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Initiat Coraments

A re-licensure survey was conducted at Wellness
Living, Incon | . Deficiencies were
identified at the time of the survey.

429.176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

428,176 Notice of change of administrator.-If,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
quil and has the i

core educational requirements under s. 429.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

428.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administeator, Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429,19,
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required fo participate in
continuing education for a minimurm of 12 contact
hours every 2 years.

59A-36.010

{1} ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
e ible for the jon and mal of
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the facility including the management of all staff
and the provision of appropriate care to all
residents as required by chapters 408, part
426, part i, F.8., and rule chapter 59A-35, FAC.,
and this rule chapter.
{a) An administrator must:
1.Beatleast .
. if employed on of after
have, at a minimum, a high school diploma or
GED.;
3. Be in compliance with Level 2 background
screening requirements pursuant o sections
408.809 and 429,174, F.S.;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 90 days after
becoming employed as a facility administrator.
Adrministrators who attended core training prior to
. are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuant to rule 59A-36.011, F.AC.

who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not safisfied the fraining requirements of
subparagraph (1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core fraining and core
competency test requirements pursuant to rule
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59A-36.011, F.AC,; and,

2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental health facility.
{c) Administrators may supetvise a maximum of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and heaith care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

OF supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

. . and continui .
requirements as an administrator pursuant to
paragraph (1){(a) of this rule. Managers who
attended the core training program prior to

, are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not . serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.8., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which
is incorporated by reference and.available onfine
at
http: firules. .asp?No
=Ref-09393.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
administrator, who administers another facility
{ocated more that 15 miles away, failed to appoint
in writing a manager for each facility.

Findings included:

Areview of the Clearinghouse revealed that the
Administrator also administered a facility in
Plantation, Fi. A review of a navigation site
revealed that both facilities were more than 15
miles away.

On at 8:50 AM, the Administrator stated,
"t have a manager at my other facility, why do |
need 2 managers? | would have to close; | cannot
pay 2 managers.”

Class #ll

A081] 420.52(1 & 7) FS: 59A-36.011( ) FAC Training A081
$8=D . - Staff in-Service

428.52

{1)(a) Each new assisted living facility employes
who has not previously completed core training
must aftend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation,

AHCA Form 3020-0001
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The facitity must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
requirements under s, 430.5025(4)(d).

{c) If an assisted living facility employee
completes the t-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(&)

{7) Facility staff shall participate in inservice
training relevant fo their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
{raining topics may be issued to a participating
staff member if the training is provided in a single
training course.

B59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1)

{p) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
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record.
{d) In addition fo topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's ficense type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service fraining to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its.

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
, . . may be used to meet this
requirement,
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{¢) Staff who provide direct care fo residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living facility.
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2. Recognizing and reporting resident '

neglect, and | . The facitity must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0098,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{&) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. Alt facility staff shall be provided with a copy of

the facility'’s resident elopement response policies

and procedures.

2. Al facifity staff shall demonstrate an

understanding and competency in the

i ion of the

policies and procedures,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to show evidence that an employee {Staff
B), that had not completed core training, had
completed a two-hour pre-service orientation prior

AHCA Form 3020-0001
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1o interacting with residents,
Findings included:

A review of facility records revealed that Staff B
[Caretaker] had been hired on , reveated
that she had no evidence of having completed the
two-hour pre-service orientation prior to
interacting with residents, A review of the
admission/discharge log revealed that the last
two residents had been discharged from the
facility on

On at 9:40 AM, the Administrator stated,
"it should be there.”

Class il

A084 50A-36.011(6) FAC 429.52(8), FS Training - A084
$8=D| Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
self-administration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

y istration, and
medications in assisted living facilities;
procedures and technigues for assisting the
resident with self-administration of medication
including how to read a prescription label;

of

AHCA Form 3020-0001
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providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear 1o be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance,

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription fabel;

2. Provide assistance with self-administration in
accordance with section 428.256, F.8., and rule
59A-36.008, F.A.C,, including:
a. Assist with oral dosage forms,
forms, and | . s
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
“as needed” prescription order;

d. Recognize a medication order which requires
judgment or discretion, and fo advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

{. Retrieve and store medication;

¢. Recognize the general signs of adverse
reactions to medications and report such

dosage

and
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reactions;
h. Assist residents with syringes that are
prefitted with the proper dosage by a pharmacist
and . that are prefilled by ihe

er by taking the s
previously dispensed, properly labeled contamer
from where it is stored, and bringing it to the
resident for self- m;ectnon
i. Assist with
jUsea to per‘iorm
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the titration of the

{evels;

1. Apply and remove stockings and
hosiery;

. Placement and removal of , bags,
excluding the removal of the  _ or
manipulation of the site; and,

n. Measurement of . , rate,
temperature, and | . rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b), F.8., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self inistered icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of assi

with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
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sub-subparagraphs (6)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures fisted in
sub-subparagraphs (8)(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of fraining
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence that one out of four
sampled staff (Administrator) had completed an
initial fraining on assisting residents with
self-administration of medications.

Findings included:

During employees’ reviews it was revealed that
the Administrator had completed 2-hour

i with the self-admini ion of
medications on

On at 8:57 AM, the Administrator stated,
"t removed the initial.”

Class 1l

A092 59A-36.012(2) FAC Food Service - Dietary A0S3
88=D ! Standards

{2) DIETARY STANDARDS,

AHCA Form 3020-0001
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{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp: 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
National Academies, 2019, which are
incorporated by reference and available for
review at:

od.nih. t WDietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutrifional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident cheoses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
Dby the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regt: dietetic ici

supervised by a licensed or registered diefitian, 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
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three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
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 regutar and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regutar 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 to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food itemns that enable
residents 1o 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 refusal
1o 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 a morning meal.
Intervals befween meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
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residents without access to kitchen facilities,
snacks must be offered at teast once per day.
Snacks are not considered to be meals for the
purposes of .. the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for alf 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 facility 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 and interview, the facility
failed to maintain daily food and emergency food
supply available at the facility.

Findings included:

Areview of the daily food supply revealed that
there was none. A review of the emergency food
supply revealed that there were only two boxes of
Mac & Cheese, two cans of pineapple chunks,
one can of Sloppy Joe Sauce, one can of Beef
Stew, two cans of Tomato Soup, one can of
Skettio's & Beef and one can of Sliced Carrots.

On at 9:09 AM, the Administrator stated,
"if | get a resident today, | will go and get the
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Class Hl
A 161 429.275(2) FS; 59A-36.015(2) FAC Records - A181
$8=D ! Staff
429.275

{2) The administrator or owner of a facility shal
maintain personnel records for each staff
member which contain, at a minimum,

fon of background ing, if

jon of i with alf

training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

« In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC,,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC.,
4, For facilities with a licensed capacity of 17 or
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STATE FORM 520 GEBRT I contingation sheat 15 of 26



PRINTED: 04/25/2025

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
AL11968367 B WING 04/01/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
15560 NE 5TH €T
WELLNESS LIVING INC
MIAML FL 33162
(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 181} Continued From page 15 A181

more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a signed attestation on file for one

out of sampled staff (Staff D).

Findings included:

Areview of staff records revealed that Staff D

nurse] had been on
. her levet #f background screening had
been completed , eligible, there was no

compliance attestation signed.

On at 9:12 AM, the Administrator stated,
“She just needs to come and sign it."

Class il
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§8=D

{1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 420.41, F.S., each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facilities,” AHCA Form
3180-5008, | , incorporated by
reference and avaflable at
http:/fwww firules.org/Gatewayfreference.asp?No
=Ref-15964. The form is alsc available at:
https:/fahca.myflorida.com/MCHQ/Emergency_ A
ctivities/index shtmi. The emergency
management plan must, at a minimum, address
the following:
{a) Provision for all hazards;
{b) Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or preparation; p
the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;
{c) Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
{d) Provision for the care of additional residents
who may be evacuated to the facility during an
emergency including the identification of such
residents, staffing, and supplies;
{e) Identification of residents with ‘s
or related , and residents with
mobility limitations who may need specialized
assistance either at the facility or in case of
evacuation;
{f) identification of and coordination with the
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county emergency management agency;

{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,

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

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facitity
failed to provide evidence of having submitted the
emergency management plan for 2024.

Findings included:

A review of facility records revealed that the last
i plan
{CEMP) had been approved on . ltwas
revealed that there was no evidence that the
facility had submitted the 2024 CEMP.

On at 9:50 AM the Administrator
stated, "t have the receipt of the submission on
my phone, but | cannot open it."

Class il

A 200 59A-36.025 FAC Emergency Environmental A200
$8=D | Control

59A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.

(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan”) to serve as

AHCA Form 3020-0001
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a o its Comp:

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
living facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident fo congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C,, are met, The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
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temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
focal zoning and the Florida Building Code.

3. Each assisted living facifity is unique in size;
the types of care provided; the physical.and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power, The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facifity in an evacuation zone
pursuant to Chapter 262, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facifities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility’s
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

c. A muttistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
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and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours after the
{oss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a ficensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areaina
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96} hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fue! necessary for ninety-six {96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuef source
and meets the onsite fuel supply requirements
under this rule.

4. if focal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
living facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fue! at least 24
hours prior to depletion of onsite fuel.
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{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
afternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
monoxide atarm.
{2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.
{b) Each existing assisted living facility that

any additions, i i
alterations, refurbishment, renovations or
reconstruction that require modification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved pian in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted fiving facility staff must
be readily available to access and produce the
plan, For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflotida.com,
{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
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power pian to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10} business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
(a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
, have implemented the plan
required under this rule.
{b) Each new assisted. living facility shait
implement the plan required under this rule prior
o obtaining a license.
{c) Existing assisted living facifiies that undergo
any additions, modifications, alterations,

i , renovations or ion that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,

or

reconstruction.

(5) POLICIES AND PROCEDURES.

{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facifity can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source, The procedures shall ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used fo mitigate the potential

A200
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for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of el requiring refrigt
3. Wellness checks by assisted living facility staff
to monitor for signs of and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical.address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
living facility staff roust be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident’s legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
law.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.8., including, but
not limited to, license revocation, license
4 fon, and the i ition of ins
fines.
{7y COMPREHENSIVE EMERGENCY
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MANAGEMENT PLAN
(a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comprehensive emergency management plan,
{8) NOTIFICATION.

{a) Within five (5} business days, each assisted
fiving facility must notify in writing, unless
permission for electronic ication has
been granted, each resident and the resident's
legal representative:

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvais of the plan
do not require notification to residents or their
legal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity, If
the notifications are maintained in an i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence of having submitted the
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emergency power plan (EPP) for 2024, Falied to
have a copy of the approved EPP and written
policies and procedures o ensure that the
assisted living facility can effectively and
immediately activate, operate and maintain the
alternate power source and any fuel required for
the operation of the alternate power source

Findings included:

A review of facility records revealed that the last
EPP had been approved on . it was
revealed that there was no evidence that the
facility had submitted the 2024 EPP.

On at 9:50 AM the Administrator
stated, "1 have the receipt of the submission on
my phone, but | cannot open it." Also stated, "l
took the EFP book home because | was
submitting the EPP.
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