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408.810 Minimum licensure requirements.-In
addition to the licensure requirements specified in
this part, authorizing statutes, and applicable
rules, each applicant and licensee must comply
with the requirements of this section in order to
obtain and maintain a license.

{3) Unless otherwise specified in this part,
authorizing statutes, or applicable rules, any
information required to be reported fo the agency
must be submitted within 21 calendar days after
the report period or effective date of the
information, whichever is earlier, including, but
not limited to, any change of:
{a) Information contained in the most recent
application for ficensure.
{b) Required insurance or bonds.
{4) Whenever a licensee discontinues operation
of a provider:
{a) The licensee must inform the agency not less
than 30 days prior to the discontinuance of
operation and inform clients of such
discontinuance as required by authorizing
statutes. immediately upon discontinuance of
operation by a provider, the licensee shall
surrender the license to the agency and the
ficense shait be canceled.
{b) The licensee shall remain responsible for
retaining and appropriately dwstnbutmg alt records
within the ti
statutes and apphcable rules. In addmon the
licansee or, in the event of or dissolution of
a licensee, the estate or agent of the licensee
shall:
1. Make arrangements to forward records for
each client to one of the following, based upon
the client's choice: the client or the chents Iega

P ive, the client's or
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the health care provider where the client currently
receives services; or

2. Cause a notice to be published in the
newspaper of greatest general circulation in the
county in which the provider was located that
advises clients of the discontinuance of the
provider operation. The notice must inform clients
that they may obtain copies of their records and
specify the name, address, and telephone
number of the person from whom the coples of
records may be obtained. The notice must
appear at least once a week for 4 consecutive
weeks.

59A-35.100 Minimum Licensure Requirements.
Provider location. A licensee must maintain
proper authority for operation of the provider at
the address of record. If such authority is denied,
revoked or otherwise terminated by the local
zoning or code enforcement authority, the Agency
may deny or revoke an application or license, or
impose sanctions.

This Statute or Rule is not met as evidenced by:
The ficensee must notify the Agency for Health
Care Administration (AHCA) prior to discontinuing
operations. The licensee is also responsible for
ensuring the appropriate transfer and continuity of
care for residents. Failure to report cessation of
operations and update licensure status is a
violation of core licensure requirements.

Findings Included:

Based on observation and record review, during
an unannounced generator monitoring visit on

, the surveyor cbserved that the facility
formerly known as Plantation Retirement was no
{onger operating as a licensed assisted living
facility (ALF). The building signage was severely
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faded, and the premises are currently being used
as a homeless shelter. Upon entry, the
receptionist advised the surveyor to leave, under
the assumption that the surveyor was soliciting.
There were no indications of ALF operations or
resident care services observed on-site.

A call was placed fo the listed facility
administrator, at approximately 1:12 PM on

- Avoicemall was left; however, no
response was received as of the time of this
report.
A review of AHCA's Health Facility Finder and
Licensure Unit records confirmed that the facility
is stilf listed as an active assisted fiving facility.

There is no 1 or evidence i

that the ficensee has notified AHCA of the
discontinuation of ALF operations or has
surrendered the facility's ALF license, as required
under this reguiation.
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A generator monitoring was conducted at

Plantation Refirement on .

Deficiencies found at the time of the survey.
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