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AG00; Initial Coraments

An unannounced capacity increase was
completed on at Caring ALF
LLC, an assisted living facility in Lehigh Acres,
Florida.

The following is a description of the deficient
practice identified during the survey.

A 151 5OA-36.014(2) FAC Physical Plant - Existing
88=D . Facilities

{2) EXISTING FACLITIES.
(&) An assisted living facility must comptly with the
rule or building code in effect at the time of initial
licensure, as well as the rule or building code in
effect at the time of any additions, modifications,
alterations, refurbishment, renovations or

ion. D ination of the ion of
a fire sprinkler system in an existing facility must
comply with the requirements described in
section 429.41, F.8.
{b} A facility undergoing change of ownership is
considered an existing facility for purposes of this
nule.

This Statute or Rule is not met as evidenced by:
Based on interview and observation, the facility
applied for a capacity increase from 5 {o 10;
however, 1 { # yof 5 rooms was not
sufficient for a capacity increase.

The findings included:

, and 5 ranged in size from 128
square to 140 square
# was found to be 108,385 square
instead if the 120 square required for double
ocoupancy,
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During an interview on at 10:00 a.m,,
the Administrator said she was sure she couid fit
2 people in the room. The room was measured
with the maintenance man who verified the room
was 108 square and not 120 square

During an interview on at 10:25 a.m. the
Administrator and Maintenance man agreed the
room could be enlarged sufficiently if the closet
was removed,
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