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Initiat Coraments

An LMH expansion survey was conducted at M
and J Quality Care LLC. on .
Deficiencies were identified at the time of the
survey,

429.075(. ); 59A-36.020(2) FAC LMH - Records

429.075
{3) A facifity that has a limited mental health
ficense must
{a) Have a copy of each mental heaith resident's
community living support plan and the

. 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 Depariment of
Children and Families within 72 hours after
admission. The support plan 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
adrnission.
{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
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with a private mental heatth provider, For
purposes of the fimited mental health license, the
private mental health provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a limited mental health license
must maintain an up-fo-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 58A-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 fimited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must include:

1. Documentation, provided by a mental heatth
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 affrmative statement on the Alternate Care
Certification for | ..

{ ) form, CF-ES 1008, , which is
hereby incorporated by reference and avaitable
for review at:

hitpr/www findles. asp?No
=Ref-03988, that the resident is receiving S8{ or
88Dl due to a mental .

b, Written verification provided by the Social
Security Administration that the resident is
receiving S8t or 88D for a mental . Such
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verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security

ini ion to provide such i ion, or
¢. A written statement from the resident’s case
manager or other mental health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determination:
{I) The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or
{1 The resident has been diagnosed as having a
severs 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 fiving
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
coniains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{I) Completed Alternate Care Certification for

) form,

CF-ES Form 10086,

(i) Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted fiving facility, or
{11t) Other signed statement that the resident has
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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
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 health 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 1o five
in the assisted fiving facility and the community,
b. includes the clinical mentat health services to
be provided by the mentai health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

c. includes any other services and activities to be
provided by or arranged for by the mental health
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

- 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

AHCA Form 3020-0001
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provided or arranged by the facility,
1. inciudes 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
|mmedlate need for professional mentai heaith
servies,
g. 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. f the resident refuses fo 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,
h. is updated at least annually or if there is a
significant change in the resident's behavioral
heaith,
i, include the . Agreement
described in subparagraph (2)(c)4. If included,
the mental heaith 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 appropnate placement

is later. The

a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental heaith resident. The provider must
fumish 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

AHCA Form 3020-0001
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by a designated representative of a Medicaid
prepaid health ptan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.8;

¢, cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Pian described in subparagraph (2)(c)3.
5. Missing docurnentation 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 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 to 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 reviews and interviews, the
facility failed to identify as mental health residents
2 out of 5 sampled residents {1 and 2} that were
mental health residents on the admission and
discharge log. The facility also failed to have a
community support plan and .

agreement for 2 out of 5 sample residents {1 and
2)

Findings included:

Areview of Resident 1 and Resident 2's records
revealed they were mental health residents.

Areview of Resident 1's health assessment dated
showed diagnoses of |

and | . _The physical

AHCA Form 3020-0001
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fimitations section was left blank, status
showed . Nursing

requirements showed "Guidance with walking.
Nota  risk” The ADLs {Activities of daily living)
showed the Resident was independent for all
ADLs. The Resident needed assistance with
self-administration of medication. The Resident
needs can be met at an ALF.

Areview of Resident 2's health assessment dated
showed diagnoses of

, inteflectual .
pre- PN . The physical
fimitations section was left blank. status
showed . The nursing

requirements section was left blank. The ADLs
{Activities of daily living} showed the Resident
needed assistance with bathing and grooming,
supervision with eating and toileting and was
independent for ambulation, . and
transferring. The Resident needed assistance
with seif-administration of medication. The
Resident needs can be met at an ALF.

Areview of the facifity's admission and discharge
log revealed that Resident 1 and Resident 2 were
not identified as mental health residents. Further
reviews of faclility records showed a Limited
Mental Health resident admission and discharge
form that was left blank (Photographic evidence
attached)

Further reviews of Resident 1 and Resident 2's
records showed no documentation of a
community agreement support plan and

.\ agreement with 2 mental health
provider,

Interviewed on at 11:30 AM Staff B
stated that she did not know that mental health
AHCA Form 3020-0001
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residents had to be identified in the admission
and discharge Jog and that the facility must have
a community support plan and .,

agreement with a mental health provider for
mental health residertts.

Interviewed on at 12:30 PM the
Owner stated that she would find out the facility
requirements for mental heaith residents and
complete the documentation required.

Class #ll

AL243 429.075(1) FS; 56A-36.011(9) FAC LMH - AL243
88=E | Training

429.075

{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.S., the
administrator, managers and staff, who have

AHCA Form 3020-0001
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direct contact with mental health residents ina
licensed limited mental health facility, must
receive the following training:

1. A minimum of 6 hours of specialized training in
waorking with individuals with mental health
diagnoses.

a. The training must be provided-or approved by
the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mentat
health facility.

b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to section 429.52(5), F.8.,
and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
ontine, or through distance learning, biennialty
thereafter in subjects dealing with one or more of
the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

{1} Mental health needs, services, behaviors and
appropriate interventions;

{1y Resident progress in achieving treatment
goals;

{I1}) How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,

{ )Crisis services and the

procedures.

3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
o section 428.52(5), F.S., and subsection {1) of
this rule.

AL243

AHCA Form 3020-0001
STATE FORM

Ll RNSD1T

i continuaion sheet 9 of 11




Agency for Healih Care Administration

PRINTED: 01/31/2025
FORM APPROVED

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11967433 B.WING 12i16/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13231 SW 278 TERRACE
M & J QUALITY CARE, LLC
HOMESTEAD, FL 33032
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE

AL243 | Continued From page 8

4, Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facliity's personnel files. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

{a)2. of this ion, are
retained.in their personnel files.

This Statuie or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 2 out of 2 sampled staff (A
and B} that were in direct contact with mental
health residents had completed a minimum of 6
hours of specialized training in working with
individuals with mental health diagnoses.

Findings included:

A review of resident records revealed that there
were 2 mental health residents admitted at the
facility (Resident 1 and Resident 2}

Further review of staff records showed no
documentation of LMH training for Staff A, and
Staff B.

Interviewed on at 11:30 AM Staff 8

stated that she didn't know that the staff needed
mental health training, and they did not have it.

She stated, "l am not sure that | know what you
are asking me. | did not know that | had to have
that training”
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Interviewed on at 12:30 PM Staff A

the Owner stated that she would ensure that all

the staff obtains the training required.

Class il
AHCA Form 3020-0001
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