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A000; Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Rockwell Seniors, Inc Il. The facility had
deficiencies at the time of the survey.

A054) 59A-36.008(5) FAC Medication - Records A054

{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.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on observation,interview and record
review, the facility failed to obtain written doctor's
orders stating 6 out of 7 residents can have
medications crushed. Further review revealed the
facility failed to ensure that the Medication
Observation Records {MOR) be signed
i i after icati i

to Residents #

provided

The findings included:

On , an observation of the medication
observation record (MOR) was conducted and it
revealed all § residents MOR wasn't signed
immediately after administration.

{See photography evidence)

On at approximately 11:16 AM, an
interview was held with the Administrator she was
asked to provide written doctor's orders that
residents can have their medications crusted. A
review of the current unsigned MOR's were
conducted with the Administrator.

On at 11:40 AM, an interview was
conducted with the Hospice RN and she revealed
there are no orders in the charts from the doctor
stating the resident can have their medications
crushed.

On at 3:30 PM,an interview was
conducted with the Administrator, she provided
no additional documents and she acknowledged
the findings.

59A-36.010(2) FAC Staffing Standards - Staff

A054

A078
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{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the heatth care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individuat with a positive test must
submit & health care provider's statement that the
individual does not constitute a risk of

2. any staff member has, or is suspected of
having, a it , such individual
must be immediately removed from duties untii a
written statement is submitted from a heaith care
provider indicating that the individual does not

itute a risk of itting & icabl

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
ion, training, p ion, and i

Staff providing services requiring ticensing or
certification must be appropriately ficensed or
certified. All staff must exercise their
responsibilities, consistent with their

ficath to observe residents, to
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observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FA.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
o each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.5.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff provide annual
documentation of freedom from  for 20f 4
sampled staff. (Staff A & Staff C).

The findings included:

An employee record review was conducted for

Staff A with a date of hire on . The
review revealed that Staff A's last  screening
was conducted on - Further review

revealed no freedom from  documentation for

2025 in the employee file.
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An employee record review was conducted for
Staff G with a date of hire on . The
review revealed no documentation of Staff C's
last  screening. Further review revealed no
staternent of being free of communicable

in the employee file.

During and interview with the Administrator on
at 3:00 PM, she acknowledged the
findings.

Class

A081 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
- Staff In-Service

42952

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at Jeast 2 hours in
duration and cover topics that help the employee
provide responsible care and respond fo the
needs of facility residents. Upon completion, the
employee and the administrator of the facifity
must sign a statement that the employee
completed the required preservice orientation.
The facility 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 health 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 1-hour training required under s.
430.5025 before interacting with residents, such
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training may count toward the 2 hours of
preservice orientation required under paragraph
(a)-

{7} Facility staff shalt participate in inservice
training relevant to their job duties as specified by
agenoy 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
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION,

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

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

{c) Once complete, the employee and the facllity
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to 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 shail provide or
arrange for the following in-service fraining to
facility staff:
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{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health 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 facifity
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.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shalf
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident '
neglect, and | . The facility 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 heaith aides
trained in accordance with rule 59A-8.0085,
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.
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2. Providing assistance with the activities of daily
fiving.

{e) 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 empioyment 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. Al facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on inerview and record review, the facility
failed to provide evidence of the 2-hours
preservice crientation fraining certificate for 3 of 4
sampled employee personnei files reviewed:
(Staff A, Steff B & Staff C).

The findings included:

On , a review of the employee
personnel records was conducted. It was
revealed that Staff A has a date of hire

, and works as a caregiver assistance
from 8:00 AM to 8:00 PM. The 2-hour preservice
orientation training certificate was missing from
the employee personne! file.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11967863 B.WING 05/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
5030 NW 44TH AVENUE
ROCKWELL SENIORS, INC H
COCONUT CREEK, FL 33073
(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) e CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A081] Continued From page 7 A081

AHCA Form 3020-0001

STATE FORM

obautt

i coninuastion sheet 8 of 28



Agency for Healih Care Administration

PRINTED: 06/17/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11667863

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

05/20/2025

NAME OF PROVIDER OR SUPPLIER

ROCKWELL SENIORS, INC H

COCONUT

STREET ADDRESS, CITY, STATE, ZIP CODE
5030 NW 44TH AVENUE
CREEK, F1. 33073

o4y
PREFIX
TG

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

iD
PREFIX
TAG

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

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A081

A083

Continued From page 8

On , a review of the employee
personnel records was conducted. It was
revealed that Staff B has a date of hire

, and works as a Home Health Aid
{HHA) from 7:00 PM to 7:00 AM. The 2-hour
preservice orientation training certificate was
missing from the employee personnel file.

On , @ review of the employee
personnel records was conducted. It was
revealed that Staff C has a date of hire

, and works as a Home Health Aid
{HHA) from 7:00 AM to 7:00 AM. The 2-hour
preservice orientation training certificate was
missing from the employee personnel file.

On at 3:10 PM, an interview was
conducted with the Administrator,she
acknowledged the findings and provided no
additional documentation during the survey.

Class

B59A-36.011(5) FAC Training - First Aid and

{5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the faciity
at all-times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the Nationat

A081

A083
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Safety Council, or an organization whose fraining
is accredited by the Cc ission on itati
for Pre-Hospitai Continuing Education satisfies
this requirement.

{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.8,, shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on interview and record review,the facility
failed to ensure a staff members who has
completed courses in First Aid and

. . Yisinthe
facility at all times.(Specifically Administrator, Staff
A, B, &D).
The Finding included:

During a review of the Administrator employee
records, no current valid First Aid certification
card from an approved trainer could not be found
in the personnel file. The Administrator works
Flexible hours and have the opportunity to be
alone in the facifity with the residents therefore,
the Administrator would need to possess a valid
First Aid certification card.

During a review of Staff A's employee records no
current valid First Aid certification card from an
approved trainer could not be found in the
personnel file, Staff A works 7:00 AM-7:00 PM
and have the opportunity to be alone in the facility
with the residents therefore, the Administrator
would need to possess a valid First Aid
certification card.

During a review of Staff B's employee records, no
current valid First Aid certification card from an

AHCA Form 3020-0001

STATE FORM

obautt

I contingation sheet 10 of 28



PRINTED: 06/17/2025

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
AL11967863 e — 05/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5030 NW 44TH AVENUE
ROCKWELL SENIORS, INC H
COCONUT CREEK, FL 33073
(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)
A083! Continued From page 10 A083

approved trainer could not be found in the
personnel fite. Staff B works 7:00 PM-7:00 AM
and have the opportunity to be alone in the facility
with the residents therefore, the Administrator
would need to possess a valid First Aid
certification card.

During a review of Staff C employee records no
current valid First Aid/ certification card from
an approved trainer could not be found in the
personnel file. Staff C works 7:00 AM-7:00 AM
and have the opportunity to be alone in the facility
with the residents therefore, Staff C would need
to possess a valid First Aid and certification
card.

at 3:30 PM, an interview with the
was She

the findings.

A 087 58A-5.0194 FAC Training - Prov & A087
Curriculum Appr

(1) The or Related
{"ADRD") training provider and curricutum must
be approved by the department or its designee
before commencing training activities. The
department or its designee will maintain a list of
approved ADRD training providers and curricuta,
which may be obtained from

hitp: usf, ini gi 3
PX.
{a) ADRD Training Providers.

1. Individuals who seek to become an ADRD
training provider must provide the department or
its designee with the documentation of the
foliowing educational, teaching, or practical
experience:

a. A Master's degree from an accredited college

AHCA Form 3020-0001
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or university in a health care, human service, or
. , related field; or

b. A Bachelor's degree from an accredited
college or university, or licensure as a registered
nurse, and:

{1y Proof of 1 year of teaching experience as an
educator of caregivers for individuals with

or related sor
{I}) Proof of completion of a specialized training
program specifically relating to ‘s

or related , and a minimum of 2
years of practical experience in a program
providing direct care to individuals with

or related jor
{11t} Proof of 3 years of practical experience in a
program providing direct care to persons with

or refated
. Teaching experience pertaining to 's

or refated may substitute on a
year-by-year basis for the required Bachelor's
degree.

2. Applicants seeking approval as ADRD fraining
providers must complete DOEA form

ALF/ADRD-001, Application for 's
or Related Training Provider
Certification, dated . which is

incorporated by reference and available at the
Department of Elder Affairs, 4040 Esplanade
Way, Tallahassee, Florida 32399-7000 and oniine
at:

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04000.
{b) ADRD Training Curricula. Applicants seeking
approval of ADRD curricula must complete DOE,
form ALF/ADRD-002, Application for s
or Related Training

Three-Year Curriculum Certification, dated

, which is incorporated by
reference and available at the Department of
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Elder Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32399-7000 and online at

hitp:/hwww firules.org/Gateway/reference.asp?No
=Ref-04001. Approval of the curricutum will be
granted based on how well the curticulum
addresses the subject areas referenced in
subparagraphs 58A-5.0191(4)(a)2. and
58A-5.0191(4)a)5., F.A.C. Curriculum approval
will be granted for 3 years. After 3 years the
curriculum must be resubmitted to the
department or its designee for approval.

{2) Approved ADRD training providers must
maintain records of each course taught for a
period of 3 years following each training
presentation. Course records must include the
title of the approved ADRD fraining curriculum,
the curriculum approval number, the number of
hours of training, the training provider's name and
approval number, the date and location of the
course, and a roster of frainees.

{3) Upon successful completion of fraining, the
trainee must be issued a certificate by the
approved training provider. The certificate must
include the trainee's name, the title of the
approved ADRD training, the curriculum approval
number, the number of hours of training received,
the date and location of the course, the training
provider's name and approval number, and dated
signature.

{4) The department or its designee reserves the
right to attend and monitor ADRD training
courses, review records and course materials
approved pursuant to this rule, and revoke
approval for the following reasons:

no! to approved , Taiting to
maintain required training credentials, or

i isseminating any false or mi

information.
{8) ADRD training providers satisfying the
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requirements of Section 400.1755, F.S., relating
o nursing homes, and Section 400.6045, F.S.,
relating to hospices, will satisfy the Level 1 and
Level 2 training provider requirements of
subparagraph 58A-5.0191(4)(a)3. and paragraph
58A-5.0191(4){a), subsection (5), F.A.C, ADRD
training curricula satisfying the requirements of
Section 400.1755, F.S., relating fo nursing
homes, and Section 400.6045, F.S., relating to
hospices, will satisfy the Level 1 curricuium
requirements of subparagraph 58A-5.0191(4)
(a)3. FAC.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined, the facility failed to ensure that each
staff member,who provides direct care to
residents with ADRD{ and
Related } Level 1 must obtain 4 hours
of initial training within 3 months of hire and
additionally 4 hours in ADRD Level Il within 9
months of hire for 4 of 4 sampled staff
{Administrator,Staff A,B & Staff C).

The findings included:

Areview of the Administrator's employee file
listed a date of hire as . The
Administrator’s file did not contain documentation
having completed the ADRD Level! Il 4 hours of
training within 9 months of hire.

Avreview of Staff A's employee file listed a date of
hire as . Staff A's file did not contain
documentation of having completed the ADRD
Level | initial training within 3 months of hire and
ADRD Levet f 4 hours of training within 9 months
of hire.

A08B7
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Areview of Staff B's employee file listed a date of
hire as . Btaff's B's file did not contain
documentation of having compieted the ADRD
Level | initial training within 3 months of hire.

Areview of the Staff C's employee file listed a
date of hire as . Staff C's file did not
contain documentation of having completed the
ADRD Level | initial training within 3 months of

hire and

ADRD Level It 4 hours of training within @ months
of hire.

On during interview at 3:30 PM with

the Administrator, she revealed she was unable
to locate the documents, no additional
documents provided and she acknowledged the
findings.

Class

A167; 59A-36.018 FAC; 429.24 FS Resident Contracts A 167

59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
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;

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

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

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

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

{g) A refund policy that must conform to section
429.24(3), F.8;

{h) Awritten bed hold poticy 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, health 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 returning to the facility. Until 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
parly to act on the resident's behalf;

(1) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its retationship 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 to represent him or her, the
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facility 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 AC., 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
f.administration. and adminisuation of
medications, if applicable, pursuant to 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 facifity's policies and procedures related
to a properly executed DH Form 1896,

{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
that the facility has agreed by contract to provide
as part of the standard daily, 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
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legai representative and a copy
given to the resident or resident's representative.
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428.24 F8

{1} The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thereto, between the
ficensee 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 until 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; 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,
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 located, 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 shalt be used, or
otherwise expended, only for the account of the
resident.
{b) The licensee shall, within 30 days of receipt of

AHCA Form 3020-0001

STATE FORM

obautt

1 contingation sheet 18 of 28



PRINTED: 06/17/2025

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
AL11967863 B WING 05/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5030 NW 44TH AVENUE
ROCKWELL SENIORS, INC H
COCONUT CREEK, FL 33073
(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 18 A167

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 to reserve a bed fora
resident who is admifted 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 facifity.
Until such notice is received, the agreed-upon
daily rate may be charged by the licenses.

{c) The purpose of any advance payrment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facifity is affiliated with any religious organization
and, if so, which organization and its generat
responsibility to 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 5. 651.055.
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{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 relocation
dueto, hospitafization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall 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 kitchen 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, it was
determined that, the facility faled to ensure that
resident's contract be availabie, accurate and
reflective of the current rental rate (residency
rate) for 1 of 7 sampled records reviewed
{Resident #1).

The findings Included:

During an interview with the Administrator on

at 2:00 PM, Resident #1 residency
contract was requested. The Administrator
reported she no longer had the chart because
she allowed Resident #1's doctor to remove it
from the facility and he hasn't returned it

During an interview with the Administrator on
at 3:15 PM she acknowledged the
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Class #l
A 200 59A-36.025 FAC Emergency Environmental A200

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
a to its Comp i
Plan, to address

environmental control in the event of the foss of
primary electrical power in that assisted fiving
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted fiving facility, to ensure that current
ficensees of assisted living facilities will be
equipped {o 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 ateas, determined by the assisted
living facifity, of sufficient size to maintain
residents safely at afl times and that is
appropriate for resident care needs and life safety

i For planning no less
than twenty (20) net square per resident
must be provided. The assisted tiving 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
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emergency management plan includes allowing a
resident to 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.8. and subsection
59A-36.019(5), F.A.C., are met. The plan shait
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

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

3. Each assisted living facility 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 imes 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 faciliies located on a single
campus with other facilities under common
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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.

¢. A multistory facility, whose comprehensive
emergency managerment plan is to move
residents to a higher fioor during a flood or surge
event, must place its alternative power source
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, o ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
aiternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} 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. Faciiities must store minimum amounts of fuel
onsite as follows:

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

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

2. An assisted living facility located inan 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
fuel necessary for ninety-six (96) hours during the

A200
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period of a declared state of emergency.
3. Piped natural gas is an allowable fue! source
and meets the onsite fuel supply requirements
under this rule.
4. ¥f focal ordinances or other regulations limit the
armount of onsite fuel storage for the assisted
fiving 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 fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
1o ensure the safe and sufficient operation of the
alternate 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

ion that require modi ion 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 plan 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 living facility staff must
be readily available to access and produce the
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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 managerment agency,
the assisted living facility shail submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca. myflorida.com.
{c) The assisted living facility shall submita
consumer-friendly summary of the emergency
power plan 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 fen
{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 shalf
implement the plan required under this rule prior
1o obtaining a license,
{c) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction 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

A200
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implement written policies and procedures to
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. The procedures shalf 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 dectared
state of emergency, specifically, a description of
the methods to be used te mitigate the potential
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
maintenance of medicines requiring refrigeration;
3. Wellness checks by assisted living facifity 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
writien policies and procedures in a manner that
makes them readily available at the ficensee's
physical address for review by a legally
authorized entity. If the pelicies and procedures
are maintained in an electronic format, assisted
living facifity staff must be readity available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
irmediately 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
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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 fimited to, license revocation, license

fon, and the i ition of ini

fines.
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN,
{a) Assisted [iving 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

i for i 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 approvals 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 1o 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
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readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
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 observation, record review and
interview, the facility failed to maintain a copy of
the approved emergency plan,readily available at
the licensed physical address.

The finding included:

During an interview with the Administrator on

at 3:15 PM, she stated she was
unable to locate the Emergency Management
Plan policies and procedures.
She acknowledged the finding and no documents
were provided.

Class 1l
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22830,

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.~
(1) A licensee 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

22830
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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

22830
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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 interview and record review, the facility
failed to provide evidence of the current approval
letter for the Comprehensive Emergency
Management Plan (CEMP).

The finding included:

On at approximately 11:00 AM the
Administrator was requested to provide evidence
of the facility's most recent approval letter from
the local emergency management agency. It was
revealed that the CEMP approval letter provided
was dated and approved until

On at 3115 PM, an interview was
conducted with the Administrator and she
acknowledged the findings.
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