd . Such
staff must have ready access to keys or codes to
the medication storage areas at afl times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.

ADBS

AHCA Form 3020-0001
STATE FORM

i XFLITI

f continuation sheet 10 of 26




PRINTED: 09/16/2024

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
AL11967505 8. WING 08/08/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5700 SW 46 TERRACE
HOME SWEET HOME ASSISTED LIVING FACILITY GO
MIAM, FL 33155
(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}
A055 | Continued From page 10 ADBS

{dy ication that has been di: inued but
has not expired must be returned to the resident
or the resident's representative, as approptiate,
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. I, after notification and waiting
at least 16 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{fy Medications that have been abandoned 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.

{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to keep the
medications locked at all times.

Findings included:
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On at 8:57 AM observed a botile of

. on top of the kitchen table, Staff C
stated, "It is mine." On the staff room, which had
no door but a curtain, observed 2 stacks of
medications for Resident # 4.

On at 9:48 AM Staff B (Caretaker)
stated, "Resident # 4 was in the hospital, and they
discontinued those medications.”

Class Ili

A 085 59A-36.011(7) FAC Training - Nutrition & Food
88=D| Service

(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted lving facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide evidence
that Staff C had compieted a 2 hours nutrition and
food service training.

Findings included:

A085
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On at 10:30 AM observed Staff C

(Caretaker) cooking lunch,

Acreview of records revealed that Staff C had no

employee records.

On at 10:15 AM Administrator stated

that she had taken her file home.

Class Ill

AO78) 59A-36.010(2) FAC Staffing Standards - Staff AD78

88={
(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
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 docurmented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health 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 col . such individ
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must be immediately removed from duties until 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
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.
{e) For facifities 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 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 observation, interview and record

A078

AHCA Form 3020-0001
STATE FORM

i XFLITI

f continuation sheet 14 of 26




Agency for Health Care

PRINTED: 09/16/2024

FORM APPROVED

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

AL11967505

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

08/08/2024

NAME OF PROVIDER OR SUPPLIER

HOME SWEET HOME ASSISTED LIVING FACILITY CO

MIAMI, FL

33155

STREET ADDRESS, CITY, STATE, ZIP CODE
5700 SW 46 TERRACE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

AD078

A 1601
§8=D

Continued From page 14

review the facility to ensure that two of five
sampled staff failed was qualified to perform their
assigned duties (Staff B and Staff C).

Findings:

On at 9:10 AM, when asked to start the
generator, Staff B (Caretaker) stated, "What is &
generator?" She calfled Staff Don the phone to
ask her where the generator was. At 9:15 AM
observed a Honda 9.0 GX series generator inside
a shed inside the backyard. At 9:16 AM she
stated, “To tell you the truth | have never started
the generator, | have been here for 4 months."

On at 9:17 AM Staff C (Caretaker) that
she had been at the facility for 4 days and had
never started the generator.

On at 9:24 AM Staff B (Caretaker)
regarding . "l check that the resident has no
. | place the patient on the floor, 3

p and3 | and { have the
911 on the phone.”

On at 9:40 AM Staff C (Caretaker)
stated regarding ,"30 . and 3

Areview of staff records revealed that Staff B and
Staff C had no records at the facllity.

On Administrator stated at 10:15 AM
that she had taken their files home.

Class Il

59A-36.015(1) FAC Records - Facility
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Continued From page 16

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally 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 . s 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 to 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 retum pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

(c) Alog listing the names of alf temporary
emergency placement and respite care residents
if not included on the [og described in paragraph
(b).

(d} The facility's emergency management plan,
with documentation of review and approval by the

A180
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A 160 | Continued From page 16

county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.
{e) 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, F.A.C.
{h} If the facility advertises that it provides special
care for persons with ‘s or
related . acopy of all such facility
advertisements as required by Section 429.177,
F.s.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007. F.AC.
{j) Al food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to Section 429.435, F.8., and rule Chapter
69A-40, F.A.C,, issued within the last 2 years.
{I) All 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 Sechon 429 35, F.S., all

survey, and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the

A180
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A 160 | Continued From page 17

iast 6 years.

{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} The facility's policies and procedures pursuant
to subsection 58A-36.007(10}, F.A.C;

{a) The facility's prevention poficies and
procedures;

{r) The facility's medication practices;

{s} The facility's policy on physicat 5

{t} 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 facilities licensed as limited mental heaith,
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 keep and up to date admission and
discharge log.

Findings included:

A review of the admission/discharge log revealed
that Resident # 7 was not listed in it.

On at 10:21 AM the Administrator stated
on the phone, "ok."

Staff D (Caretaker) stated at 10:32 AM,
"Resident # 7 is the mother of the Administrator,
and she will take her home today. She was in
rehab and she found her on the floor 2 or 3 times
and brought her here. She is looking for people
that can take care of her mom at home.”

A180
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Class Ill
A181| 429.275(2) FS; 59A-36.015(2) FAC Records - A161

88=D| gtaff

429.275

{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if
applicable, documentation of compliance with all
training requirerments of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
P ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with levef 2
packground screening for alt staff subject to
screening requirements as specified in Section
429.174, F.8,, and Rule 59A-36.010, FA.C.,
4. For facilities with a ficensed capacity of 17 or
more residents, a copy of the job description
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59A-36.010, FAC.,

FAC

59A-36.010, FAC.

of the

given to each staff member pursuant to Rule

5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),

{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. o provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in Rule 58A-36.010, FA.C.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 8 months as required by Rule

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, a copy

with

CandE).

Findings included:

{Caretakers}

furnished, and documentation verifying freedom
from signs or symptoms of communicable
for three out five sampled staff {(Staff B,

An employees records review that the facility had
no records on the premises for Staff B, Cand E

On at 8:50 AM Staff B and C stated that
they had filled the applications and had done the
trainings, they were listed on the facility's roster.
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Staff B stated that she did not know who Staff £
was by the name listed on the roster.

Administrator stated on the phone at 10:15 AM
that she had taken Staffs B, C and E files home.

On at 8:50 AM returned to the facility
and Staff £ was at the facility, she stated that the
day before she had an ., with her
doctor, and that she tived at the facility.

On at 8:55 AM Staff B stated that they
called Staff E by her middie name, which started
with an E. A review of the roster revealed that the
picture belong to her Staff E and her first name
started with an L; her driver ficense had her name
fisted with an L as first name and E as a middle
name,

Class Ili

A 162| 59A-36.015(3) FAC Records - Resident
$8=D
(3) RESIDENT RECORDS. Resident records
rmust be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

Medicaid and/or Medicare number, or name of
other heaith insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,

9. Name, address, and telephone number of the

Nk N

A162
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A162| Continued From page 21

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
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C,

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
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 refusa 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), F.A.C.

{HHA ., . 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.

{g) For facilities that will have unlicensed 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.
{h) For faciliies 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, F.A.C.

(i) A copy of the resident's contract with the
faciiity, including any addendums fo the contract

A162
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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
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.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ( ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{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,
FAC.

{0} The resident's . DH
Form 1898, if applicable.

{p) For independent living residents who recelve
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personat, limited
nursing, or extended congregate care services,
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A162| Continued From page 23

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
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.

3 i resident records i for
facitities holding a limited mental heaith, extended
congregate care, or imited 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 have an accurate health assessment for
three out of seven sampled residents {Residents
#1 and # 3). The facility failed fo have a
completed demographic sheet for one aut of
seven sampled residents (Resident # 4).

Findings included:

Acreview of residents’ records revealed that
Resident's # 1's health assessment had been
completed on stated that he required
assistance with eating and fotal assistance with
the rest of the activities of daily living (ADL) and
required assistance with self-administration of
medications and was on a regular diet. He had
been receiving hospice services since
with a diagnosis of
of Native . without
Hospice care plan had been reviewed on
, stated that he was dependent for 6 out
6 ADLs. Health assessment completed on

Pectoris.
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A162| Continued From page 24

stated that he required assistance with
eating and total assistance with the rest of the
ADLs, required assistance with
seif-administration of medications and was on a
regular diet.

On at 10:02 AM Staff B (Caretaker)
stated that Resident # 1 needed medication
administration and needed to be fed, and thata
nurse came from hospice to give him the
medications and that he ate puree.

Areview of residents' records revealed that
Resident # 3 had been receiving hespice services
since with a diagnosis of

. Health assessment completed
on stated that she required assistance
with eating and total assistance with the rest of
the ADLs and required assistance with
self-administration of medications and was on
regular diet, however the care plan from hospice
stated, puree diet. Diagnosed with

Without
Behavioral, Disturbance and
- Type i, . .
PR , Sleep | PR ,
and . . o
On at 11:15 AM Staff D {Caretaker)

stated that Resident # 3 had to be fed and
needed medication administration.

A review of residents' records revealed that
Resident # 4's demographic sheet had no other
information than his name, date of admission

), date of birth and place of birth, and a
sticky note stating resident and family
information.
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Class Ili
A 182 69A-36.019(3) FAC Emergency Mgmt - Plan A182

88=F | Implementation

{3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the plan within 30 days of employment.
{b} If telephone service is not available during an
emergency, the facifity must request assistance
from local law enforcement or emergency

in

communication

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that all staff were capable of
imptementing the emergency plan,

Findings included:

On at 9:10 AM, when asked to start the
generator, Staff B (Caretaker) stated, "What is a
generator?” She called Staff D on the phone to
ask her where the generator was. At 9:15 AM
observed a Honda 9.0 GX series generator inside
a shed inside the backyard. At 9:16 AM she
stated, "To tell you the truth | have never started
the generator, | have been here for 4 months.”

On at 9117 AM Staff C (Caretaker) that
she had been at the facility for 4 days and had
never started the generator.
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CZ814| 435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the are
enrolfed in the national retained prmt
notification program at the Federal Bureau of
Investigation:

1. A person with a break in setvice of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity,

{c} An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
dlearinghouse.

1. Before . . initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective L . initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person’s
status has been made.
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in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic submission to the

initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individual
taxpayer identification number.

failed to report the initial status of an employee
(Staff B) on the facility's roster within 5 days of
being hired.

Findings included:

was received by Staff B.

B was not listed on it. it also revealed that she
had a she had a level Il background screening

had no records at the facility.
On 08/0724 at 9:39 AM Staff B stated, "l started

here on ., and t work Thursday to
Sunday.”

{d) An employer or a qualified entity participating

Department of Law Enforcement. The registration
must include the person ' s full first name, middle

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

On 08/0724 at 8:57 AM arrived at the facility and
A review of the facility's roster revealed that Staff

completed on and that she was eligible.
A review of facility's records revealed that Staff B
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Continued From page 2

On .24 at 10:15 AM the Administrator stated
on the phone, "ok."

Unclassified

408.813(3) FS Administrative Fines; Violations

408.813 Administrative fines; violations.-As a
penalty for any violation of this part, authorizing
statutes, or applicable rules, the agency may
impose an administrative fine.

{3) The agency may impose an administrative
fine for a violation that is not designated as a
class |, class I, class Hii, or class  violation.
Unless otherwise specified by law, the amount of
the fine may not exceed $500 for each viofation.
Unclassified violations include:

{a) Violating any term or condition of a license.
(b} Violating any provision of this part, authorizing
statutes, or applicable rules.

{c} Exceeding licensed capacity.

{d) Providing services beyond the scope of the
ficense.

{e) Violating a moratorium imposed pursuantto s.
408.814.

{f) Violating the parental consent requirements of
5. 1014.06

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility exceeded its licensed
capacity.

Findings included:

On at 8:57 AM arrived at the facility and
Staff B {Caretaker) stated, "we have 7 residents.”

CZ814
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During tour of the facility observed Resident # 7
sitting on a Geri chair at the dinning room,
Residents # 5 and # 6 sitting in the living room,
Residents # 1, # 2, # 3 and # 4 in their rooms.

A review of the medications cabinet revealed that
there were medications for 7 Residents, # #
7. Areview of the license revealed that the facility
was licensed for 6 residents.

On Staff D (Caretaker) stated at 10:32
AM, "Resident # 7 is the mother of the
Administrator, and she wilt take her home today.
She was in rehab and she found her on the floor
2 or 3 times and brought her here. She is looking
for people that can take care of her mom at
home."

Unclassified
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