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Initiat Coraments

A Generator Monitoring was conducted at
Peregon LLC on . The Provider had a
deficiency identified at the time of survey.

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3) PLAN IMPLEMENTATION,
{(a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the plan within 30 days of employment.
{b) I telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

communication

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to assure three out of three sample staff
{Staff B, C and D) were trained in their duties
regarding how to implement the emergency
management plan.

Finding as follow:

On at 9:45 AM Staff B was asked
where to evacuate facility residents in case of an
emergency and, she answered, " | don't know”
The same guestion was asked to Staff C and D
and they stated they did not know. They were
rephrased the question asking if they had
designated places to go in case of evacuation
and they (Staff B, C and D) stated they did not
know.

Review of facility records showed the Mutual AID
ing the ion places
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the facility had planned to go in case of an
Emergency were not available.
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