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408.821 FS Emergency Management Planning

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

plan to the jocal
managerment 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.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all 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)(8) An inactive license may be issued to a
licensee 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. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o 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
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten 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. Upon 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
licensure fees and agency inspections indicating
compliance with alt 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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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 review of the facility's Comprehensive
Emergency Management Plan (CEMP) and
interview, the facility failed to submit its plan
annually to the local emergency managerment
agency.

Findings:

Areview of the facility's CEMP revealed it was
most recently approved by the local emergency
management agency on

On at 4 pm, the administrator said the
plan had not been submitted for review this year.

Class il
A000; Inttial Comments ADOD

A re-licensure survey with Limited Nursing
Service (LNS) and a generator monitoring was
conducted at Arbor Cove Alf of Florida Inc on

. The facility had deficiencies at the
time of the survey.

A008 420.26( ) FS; 59A-36.006(2) FAC Admissions - A008
$8=D " Health Assessment

428.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission

AHCA Form 3020-0001
STATE FORM 520 185G i coninuastion sheet 3 of 22




Agency for Healih Care Administration

PRINTED: 10/25/2024
FORM APPROVED

1o the facility or within 30 days after admission to
the facility, 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 not guarantee admission to, continued
residency in, or the delivery of services at the
facility 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
facility's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
428.07(3)(0)6.

{6) Any resident accepted in a facility and placed
by the Department of Chitdren 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
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findings of this examination must be recorded on
the examination form provided by the agency.
The compieted form must accompany the
resident and be submitted to the facility owner or

heaith resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical sociat waorker, or
. 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 documenttation 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 fon related to i for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission 1o the facility. The Depariment of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1), Further,
Department of Children and Families personnet
shall 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 shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
.. require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

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

administrator. Additionally, in the case of a mentat
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health care practitioner as specified in either
paragraph (a} or (b) of this subsection.
{a) Amedical 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 daily living,
3. Any nursing or ., services required by the
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 s

.. f or any other
communicable . which are likely to be
fransmitted to other residenis or staff,
7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living 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 a
medical 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 available onfine at:
hitp:/fwww firules.org/Gateway/reference.asp?No
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=Ref-13531. Faxed or efectronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.
1. i 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 iterns may be obtained by
the administrator or designee either oraily 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) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b},
{d) An assessment that has been conducted
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.8. 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 iti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish to be
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{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
facifity's admission and discharge log and
counted in the facility census. A facility may not
exceed its ficensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident acoepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
falled to ensure the health assessment form
{1823) was compilete for 1 of 2 sampled residents
(7).

Findings:

Areview of resident #7's 1823 revealed
page two of the assessment was missing. Page
2 of the health assessment form (1823)
addresses activity of daily living, health status,
conditions and self-care including general
oversight assessment and medications.

On at 11:30am during an interview with

the administrator, she stated Page 2 of the health
assessment could not be located.

Class #l

AHCA Form 3020-0001
STATE FORM 520 185G i coninuastion sheet 8 of 22




PRINTED: 10/25/2024

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11964889 e — 10/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
305 NORTH HIAWASSEE RD
ARBOR COVE ALF OF FLORIDA INC
ORLANDO, F1, 32835
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES [in] PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A026 Continued From page 8 A026
A 026 59A-36.007(2) FAC Resident Care - Social & A026

$8=0 | Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged o participate in
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
coungil, & monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up o 3 hours may be counted toward
the required activity time.
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This Statute or Rule is not met as evidenced by:
Based on review of the facility's activities
calendar and interviews, the facility failed fo have
diversified individual and group activities keeping
with each resident's needs, abilities, and interests
and failed to consult with the residents in
selecting, planning, and scheduling activities.

Findings:

On at 9:48 am, resident #3 said, when
asked what activities were offered at the facility,
said reading books. The resident said the facility
did not discuss activity planning with the
residents.

On at 10:03 am, resident #4 said other
than television, the facility did not have activities.
He said the facility did not discuss activity
planning with the residents.

On at 10:16 am, resident #5 said
sometimes the facility played games. She said
the facility did not discuss activity planning with
the residents.

On at 10:24 am, resident #6 said
sometimes the facility played dominos and
scrabble with the residents. She said the facility
did not discuss activity planning with the
residents.

Areview of the activities calendar revealed the
following:

Sunday: walking, Sunday worship, bible study
Menday: walking, gardening, board games
Tuesday: walking, gardening, movies
‘Wednesday: walking, gardening, arts and crafts
AHCA Form 3020-0001
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Thursday: walking, gardening, bingo
Friday: walking, gardening, dominos
Saturday: walking, gardening, arms and
exercises

No activities were offered during the survey.

On at 2:50 pm, the administrator said
she talks with the residents about activities but
does not document it.

Class il

A D78 50A-36.010(2) FAC Staffing Standards - Staff AQ78
88=0
(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
individuat does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 8 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility fo 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 heaith 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
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STATE FORM 520 185G I continwation sheet €1 of 22



PRINTED: 10/25/2024

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11964889 e — 10/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
305 NORTH HIAWASSEE RD
ARBOR COVE ALF OF FLORIDA INC
ORLANDO, F1, 32835
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES [in] PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A078! Continued From page 11 AQ78

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untita
written statement is submitted from a health care
provider indicating that the individual does not

arisk of a

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
ion, training, p ion, and exper

Staff providing services requiring licensing or
certification must be appropriately ficensed or
certified. Al staff must exercise their
responsibilities, consistent with their

ificath to observe residents, to d it
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rufe
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 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 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 420.174, F.S.
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This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure the personnel record
for 1 of 3 sampled staff (A) contained
documentation of a negative

{ )examination on an annual basis.

Findings:

Areview of caregiver A's personnel record
revealed a hire date of . The caregiver's
most recent documentation of a negative
examination was on

On at 2:27 pm, the administrator said an
annual  exam was not done.

Class il

A 085 59A-36.011(7) FAC Training - Nutrition & Food
$8=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
facility. 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
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

AQ78

A 085
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This Statute or Rute is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure the person responsible
for the facility's food service and the day-to-day
supervision of food service (administrator)
obtained, annually, a minimum of 2 hours
continuing education in topics pertinent to
nutrition and food service in an assisted living
facility.

Findings:

A review of the administrator's food safety
manager certification revealed it expired on

On at 1:10 pm, the administrator said
she did not obtain the required 2 hours of
continuing education this year.

Class il

A123 428.27( ) FS; 59A-36.013(2) FAC Fiscal.-
$8=0 | Resident Trust Funds

429.27

{3) A facility, upon mutual consent with the
resident, shall provide for the safekeeping in the
facility of personal effects not in excess of $500
and funds of the resident not in excess of $500
cash, and shall keep complete and accurate
records of all such funds and personal effects
received. If a resident is absent from a facility for
24 hours or more, the facility may provide for the
safekeeping of the resident’s personal effects in
excess of $500.

{4} Any funds or other property belonging to or
due to a resident, or expendable for his or her
account, which is received by a facility shall be

A123
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trust funds which shall be kept separate from the
funds and property of the facility and other
residents or shall be specifically credited to such
resident. Such trust funds shall be used or
otherwise expended only for the account of the
resident. At least once every 3 months, uniess
upon order of a court of competent jurisdiction,
the facility shalt furnish the resident and his or her
guardian, trustee, or conservator, if any, a
complete and verified statement of all funds and
other property to which this subsection applies,
detailing the amount and items received, fogether
with their sources and disposition. In any event,
the facility shall furnish such statement annually
and upon the discharge or transfer of a resident.
Any governmental agency or private charitable
agency contributing funds or other property to the
account of a resident shail also be entitied to
receive such statement annually and upon the
discharge or transfer of the resident.

{5) Any personal funds available to facility
residents may be used by residents as they
choose to obtain clothing, personal items, leisure
activities, and other supplies and services for
their personal use, A facility may not demand,
require, or contract for payment of all or any part
of the personal funds in satisfaction of the facility
rate for supplies and services beyond that
amount agreed o in writing and may not levy an
additional charge fo the individual or the account
for any supplies or services that the facility has
agreed by contract to provide as part of the
standard monthly rate. Any service or supplies
provided by the facility which are charged
separately to the individual or the account may be
provided only with the specific written consent of
the individual, who shall be furnished in advance
of the provision of the services or supplies with
an itemized written statement to be attached to
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the confract setting forth the charges for the
services of supplies.

59A-36.013

{2) RESIDENT TRUST FUNDS. Funds or other
property received by the facility belonging to or
due a resident, including personal funds, must be
held as trust funds and expended only for the
resident's account, Resident funds or property
may be held in one bank account if a separate
written accounting for each resident is
maintained. A separate bank account is required
for facility funds; co-mingling resident funds with
facility funds is prohibited. Written accounting
procedures for resident trust funds must include
income and. expense records of the trust fund,
including the source and disposition of the funds.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to, at feast once every 3 months,
furnish 1 of 1 sampled resident (#3) with a
complete and verified statement of funds,
detailing the amount received, together with their
sources and disposition.

Findings:

A review of resident #3's record revealed a facility
admission date of

On at 9:46 am, the resident said the
facility was representative payee for his Social
Security income. He said he did not receive any
monthly allowance and no receipt of purchase for
items the administrator purchased on his behalf.

On at 12:46 pm, the administrator said

A123

she was behind on her accounting for the
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purchase receipts. The administrator said she
has never given the resident any of his $54.00
monthly allowance because she buys him
cigareties, cupcakes, root beers, ice cream, and
ciothes.

Areviewofan Social Security check
revealed the facility was the representative payee.

Class il

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
88=D | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilittes must:

1. Provide a safe living environment pursuant to

section 429.28(1){a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order,

{b) Pursuant to section 429.27, F.8., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

AHCA Form 3020-0001
STATE FORM 520 185G 1 contingation sheat 17 of 22



PRINTED: 10/25/2024

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11964889 e — 10/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
305 NORTH HIAWASSEE RD
ARBOR COVE ALF OF FLORIDA INC
ORLANDO, F1, 32835
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES [in] PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A182] Continued From page 17 A182

5. A comfortable chair, if requested,

{¢) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

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

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that the environment was clean
and well maintained for the residents.

Findings:

On at 9:20, the first room on the left in the
hallway to the left of the kitchen was a broken
curtain rod, an unattached hanging phone jack
and broken electrical wall outlet was seen.

On at 9:28am, mattresses, pieces of
wood and yard trash and debris were seen in the
front yard.

On at 9:35am, the first bathroom in the
haltway on the left was observed to have a
broken shower curtain attached to the wall with
tape, the windowsill was dirty with bugs, the
ceiling vent was covered with dust and the vanity
fight over the sink was missing a screw which the
missing screw hole was covered with tape,

On at 10:05am the bottom of the
bedroom door of resident #4 was observed to be
damaged. There was also a splatter on the lower
AHCA Form 3020-0001
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part of the bedroom wall. He said that he has
mentioned this to the administrator several times.

On at 4:55 pm the findings were shown fo
the administrator who confirmed the findings.

Class #ll

A 160 59A-36.015(1) FAC Records - Facility A 160
88=D
59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally 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 log
fisting the names of alt residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
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resident is not required if the facility is holding a
ped for a resident who is out of the facility but
intending to return pursuant to Rule 59A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
().

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by faciiity 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, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rute 59A-36.006, F.A.C.
{h) I the facility advertises that it provides special
care for persons with ‘s or
related , @ copy of alf such facility
advertisements as required by Section 428.177,
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) Alt food service records required in Rule
59A-36.012, F.A.C,, including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate,

{k) All fire safety inspection reports issued by the
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jocal authority or the State Fire Marshal pursuant
o Section 429.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC.,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.

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

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
1o subsection 59A-36.007(10), FAC.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{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 health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 53A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain alt fire safety inspection reporis
at the facility.

Findings:

A review of the facility'’s most recent fire
AHCA Form 3020-0001
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inspection revealed it was conducted on

On at 3:55 pm, the administrator said
fire inspections wers conducted during 2023 and
2024 however, she could not find the reports,

Class #Hl
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