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A000; Initial Comments A 000

A generator monitioring and a standard survey
was conducted at Karelis Home Care on

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

A 036 59A-36.007(10) CONTROL A038
$8=D | PROCEDURES

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

(a) The facility must implement a hygiene
program before and after the provision of
personat 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 s exposure to fransmissible
agents in . . .
, nonintact skin, and mucuous

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 observation, record review and
interview, the facility failed to ensure Staff 8
{Caregiver) provide services in a manner that
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reduces the risk of transmission of

Findings:

Observation on at 12:55 PM Staff B
placed the Inhaler in Resident
#2's . Staff B did not wash before
immediately providing medication fo Resident #5,

Observation on at 12:59 PM Staff B
popped and touched the . 15 MG and

. 50 MG from the packs and
handed a small white receptable to Resident #5.

Interviewed on at 3:03 PM when
informed that Staff B did not wash her , the
Administrator responded, "She did not wash her

Areview of Staff B's personnel records showed a
hire date of and one hour of
control training on B

Class il

A052 420.256(  ); 59A-36.008(3) Medication - A052
88=D | Assistance with Self-Admin

429.256
{3) Assistance with self-administration of
medication includes: (&} Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilied by the manufacturer are considered

icati in previ i property
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labeled containers.

{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver o opt out of
being orally advised of the medication name and
dosage. The waiver must identify afl of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change,

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his

or her

{d) ADP'Y‘"Q . medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this

section.

{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

dose of ication into

the d|spens|ng cup of the
(4) Assistance with self- admmxstraticn of
medication does not include:
{a) Mixing. . .. Converting, or

.. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
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{c) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or heatth care professional with
prescriptive authority to be given "as needed,”
unfess the order is written with specific

that preciude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

i with the seff-administration of
medication by an unlicensed person as described
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with seff-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requiremnents of Rule 59A-36.011, F.AC., and
must be available to assist residents with

- in with
procedures described in Section 429.256, F.S,
and this rule.

{b) In addition to the specifications of Section
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428.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
0 take medications as prescribed.

{¢) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident 1o take medication as
prascribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.

A052
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{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.8.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vitel signs and ing or
assessing a resident's condition.
{h) Al frained staff must adhere to the facility's
control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure Staff B
{Caregiver) failed to orally advise Residents #2
and #5 the name and dosage of their
medications.

Findings:

Observation on at 12:55 PM Steff B
did not orally advise Resident #2 of the name and
dosage of his medication (

Inhialation Aerosol 90 MCG 8.59).

Observation on at 12:59 PM Staff B
did not orally advise Resident #5 of the name and

dosage of her medications (| 15 MG,
. 50MG).
Interviewed on PM at 3:03 PM.the

Administrator stated that she thought it was just
the name of the medication.

According to the facility's policy, "In the presence
of the resident, orally advising the resident of the
medication hame and dosage."
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AG55 59A-36.008(8) FAC Medication - Storage and A0S5
$8=D | Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate 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 apariments if either the room is kept
locked 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 cenirally stored

it
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;

The ication is ined and dc
by the health 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 and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been previded fo the resident before admission
as required in Rule 59A-36.006, F.AC.
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{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
{ocked storage receptacie, room, or area at all
times,;
2. Located in an area free of dampness and

e, except thata icati
requiring refti ion must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filling
il i assisting with self- in
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.
{d) ication that has been di i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
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 facifity 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. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
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{f) 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 & Special-ALF permit
issued by the Board of Pharmacy may retumn

i i drugs to the dispensi
pharmacy pursuant to Rule 64B816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure medications
were cenfrally stored in a locked cabinet.

Findings:

Observation on at 10:38 AM found
two comfort kits unsecured in the refrigerator, one
box containing . SU SOL 100 MG/5 ML,
i 2 MG, . 850 MG,
Bisac-Evac Supp 10 MG, . 0.5 MG,
Hyoscyam 0.125 MG prescribed for Resident #1.

Interviewed on al 3:03 PM the
Administrator stated that they used to have a lock
box. The Administrator stated further,

According 1o the facility medication policy, it
states the following: "All prescribed and over the
counter medications are to be kept in a central
cabinet/closet with a key and be given only to the
resident that it is prescribed t0."

Class l

A055
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A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78
§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 fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
examination must be documented 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
individuat does not constitute a risk of

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

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their

AHCA Form 3020-0001
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responsibilities, consistent with their
qualifications, fo 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, FAC.

{d) An assisted living facility o
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 429.174, F.8.

This Statute or Rute is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure Staff C
{Caregiver) was qualified to perform her assigned
duties consistent with her level of education,
training, preparation and experience. Staff C was

unable to what a
{ }was.
Findings:
Observation on at 10:34 AM Staff C

was assisting residents.
AHCA Form 3020-0001
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Interviewed on at 2:46 PM when
asked what a was, Staff
C stated that she would do 30 , and

two breaths.

According to Florida Health, "

is a form or patient identification device
developed by the Department of Health to identify
people who do not wish to be inthe
eventof ,or "
Areview of Residents #1's records showed a
signed on file dated

Areview of Resident #4's records showed a

signed on file dated
Interviewed on at 3:03 PM the
Admini or stated that she mi the
question.
Class
A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152

$8=F| Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities 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
waorking order.

{b) Pursuant to section 429.27, F.S., residents
must be given the option of using their own
belongings as space permits. When the facility
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supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. loensure 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,

5. A comfortable chair, if requested.

{c) 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 safe.
Staff medication was stored in an unlocked
referigerator.

Findings:

Observation on at10:39 AM found in
the refrigerator unsecured over the counter
medication {Extra Strength

750 MG) which was claimed by Staff
C (Caregiver). Photographic evidence obtained.
AHCA Form 3020-0001
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Interviewed on at 10:38 AM Staff C

stated that it was her medication for her

Interviewed on at 3:03 PM the
Administrator stated that they used to have a lock
box. The Administrator stated further, Staff C told
me about she left her medication in the
refrigerator.

Class #Hl

A 162 59A-36.015(3) FAC Records - Resident A162
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
@) Resident demographic data as follows:

. Name,
. Race,
4. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of

other health insurance .

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

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medicat examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or

{

1

2.
3
5
6.
7
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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 refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

{fiA _ 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
living 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
writingthat | not be taken.

{g) For facilities that will have unficensed 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 facilities 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 50A-36.008, F.A.C.

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

{}) For a facility whose owner, administrator, staff,
of representative thereof, setves 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 428.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
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0 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.
{1) ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for
o (.. ) CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
hitp: w firules.c .asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and 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
pian and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0} The resident's ,DH
Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted tiving facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.
{g) Except for resident contracts, which must be
retained for 5 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 longer period
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of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
faciliies holding a fimited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-38.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to maintain a filled-out
health assessment for Resident #2. The facility
failed to document the identification or home
address to which Resident #6 was discharged to.

Findings:
1

Observation on at 10:34 AM Resident
#2 was seated on the rectiner,

Areview of Resident #2's health assessment with
a completion date of showed section
one under "Nursing Treatment/ ., Services
Requirements” was left blank.

2)

A review of the Admissions and Discharge log
showed no discharge address for Resident #6
who discharged on

Interviewed on at 3:03 PM the
Administrator stated that she made a mistake.
The Administrator stated that further that she will
get them to compiete the health assessment.

Class Hl
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429.075
{3) A facility that has a limited mental health
license must:

{a) Have a copy of each mental health resident's
community fiving support plan and the

s agreement with the mental health
care services provider or provide written evidence
that.a request for the community living support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support pian and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted tiving facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident’s
community fiving support plan.
{4) A facility that has a limited mental health
ficense may enter into a .\ agreement
with a private mental health provider. For
purposes of the fimited mental health license, the
private mental heaith provider may act as the
case manager.

59A-36.020
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{2) RECORDS,

{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required in rule 59A-36.015, F.A.C., satisfies this
condition provided that all mental health residents
are clearly identified,

{b) Staff records must contain documentation that
designated staff have completed limited mental
health fraining as required by rule 59A-36.011,
FAC.

{¢) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving

social security . or supplemental security
income and | . as
follows:

a. An affirmative statement on the Alternate Care
Certification for | .

{ ) form, CF-ES 10086, , which is
hereby incorporated by reference and available
for review at:

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving S8 or
$SDI due fo a mental R

b. Written verification provided by the Social
Security Administration that the resident is
receiving SS1 or S8DI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Admini ion to provide such ir ion, or

<. Awritten statement from the resident’s case
manager or other mental heaith care provider that

AL241
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the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:
(1) The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or
{li) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessment
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
warker, | nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement;
{1} Ci Alternate Care Certif ion for

{ }form,

CF-ES Form 1006,

{I1) Discharge Statement from a state mental
hospital completed no more than 90 days before
adraission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{I1t) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
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break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident’s mental heaith care
provider must provide a new assessment,
3. A Community Living Support Plan, Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:
a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,
. Includes any other services and activities to be
provided by or arranged for by the mental heaith
care provider or mental health case manager to
meet the resident’s needs, and the frequency and
duration of such services and activities,
d.includes the of the facility to
facilitate and assist the resident in attending
and arranging transportation to

.y for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,
e. includes a description of other services to be
provided or arranged by the facility,
{. includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms
. to the resident that indicate the
immediate need for professional mentai health
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services,

¢. Is in writing and signed by the mental health
resident, the resident’s mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. i the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,
. Is updated at least annually or if there is a
significant change in the resident's behavioral
health,
i, include the . Agreement
described in subparagraph (2)(c)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority to review the document.
4. ., Agreement. The mental heaith
care provider for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;
b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid heaith plan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.S.;
C. . cover ali mental health residents of the
facility who are clients of the same provider; and,
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d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation wilt not be the basis for
administrative action against a facility if the facility
can demonstrate that it has made a good faith
effort to obtain the required docurnentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
admission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person fo whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
with fimited mental health licenses failed to
ensure one (Resident #3) out of two Residents
had a copy of her community living support plan
and the . agreement, The facility
failed to maintain an updated admissions and
discharge log containing the names and dates of
admission and discharge for alt mental health
residents.

Findings:

1

Interviewed on at 3:30 PM the
Administrator stated that Residents #1 and #2
were identified as limited mental health residents.
A review of Resident #3's records found no

community fiving support plan and
agreement.

2)
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Areview of the Admissions and Discharge log
showed no indication that Residents #1 and #3
were listed as limited mental health residents.
Interviewed on at 1:14 PM the
Administrator wanted to know i she could fix the
Admissions and Discharge log.
Class il
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