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A000; Initial Comments A 000

A biennial survey and a generator monitoring visit
were conducted at Cabot Cove Assisted Living on

. Deficiencies were identified at the
time of survey.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D! Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mentat health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. 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 this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or {¢),
F.A.C., must be generally aware of the location of
all residents assessed-at high risk for elopement
at all times,

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary.
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The facility's file must contain the resident’s photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement,

{c) Facility Resident Elopement Drills, The facitity
must conduct and document resident elopement
drills pursuant to Section 428.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a written elopement policy and
procedures (EP&P) that noted an immediate
search of the facility and premise and identified
the staff responsible for implementing the

the identification of staff
responsible making contacts, and the provision of
care for the remaining residents during an
elopement. Furthermore, the facility failed to
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ensure that all direct care staff and administration
had participated in two elopement drills annually
for six employees {Administrator and Staff C, D,
E, F, and G) of ten sampled employees.

Findings included:

Areview of the EP&P effective .
conducted on , revealed that the
EP&P did not note that an immediate search was
required. The EP&P did not identify the staff
responsible for implementing each part of the
elopement response policies and their duties and
responsibilities. The EP&P did not identify the
staff responsible for contacting faw enforcement,
the resident's responsible party, and the
resident's primary care physician or other. The
EP&P did not include how the facility would
facilitate the continued care for all other residents
in the event of an elopement.
A review of , sand
elopement drills for employee
participation, conducted on , revealed
that the Administrator and Staff C, D, E, F, and G
had not participated in any elopement drills.

During an interview with the Administrator,
conducted on at 11:10am, the
Administrator stated that there were no other
elopement drifls to review. At 01:16pm, the
Administrator agreed that the facility's EP&P did
not include all of the required information, The
Administrator agreed that herself and Staff C, D,
E, F, and G had not participated in any elopement
drills.
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{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
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an thatis
prefitied by the manufacturer are considered

icati in previ i properly
labeted 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 all 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 cral 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) Applying | 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
removing the cap of a

, including
, opening the unit
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dose of solution, and pouring the
i dose of icati
the dispensing cup of the
{4) Assistance with seif-administration 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.
{¢) 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 s ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professionat with
prescriptive authority to be given "as needed,”
unless 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 adminisiration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
(5) Assi with the self-administration of
ication by an unli person as
in this section shall not be considered
administration as defined in s, 465.003.

into
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59A-36.008

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

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

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F. A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.8.
and this rule.

{b) In addition to the specifications of Section
429.256(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
1o take medications as prescribed.

{c) 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 to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
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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
orgarizer 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.
(f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and ing or
assessing a resident's condition.
{h) Al trained 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 and interview, the facility
failed to ensure that unlicensed Medication
Technicians were properly assisting residents
with their medication by popping medication from
pill packs in front of residents and orally advising
residents of the names and doses of their
medications for two Residents (#5 and #7) of two
sampled Residents.

Findings included:

During a med pass observation with Staff A
N o ician) for Resi

AHCA Form 3020-0001

STATE FORM

TVEDA

i coninuastion sheet 7 of 18




PRINTED: 02/12/2025

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
AL11965917 B WING 01/29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
455 BELCHER RD §
CABOT COVE ASSISTED LIVING LLC
LARGO, FL 33771
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) 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)
A Continued From page 7 A0S2

#5 and #7, conducted on at 10:12am,
Staff A popped Resident #5's medications from
the pill packs at the medication cart and there
was no resident present. Resident #5 was in her
own room behind a locked door. Staff A carried
the cup of pills into the resident's room and
handed Resident #5 the cup of pills. Staff A did
not orally advise Resident #5 of the names and
doses of the medications. Staff A assisted
Resident #5 with the resident's prescribed

medications , Smg,
50mg [Milligram], 1mg,
. 20-25mg,

. 50mg, 10mg,
and Woman's 50+. At 10:26am, Staff A
began popping the pills from Resident #7's pill
packs for 40mg and ,
2.5mg prescribed medications while at the
medication cart with no resident present. While
assisting Resident #7 with the prescribed
medications N 2.5mg,
145mg, 1mg,

100mg, Gemtesa 75mg,

400mg, Methenam | 1GM [gram],
Omega-3 Fish Ol 1000mg, Oyster Shel}

40mg,

500mg, 40mg, Plus
8.6-50mg, ., 25mg,
100mocg, C 500mg, D3

1000units, and 100mg, Staff A did not orally
advise the resident of the doses of the
medications.

During an interview with Staff A, conducted on

at 10:38am, Staff A stated that she
had taken a short-cut while assisting Resident #5
with her medications.

During an interview with the Administrator,
conducted on at 01:55pm, the
Administrator agreed that unlicensed Medication
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Technicians were supposed to pop pills from pill
packs in front of the residents and orally advise
the residents of the names and doses of their
medications.

Class il

A054 50A-36.008(5) FAC Medication - Records A054
88=D
{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and sirength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
or d
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
the resident may have;

2. The name of the resident’s health care
provider and the health care provider's telephone
number;
3. The narme, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

i as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

429.41, F.8., maintain a record of the prescribing

AHCA Form 3020-0001
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physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to immediately update medication
observation records (MORs) immediately each
time medications were given to one Resident (#7}
of two sampled residents.

Findings included:

AMORSs review for Resident #7, conducted on
, revealed that Resident #7's MORs
had prescribed medications that were not
documented as given to the resident which
included the resident's prescribed medications

HFA on at 02:00pm and
at 10:00pm, 150mg
{milligram] on and at
08:00am, and |, 100000 units
1GM [gram} | on and
at 08:00am and 08:00pm and
at 08:00am.

During an interview with the Administrator,
conducted on at 01:55pm, the
Administrator reviewed Resident #7's MORs and
agreed that the aforementioned medications were
not documented as given.

Class #ll

A 058, 50A-36.008(7) FAC Medication - Labeling and A0S56
$8=D! Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with

AHCA Form 3020-0001
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self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 498, F.S., and
Rule 84B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pill

i as i in ion {2, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident {o request the
medication and any limitations must be specified;
for example, "as needed for |, notto exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the

AHCA Form 3020-0001
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pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
1o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.:
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label.containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5, Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 4656.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such

., and
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This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to provide medications
within the standard timeframe of one hour before
and up to one hour after the scheduled time and
failed to notify primary care providers when
residents did not receive their medications as
prescribed for two Residents (#5 and #7) of two
sampled residents.

Findings included:

An observation of the medications pass with Staff
A for Residents #5 and #7, conducted on

, revealed that Staff A provided
Resident #5's prescribed medications at 10:12am

which included . B5mg,
50mg, mg,
.o 20-25mg,
. 50mg, 10mg,
and Woman's 50+, Staff A provided

Rasident #7's preseribed medication at 10:38am

which included . 2.5mg,

146mg, 1mg, 40mg,
100mg, Gemtesa 75mg,

400mg, Methenam | 1GM, Omega-3

Fish Qi 1000mg, Oyster Shefl 500mg,
, 40mg, Plus 8.6-50mg,
. 25mg, 100mcg,
C 500mg, D3 1000units, and
100mg.

AMORSs review for Resident #5, conducted on
, revealed that Resident #5's
prescribed medications s 5mg
{milligram), 50mg,
tmg, -
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20-25mg, . 50mg,
10mg, and Woman's 50+ were scheduled
to be given at 08:00am. Resident #5 had
medications that were documented as not given
o the resident which included 70mg,
Suspension spray, and

0.1% cream on various
dates and times. There was no evidence that
Resident #5's primary care provider and
responsible party were notified that Resident #5
had not received the medications as prescribed.

AMORSs review for Resident #7, conducted on
revealed that Resident #5's

prescribed medications 2.5mg,
145mg,

40mg, N

1mg,
100mg, Gemtesa 75mg,
400mg, Methenam 1GM,
Omega -3 Fish Ol 1000mg, Oyster Shelt

500mg, 40mg, Plus
8.6-50mg, 25mg,
100moeg, C 500mg, D3

1000units, and 100mg were schedule to be
given at 08:00am. Resident #7 had medications
that were documented as not given to the

resident which included HFA Inhalant,

. 2.5mg, .\ 10mg,
1mg, 40mg, . 100mg,

. 300mg, Gemtesa 75mg,

400my, Methenam | 1GM,

500mg,
100000 units 1GM, Omega -3 Fish Oif 1000mg,
Oyster Sheif 500mg,
10MeQ, Plus 8.6-50mg, |
25mg, 100mog, C 500mg,
D3 1000units, and 100mg on

various dates and times. There was no evidence
that Resident #7's primary care provider and

responsible party were notified that Resident #7
had not received the medications as prescribed.
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During an interview with the Administrator,
conducted on at 01:55pm, the
Admini or agreed that the ti for giving
medications were an hour before and up to an
hour after the time that the medications were
scheduled. The Administrator was unable to
provide evidence that Resident #5 and #7's
primary care providers and responsible parties
were notified that the residents did not receive
their medications as prescribed.

Class 1l
A 162 59A-36.015(3) FAC Records - Resident A162
8§8=D

{3) RESIDENT RECORDS. Resident records

must be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name,

2.

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of

other health insurance s
8. Name, address, and tefephone 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

it ‘s medical ination form
in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
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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 58A-36.012,
F.A.C., if applicable.

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

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
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
writing that | 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, FAC., if
such consent is not included in the resident's
contract,

{n) 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.AC.

{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 facifity whose owner, administrator, staff,
or representative thereof, serves as an atforney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 429.27, F.S,
{k) For any facility that maintains a separate trust
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fund to receive funds or other property belonging
1o 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) i the resident is an recipient, a copy of
the Department of Children and Famities form
Alternate Care Certification for |
o ), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hittp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facifity 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
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0) The resident’s ,DH
Form 18986, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted fiving 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.
{q) 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
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contract to retain the records for a longer period
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
facilities 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-36.022, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a health assessment completed
with all of the required information for one
Resident (#4) of one sampled resident.

Findings included:

Areview of Resident #4's most recent health
assessment form, conducted on .
revealed that Resident #4's most recent health
assessment did not include the date of the
examination, the resident's required diet, or the
resident’s physical limitation and required use of a
wheelchair for ambulation.

During an interview with the Administrator,
conducted on at 01:00pm, the
Administrator agreed that there was no date of
the examination noted on Resident #4's most
recent health assessment form. The
Administrator agreed that Resident #4's most
recent health assessment form did not note the
resident’s required diet or the resident's physicat
fimitations and required use of a wheelchair for
ambulation.
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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

CZ830
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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 record review and interview, the facility
failed to submit a comprehensive emergency
management plan (CEMP) annually for approval.
Furthermore, the facility failed to submit revisions
within thirty days after notifications of necessary
plan revisions.

Findings Included:

Areview of the facility's CEMP, conducted on

, revealed that the most recent CEMP
was approved on for the 2022 - 2023
year.

During an interview with a Representative of the
local office,

on at 12:15pm, the Representative
stated that the facility had not submitted their
2024 plan yet, The Representative stated she
was still working with trying to get the 2023 plan
approved but the facility had not sent the proper
documents that were requested.

Areview of an email correspondence between

the facility and the local emergency management

office Representative, conducted on

revealed that document requests were made on
and on

During an interview with the Administrator,
conducted on 12205 at 12:25pm, the
Administrator agreed that he facifity had not
submitted a CEMP for approval for the
through year, The
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Administrator agreed that the facility had not sent
any revisions since the request.
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