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A generator monitoring was conducted at
Apostolado Home #3 INC on . The
provider had deficiencies identified at the time of
survey.

A 053 50A-36.008(4) FAC Medication - Administration
S8=D
{4) MEDICATION ADMINISTRATION,

{a) For facilities that provide medication
administration, a staff member licensed to
administer medications must be available 1o
administer medications in accordance with a
health care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident’s record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident's record.

{c) Medication administration includes conducting
any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

{d) A facility that performs clinical laboratory fests
for residents, including testing,
must be in compliance with the federal Clinicat
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part i, F.8. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required f residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federai CLIA Certificate if
facility staff assist residents in performing clinical
laboratory festing with the residents’ equipment,
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Information about the federat CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mall Stop 32,
Taliahassee, Fl. 32308; telephone
(850)412-4500.

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review the facility failed to assure that a ficense
person administered medications to one out of six
sampled residents Resident #1).

Findings as follow:

On at 8:20 AM observed Resident #1
in bed with full bedrails in upright position.

On at 8:20 AM Staff B stated he
administered medications to Resident #1
because her trembling did not allow her to
hold things. Staff B added he was not licensed to
administered medications.

Review of Resident #1's medication observation
record (MOR) for showed medications
given were initialized from undil

with a letter "M”".

Review of Resident #1's Health Assessment

dated showed the resident was
diagnosed with 's . High
2 Type 2

Meliitys and . The assessment
documented the resident needed self
administration of medications.
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(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.8,;

2. Be maintained free of hazards; and,

3. Ensure that alt existing architectural,

mechanical, slectrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{¢) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal Jaundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

. Race,

. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident's health care practioner and case

NO O A WN .
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be
This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to have a safe living environment, free of
hazards.
Findings as follow:
On at 8:20 AM observed at the
facility's patio piled against the facility's wall, 6
wood chairs, a recliner with worn out feather and
a piece of plastic furniture.
On at 9:15 PM the Owner stated the
chairs and furniture were placed in the patio to be
thrown away this week.
Class il
A 162 50A-36.015(3) FAC Records - Resident A182
$8=D
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manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

it ‘s medical ination form
in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C,, if applicable,
(&) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.
{HiA  _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.
{g) For faciiiies that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facifity, including any addendums to the contract
as described in Rule 59A-36.018, F.AC.
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{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F.S.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
0 or due a resident, a copy of the quarterly
writien statement of funds or other properly
disbursed as required in Section 429,27, F.S.
{1) f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. { ), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitp: firules. L.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident’s L DH
Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
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names of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to have an accurate
Health Assessment {(Form 1823} for one out of
six sampled residents (Resident #1).

Findings as follow:

On at 8:20 AM observed Resident #1
in bed with full bedrails in upright position.

On at 8:20 AM Staff B stated
Resident #1 was bedbound, she was bathed in
bed, fed and administered medications due to her
inabifity to hold things with her

Review of Resident #1 Health Assessment dated
showed the resident was diagnosed

with 's , High R N
. . Type 2
and . The assessmert documerited

the resident needed assistance with ambulation,
bathing, - self care, tolleting and
transferring and self administration of
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medications and, the resident was not bedbound.
Further review showed there was nota
prescription for the use of fult bedrails in
resident's record.
On at 8:15 AM the Owner
acknowledged Resident #1's Health Assessment
was not accurate and said a new assessment
and bedrails prescription would be requested to
the doctor immediately,
Class 1l
A167; 50A-36.018 FAC; 429.24 FS Resident Contracts A187
8§8=D

59A-36.018 Resident Contracts.

{1) Pursuant to section 420.24, 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 fellowing 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 additional services and charges o
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
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
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advance or deposit payments;

{(g) A refund policy that must conform fo section
429.24(3), F S.

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if 3 facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, heaith care
facility, or , facility. The resident or
responsible party must notify the facllity 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
party to act on the resident's behaif;

{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facility;

{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setling that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
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
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59A-36.006(2), F.A.C,, and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4), of that rule;
{1) The facility's policies and procedures for
self-administration, assistance with

If- ini fon, and inis ion 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
0 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 accornmodations
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 legal representative and a copy
given to the resident or resident's representative.

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 desighee
or legal representative. Each party to the contract
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shall be provided with a duplicate original thereof,
and the ficensee shall keep on file in the facility alt
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration,

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facifity; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and " of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
‘Whenever money is deposited or advanced by a
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:

{a) Such funds shall be deposited in a banking
institution in this state that is iocated, if possible,
in the same community in which the facility is
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit. notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.
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{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or .

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

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

{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
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 651 shall corply
with the requirements of s. 651.055.

{7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
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dueto, , hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. Alease 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 observation, record review and
interview the facility failled to have a Contract
executed between one out of six sampled
residents and the Facility {(Resident #1).

Findings as follow:

On at 8:20 AM observed Resident #1
in bed with full bedrails in upright position.

Review of Resident #1's record showed there
was not an agreement between the Resident and
the facility. Further review showed only a Day
Care agreement was avaliable.

On at 8:15 AM the Owner stated
Resident #1 was admitied as a Day Care but
suddenly started to decline o a bedbound
condition and remained in the ALF as a resident
adding she would complete the documentation
required for Resident #1.

Class il

AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11910988 B.WING 05/28/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
13510 SW 79 STREET
APOSTALADO HOME #3, INC
MIAMY FL 33183
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A 187 Continued From page 12 A1B7
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