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A 000! Initial Comments A000
A re-licensure survey was conducted at Ebenezer
Family Home on L . The provider
had deficiencies identified at the time of the
survey.
A004; 59A-36.004 FAC Licensure - Requirements A0D4
$8=D

59A-36.004 License Requirements,

(1) SERVICE PRCHIBITION. An assisted living
facifity may not represent that it provides any
service other than a service for which it is
ficensed to provide.

{2) CHANGE IN USE OF SPAGE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.AC,, as well as
do fon of i with i fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.A.C.

{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL, A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approvat must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C,, as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 58A-36.005, F.A.C.

{4) CONTIGUOUS PROPERTY. i a facility
consists of more than one buiiding, alf buildings
included under a single licenise must be on
configuous property. "Contiguous property”

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PRO IER F

TITLE

X8} DATE

STATE FORM

o2 CBIGH

I ontioation sheat € of 8




Agency for Healih Care Administration

PRINTED: 01/30/2025

FORM APPROVED

means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be expanded fo include additional contiguous
property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part ll, 428, Part |, F.8. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Centrat Office.
The annual inspections must be submitted no
{ater than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Chapter 408,
part li, and Section 429.14, F.8., and rule
Chapter 59A-35, F.A.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on interview and records review, the
facility failed to submit proof of an annuat
sanitation inspection.

Findings included:
Avreview of facility records revealed that the last

sanitation inspection had been conducted on

On at 1:07 PM Staff B [Owner] stated, "l
aiready called them and they said that they are
going to come."
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{3) RESIDENT RECORDS, Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

. Name,

. Race,

. Date of birth,

. Place of birth, if known,

. Social security number,

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

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,

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

{0) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.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 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.

MHA record that is initiated on admission.

Information may be taken from AHCA Form 1823

NP ON S
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or the resident’s heaith 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
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 js 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 59A-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, FAC,
{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.8.
{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.8.
{1) i 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:/fwww firules.org/Gateway/reference.asp?No
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=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 Families.

{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,
FAGC.

{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 living 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, ail resident records must be
retained for 2 years following the depariure of a
resident from the facility unless it is required by
confract to retain the records for a longer period
of ime. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or imited nursing services
license are provided in Rules 58A-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 observation, record review and
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interview, the facility failed to have an accurate
health assessment for one out of six sampled
residents (Resident # 2.

Findings included:

On at approximately 7:02 AM observed
that Resident# 2 had a . anda
. . bagattached fo his right .

A review of residents' records revealed that
Resident #2's health assessment had been
completed on and did not mention that
the resident had a . . Also on special
precautions stated that the resident was on
elopement precaution, but on the section asking if
the resident was on elopement risk stated no.
Revealed that the resident had been admitted to

the hospital on and had returned with a

. on . which he pulled out
on and he was sent o the hospital
and returned on with the

and instructions to be seen by the primary doctor
and a Urologist in 7 days.

On Staff C stated at 11:34 AM, "he has
never fried to leave.” At 11:35 AM Administrator
stated that they wili do a new health assessment
and that the , had been placed recently at
the hospital.

Class Hll

A 1801 50A-36.019(1) FAC Emergency Management A180
88=D
(1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 428.41, F.S., each facility
must prepare a written comprehensive
emergency management plan using "Minimum
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Emergency Management Planning Criteria for
Assisted Living Facitities," AHCA Form
3180-5008, . . incorporated by
reference and available at
http/eww firules. .asp?No
=Ref-15964. The form is also avaitable at:
https://ahca.myflorida.com/MCHQ/Emergency A
ctivitiesfindex.shtml. The emergency
management plan must, at a minimum, address
the following:
{a) Provision for all hazards;
{b) Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or p ion; protecting
the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;
{c) Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
{d) Provision for the care of additional residents
who may be evacuated to the facility during an
emergency including the identification of such
residents, staffing, and supplies;
{e) Identification of residents with 's

or related , and residents with
mobility limitations who may need speciatized
assistance either at the facility or in case of
evacuation;
{f) identification of and coordination with the
county emergency management agency;
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
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who have been relocated, and the place of
relocation; and,

{h) The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence of having submitted the
emergency management plan on an annual
basis.

Findings included:

A review of facility's records revealed that the
emergency management ptan had been
approved on

On at 1:10 PM, the Owner [Staff B]
stated, "the 2024 was submitted by the old owner
and he does not know where the receipt is.”

Class #Hl
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