Agency for Healih Care Administration

PRINTED: 056/22/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11666273

BLWING

A, BUILDING:

{X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY

COMPLETED

0411712025

NAME OF PROVIDER OR SUPPLIER

4279 JUDITH AVE
MERRITT ISLAND, FL 32953

CEDAR CREEK

STREET ADDRESS, CITY, STATE, ZIP CODE

o4y
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A 00O

Agos
$8=D

Initiat Coraments

A compiaint investigation {2025004930) and a

itoring were at Cedar
Creek on . The facility had deficiencies at
the time of the survey.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.28

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 428.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shail use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
10 or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission o, continued
residency in, or the defivery of services at the
facifity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission fo or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facifity's record of the resident and must be made
available to the agency during inspection or upon
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request, An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfilis the requirements for a medical
examination under this subsection and s.
429.07(3)(0)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Famities must
have been examined by medical. personnet within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The compieted form must accompany the
resident and be submitted 1o the facility owner or

administrator. Additionally, in the case of a mental

health resident, the Department of Children and
Families must provide documentation that the
indivi has been by a p:
clinical psychologist, clinical social worker, or

L, nurse, or an individual who is
supervised by one of these professionals, and
determined to be approptiate to reside in an
assisted fiving facility. The documentation must
e in the facility within 30 days after the mental
health resident has been admitied fo the facility.
An evaluation completed upon discharge from 2
state mental hospital meets the requirements of
this fon related to i for
placement as a mentai health resident provided
that it was completed within 90 days prior o
admission to the facility. The Department of
Children and Families shall provide to the facility
administrater any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Families personnel

hiatrist,
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shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination compieted by a

health care practitioner as specified in either

paragraph {a} or (b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a faciity pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual wili

require supervision or assistance with the

activities of daily living,

3. Any nursing or

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

, , services required by the

., s or any other
communicable . which are likely to be
transmitted fo other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
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practitioner, the individual's needs can be metin
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facifities, , which is.
incorporated by reference and available onfine at:
http:/iwww firules.org/Gatewayfreference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. # the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either oraily or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facifity.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
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through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 428.26, F.S. and this rule.

{e) Any orders issued by the health care

iti ing the medical ination
for medications, nursing services, treatments,

. ., or therapeutic diets, may be attached to
the heaith A health care iti
may attach a DH Form 1896, Florida

Form, for residents who do not
wish .\ . tobe
administered in the case of or

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
418.1081, F.8., is exempt from the examination
requirements of this subsection for up fo 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facifity's admission and discharge log and
counted in the facility census. A facility may not
exceed its ficensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed o ensure that 1823 Heslth
Assessment Form for 1 of 5 sampled residents
{#7) was completed by the healthcare provider
upon admission into the assisted living facility as
required.

Findings:
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Residert #7's record review reveated admission

date . The last 1823 Health

Assessment dated tisted the medical

history of PR .

o B type 2, abnormal gait,
Overactive . . -
. overactive , frequent .

» and history of
). She's mdependent with

ambudation, . eating, grooming, toileting
and supervision with bathing and transferring with
activities of daily living. On page 3 for the
medication assistance question, it was marked no
that Resident #7 was able 10 administer her own
medications.

On at 8:57 AM, an interview with
Resident #7 confirmed that staff assist with
self-administration of medications every day. The
staff comes to her room every day to assist the
medication to her.

On at 2 PM, an interview with the
Wellness Director reviewed the 1823 Health
Assessment Form for Resident #7 and confirmed
that Resident #7 receives assistance with
self-administration of medications.

{Photographic Evidence Obtained)

Class il

AO10 420.26( ) FS; 5OA-35.006(4) FAC Admissions - A010
$8=D! Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-

{1) The owner or administrator of a facility is
responsible for determining the appropriateness

AHCA Form 3020-0001
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of admission of an individual to the facility and for
determining the continued appropriateness of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
servioes offered or arranged for by the facility in
accordance with facility policy, and any limitations
i taw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of

g for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
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term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b, Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical

2. Aresident may continue to reside ina facmty if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. ¥ a facility is ficensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physici; ician assistant, or

practice regmered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
admission. As part of the continued residency

AHCA Form 3020-0001
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criteria, a resident must have a -to-
medical examination by a health care practitioner
at feast every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
isi by in @)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant fo
Section 429.26(1)(c}, F.S.
{b) Aresident requiring care ofa
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse fo provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. #f the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facifity.
{c) A , il resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additionaf care and services that
the resident may need;
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2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itaring the contis propri of
placement of a resident in the facility at all times.

{&) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professicnal licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, resident reviews, and
interviews, the facility failed to obtain a new AHCA
Form, 1823 Health Assessment completed by the
provider for i i after
a significant change for 1 of 3 sampled residents
{#4) as required in an assisted living facility (ALF).

Findings:

On at 8:53 AM, resident #4 while
exiting her apartment was observed a on her
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right . Resident #4 stated |  out of bed.
| tried to catch myself when | and onmy
. it's been about 12 days since it happened.

Review of resident #4's record revealed a facility
admission date on LA 1823 health
assessment form indicated a medical history of
motor vehicle accident (MVA} with muitiple
(X}, revision symptoms &

hardware removal, | with

.o . . court appointed
guardian (patient's mother) and was not identified
asa  risk

Review of resident #4's originaf 1823
health assessment indicated special precautions
asa  risk.

A facifity note on at 17:34 read, staff
called the weliness director at home at 0700
asking if this resident couid make her own
decisions. | said no as she has a Power of
Attorney (POA). it was explained that the resident
has and has an injury, and her POA was
going fo take her to the emergency room (ER),
The resident then called emergency medical
services ( )and went with them before it
could be haited.

A facility note on at 9:52 read. Today
700 resident knocked on the nurses’ station door
stating that she  and in catching herself she
twisted her right . Resident returned - 1400,
Wouldn't give ER report. Stated her mother/POA
would want a copy of it. ER did state in &
telephone verbal report she has broken and
that she will need an appt.

Areport from Health First Cape Canaveral
Hospital dated read, closed nondisplaced
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of the right

The facility was asked to provide a copy of the

incident report for resident #4's  with
and transport to hospital.
On at 10:55 AM, the administrator

stated we didn't complete an incident report, and |

didn’t know | needed to.

The weliness director was asked if an updated
1823 was obtained.

On at 11:25 AM, the weliness director
stated no, | didn't get a new 1823 after resident
#4 return from the hospital. She's not really a
risk. The first 1823 was when she moved in after
being hit by a car and had to re-learn everything,
including how to walk. She has the cat bed in her
bed and she's not going to move it. She has slept
with her cat ever since she got it. This was the
first time she had a

{photographic evidence obtained)

Class il
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