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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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11969147 B.WING 04/02/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
3545 MURRELL RD
HARMONY VILLA ONE INC
ROCKLEDGE, FL 32955
(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)
€Z830 | Continued From page 1 ©2830

AHCA Form 3020-0001

STATE FORM

SENG1T

i coninuastion sheet 2 of 14



PRINTED: 04/18/2025

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
AL11969147 B WING 04/02/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3545 MURRELL RD
HARMONY VILLA ONE ING
ROCKLEDGE, FL. 32855
(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)
€2Z830 | Continued From page 2 ©2830

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
placed the resident community at risk by failing to
maintain a current Comprehensive Ermergency
Management Plan (CEMP) approval plan from
the local county management office.

Findings:

On . a record review was conducted on
the facility CEMP letter. The was no
documentation that the facility had an approvat
{etter for the CEMP for the years 2023, 2024 or
2025,

On at 12pm, the administrator stated
she is presently working on the CEMP approvat
but has not received anything from the local
county management office as of today's date.

Class il

Based on record review and interview, the facility
placed the resident community at risk by failing to
maintain a current Comprehensive Emergency
Management Plan (CEMP) approval plan from
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the local county management office.

Findings:

On , arecord review was conducted on
the facility CEMP letter. The was no
documentation that the facility had an approved!
CEMP for the years 2023, 2024 or 2025,

On at 12pm, the administrator stated
she is presently working on the CEMP approval
but has not received anything from the local
county management office as of today's date.

Class il

CZ875 430.5026(4 & ) ! B CZ875
$8=D! Training

{4) Employees of covered providers must
complete the following training for ‘s
and refated forms of B
{a) Upon ingil gach
must receive basic written information about
interacting with persons who have 's
or related forms of
{b) Within 30 days after beginning employment
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shalf provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of . how to identify the
signs and symptoms of , and skills for
communicating and interacting with persons with
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's or related forms of

. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of compiletion.
2. A covered provider must maintain a record of
the employee'’s completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the fraining
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personai care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
0, behavior management, prometing the person '
s independence in activities of daily living, and
skills in working with famifies and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
1o the training required in paragraphs (a) and (b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daity living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
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home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with ‘s
or related forms of , in addition
0 the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph {d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additionat 4 hours of
-specific training. Such training must
include, but is not limited to, understanding
and refated forms of
, the stages of 's
col icati ies, medica ir
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning ... For this
subparagraph, the térm “on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee's skilis for
caring for a person with ‘s ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employes has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
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on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fi1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph () that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s,
400.980(5) before providing, assigning, or
referring an employee to a covered provider.
{7) For a certified nursing assistant as defined in
s, 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.
{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.
{9) Each person employed, ,or
referred to provide services before |, | .
must complete the training required in this sectior
before |, | . Proof of completion of
equivalent training completed before | | s
shall substitute for the training required in
subsection {4}. Each person employed,

, or referred fo provide services on or
after , may complete training using
approved cutriculum under paragraph (5)(d) until
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the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to ensure 2 of 3 sampled unlicensed

staff, were frained in Levelland i
{Staff A, B).

Findings:

1. In a review of unlicensed staff A personnel
record revealed a hire date of as a direct
care giver. Thers was no documentation in the
record for the required training in level |
and Il

2. in a review of unlicensed staff B, revealed a
hire date of as a direct care giver. There
was no documentation in the record for the
required training in 's level | and i1

In an interview on at 11am, the
administrator confirmed the findings.

Class il
ADBO0 Initial Comments AB0O

Are-licensure survey and a generator monitoring
was completed on at Harmony Villas
One Inc, Rockledge. Deficiencies were found at
the time of the visit.

A 167 50A-36.018 FAC; 429.24 FS Resident Contracts A 167
$8=D
59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F. S, the facility
AHCA Form 3020-0001
STATE FORM L] SENGTT f continuation sheet 8 of 14
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must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{p) The daily, weekly, or monthly rate;

{c) A list of any additionat services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference fo a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days writien
notice will be given before any rate increase;

{(e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.8.;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) Arefund policy that must conform to section
429.24(3),F S

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, heaith care
facility, or, |, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retuming fo the facility. Unti} such
written notice Is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;
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{1) A provision stating whether the facility is
affiliated with any relfigious organization and, if so,
which organization and its relationship to the
facility;
{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one fo represent him or her, the
facifity must refer the resident to the social
service agency for placement. if there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
o subsection (4), of that rule;
{1) The facility's policies and procedures for
self-administration, assistance with
If-administration, and administration of
medications, if applicable, pursuant fo rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule; and,
{m) The facility's policies and procedures related
10 a properly executed DH Form 18986,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
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that the facifity has agreed by contract fo provide
as part of the standard daity, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
avallable to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accornmodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident’s representative.

42024 FS

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thersto, between the
licensee and the resident or his or her designee
or legal representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility alt
such contracts, The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facifity; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
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money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rentat period:
{a) Such funds shall be deposited in a banking
institution in this state that is iocated, if possible,
in the same community in which the facility is
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b) The licensee shatl, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or

{b) if a licensee agrees {o reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited fo, a nursing home,
health care facility, or |, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.
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{4) The contract shall state whether or not the
facility is affiliated with any refigious organization
and, if so, which organization and its general
responsibility fo the facility.

{5} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

. imposed upon it by this part or rules
adopted under this part.

{6) In lieu of the provisions of this section,
facilities certified under chapter 851 shall comply
with the requirements of s. 651,055,

{7 Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or refocation
dueto, |, hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shali be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kifchen or
kitchenette and lavatory located within one or
more buildings containing other similar or like
residential units.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure all required information was in the
resident's admission contract for 1 of 2 sampled
residents (#1).

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11969147 B.WING 04/02/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
3545 MURRELL RD
HARMONY VILLA ONE INC
ROCKLEDGE, FL 32955
(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)
A 187 Continued From page 12 A187
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969147 B WING 04/02/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3545 MURRELL RD
HARMONY VILLA ONE ING
ROCKLEDGE, FL. 32855
(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)
A 187 Continued From page 13 A187

Findings:

In a review of resident#1's admission contract the
following information was omitted:

1. refigious affiiation

2. unficensed staff administering assistance with
medication

3. 30-day rate change notification

4. 45-day notice

5. resident rights

6. house rules of the facility

In an interview on at 12pm with the
administrator, she confirmed the findings.

Class il
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