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A000; Initial Comments A 000

A compiaint investigation (# 2024016625) was
conducted at Rainbow |, Home Care, inc.
on . The provider had deficiencies
identified at the time of the visit.

A 004} 59A-36.004 FAC Licensure - Requirements A0D4
S8=D
59A-36.004 License Requirements,

(1) SERVICE PROHIBITION. 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 DIRECTOR'S OR PRO ER z TITLE X6 DATE

STATE FORM =3 N4K6&11 I sontioation sheat € of




PRINTED: 03/07/2025

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
AL11965882 B WING 02/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1430 NW 35 STREET
RAINBOW HOME CARE INC
MIAMI, FL 33142
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A004! Continued From page 1 A004

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 record review, the facility
failed to provide a copy of the annual fire safety
inspection.

Findings included:

Review of facility records showed the annuat fire
inspection was approved on . there
was no documentation of a current approved fire
inspection,

On at 1:50 PM, the Administrator
stated that the fire department had not conducted

AHCA Form 3020-0001

STATE FORM

N4KE1

1 continuation shoet 20f 9




PRINTED: 03/07/2025

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
AL11965882 B WING 02/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1430 NW 35 STREET
RAINBOW HOME CARE INC
MIAMI, FL 33142
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A004| Continued From page 2 A004
the inspection yet,
Class Hl
A 054 59A-36.008(5) FAC Medication - Records A054
$8=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 strength 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
tcations or medication administration. A
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
. theresident may have;

2. The name of the resident’s health care
provider and the health care provider's telephone
number;
3. The name, 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
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.$., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

AHCA Form 3020-0001

STATE FORM

N4K 1§

1 continuation shoet 3 of




PRINTED: 03/07/2025

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
AL11965882 e — 0212412025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1430 NW 35 STREET
RAINBOW HOME CARE INC
MIAMI, FL 33142
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A054 Continued From page 3 A054

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain an accurate daily medication
observation record (MOR) for each resident who
receives assistance with seif-administration and
administration of medications that include the
directions for use of each medication and to
ensure it included any . theresident may
have, the resident's health care provider's name
and telephone number for three out of eleven
sampled residents {Resident #1, Resident #2 and
Resident #3).

Findings included:

Review of the MOR for Resident #1 showed it did
not include a specific time for taking the
medications. Further review showed the MOR did
not include the resident's physician's telephone
number and the . section was left blank.

Review of the MOR for Resident #2 and Resident
#3 showed the . section was left blank.

On at 1:50 PM, the Administrator
stated that she would ensure completion of the
MOR for the residents.

Class il

A 093 509A-36.012(2) FAC Food Service - Dietary A093
§8=0 Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

AHCA Form 3020-0001
STATE FORM 520 N4K 11 1 continuation shoet 4 of



PRINTED: 03/07/2025

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
AL11965882 B WING 02/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1430 NW 35 STREET
RAINBOW HOME CARE INC
MIAMI, FL 33142
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A093! Continued From page 4 A093

http: firules. .asp?No
=Ref-04003, and.the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:
hitps:/fods.cd.nih.gov/HealthInformation/Dietary_
Reference_Intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicaf abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.
{c) All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
itionist, or a regi dietefic ich
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommedate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
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seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of 2 morning meal.
Intervals between meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of . the time between meais.
{g) Food must be served attractively at safe and

AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11965882 B.WING 0212412025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
1430 NW 35 STREET
RAINBOW HOME CARE INC
MIAMY, FL 33142
(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
LEFICIENCY)
A093! Continued From page 5 A093

AHCA Form 3020-0001

STATE FORM

N4KET

1 continuation shoet 6 of




PRINTED: 03/07/2025

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
AL11965882 B WING 02/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1430 NW 35 STREET
RAINBOW HOME CARE INC
MIAMI, FL 33142
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A093! Continued From page 6 A093

palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas, A
supply of eating ware sufficient for alt residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facllity must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to write the substitutions
on the menu prior to or at the time of serving the
meal.

Findings included:

Areview of the menu showed that the residents
would have for lunch beans or soup (6 0z), 2 fried
eggs, white rice (2 cup), green beans (V% cup),
mixed salad (¥, cup), satad ”

tablespoon), a banana and beverage (8 0z).

On at 12:20 PM, observation showed
the residents had white rice, green beans, red
beans soup, a sandwich with bologna, peaches,
orange juice, and water.

On at 1:50 PM, the Administrator
acknowledged that the substitutions were not
written on the menu.
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Class Hil
A 152 BOA-36.014(3) FAC Physical Plant - Safe Living A152
88=D! 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 appurienances are maintained in good

working order,

{p) Pursuant to section 429.27, F.S, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. 1o ensure 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

lamp, 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
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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 provide a safe living environment
mairtained free of hazards, and to ensure
residents’ rooms were equipped with the
minimum furnishings for eleven out of eleven
sampled residents (Residents # )

Findings included:

On at 10:45 AM, observation showed
in the living room several cardboard boxes and
plastic bags. Also, there was a single bed, and
the living room seemed cluttered.

On at approximately 10:47 AM to
10:50 AM, observation showed there were no
bedside lamps or a floor lamp, nor waste baskets
in any of the residents’ rooms { # ) which
housed Residents #

On at 1:50 PM, the Administrator
stated that she would ensure to do some
organization and to buy table lamps and
trashcans for the residents.

Class Hll
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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

are

cze14
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to report within 5 business days of initial
employment status and any changes in status
within the clearinghouse for one out of four
sampled staff (Staff D).

Findings included:

On at 11:38 AM, Staff D arrived at the
facility and informed she was a licensed practical
nurse (LPN). She stated that she had been
assisting the residents with the medications daily
in the morning and evening for about 2 years.

Areview of the background screening
clearinghouse database showed Staff D was not
listed in the facility's employee roster.

On at 1:50 PM, the Administrator
stated that she would list Staff D in the roster.
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