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Initiat Coraments

REINSTATE / RELICENSURE WITH EXTENDED
CONGREGATE CARE SURVEY

Initiat Comments

A licensure reinstatement with Extended
Congregate Care (ECC) survey, a complaint
investigation (2025008069), and a generator
monitoring was conducted at Harborchase of Dr
Phillips on . The facility had deficiencies at
the time of the survey.

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

429.26

{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
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner’s form or ocn 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 shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
o or continued residency in the facifity. 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 to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
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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
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)5.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families 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 completed form must accompany the
resident and be submitted o the facility owner or
adrninistrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical sociat worker, or
L, nurse, or an individual who is
supervised by one of these professicnals, and
determined to be appropriate to reside in an
assisted fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitied fo the facility.
An evaluation completed upon discharge from a
state mentai hospital meets the requirements of
this ion related to i for
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placement as a mental health resident provided
that it was completed within 90 days prior fo
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
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 compileted by a

health care practitioner as specified in either

paragraph (&} 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 facility 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 will

require supervision or assistance with the

activities of daily living,

3. Any nursing or ., services required by the

individual,

4, Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance
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with the administration of medication,
6. Whether the individual has signs or symptoms
of s

. B or any other
communicable , which are likely to be
transmitted to other residents or staff,
7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,
8. The date of the examination, and the name,
signature, address, telephone number, and
license 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 Facilities, | , which is.
incorporated by reference and available onfine at:
http/ww firules. .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 orally 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
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provided.
{¢) 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
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
{e) Any orders issued by the health care
iti o ing the medical i
for medications, nursing services, treatments,
. ,» or therapeutic diets, may be attached to

the health A health care practiti
may attach a DH Form 1898, Florida

Form, for residents who do not
wish s . to be
administered in the case of or

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1081, F.S.,, 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
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regutar
admission,

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
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failed to ensure a health assessment form (1823)
was complete for 1 of 4 sampled residents (2.)

Findings:

Review of resident #2's 1823 revealed
the examiner's telephone number and address
were missing from the form.

There was no documentation to indicate the
facility contacted the healthcare provider to obtain
the omitted information.

On at 1:32 PM, the findings were
discussed with the director of resident care, who
said there were no additional documents to
provide,

Class il

429.52(1 & 7) F'S; 59A-36.011( ) FAC Training
- Staff in-Service

429.52

{1)(a) Each new assisted living facility employes
who has not previously compieted core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
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 fraining required under s. 430.5025.

A008

A081
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However, an employee of an assisted living
facility licensed as a limited mental heaith 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.
430.50286 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(a@).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required fo 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.

B59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1).

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

{c) Once complete, the employee and the facility
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:
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1. Resident's rights; and,
2. The facility's license 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:
{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 facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control pelicies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to bome
, . . may be used fo 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, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing 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.
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{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.

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 elopsment response policies
and procedures.,

2. Al 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 personnel record review and interview,
the facility failed to ensure that 2 of 4 sampled
staff (B & C) completed the required in-service
training specifically to the facility's policies and
procedures within 30 days of employment.

Findings:
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1. Areview of Caregiver B's record revealed hire
date . She was missing the required
in-service training below:

a) one hour emergency procedures training.
b) one hour of ,neglectand |
training.

c) elopement response training

There was no documentation in the record that
she had completed these trainings.

On at 4:35 PM, an interview with the
Assistant Administrator and the Regional Director
of Operations confirmed the findings.

Review of staff C's personnel record revealed a
hire date of - The record did not contain
documentation to indicate she received a
mainimum of 1 hour in-service training that
covered facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

On at 4:38pm the findings were
discussed with the administrator and the regional
director of operations. No additional
documentation was provided.

Class #ll

A 093 50A-36.012(2) FAC Food Service - Dietary A0S3
$8=D! Standards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current

AHCA Form 3020-0001
STATE FORM Ll MBQT11 I contingation sheat 10 of 16



PRINTED: 07/31/2025

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
AL11969452 B WING 06/23/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7233 DELLA DRIVE
HARBORCHASE OF DR PHILLIPS
ORLANBO, Fi. 32818
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A093! Continued From page 10 A093

USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review att
htips:/fods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritionat needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required, Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed

tionist, or a regi: dietetic i
supervised by a licensed or registered dietitian, or
a licensed nutritionist o ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary fo accommodate resident needs

AHCA Form 3020-0001

STATE FORM

MBQT11

I continwation sheet €1 of 16



Agency for Healih Care Administration

PRINTED: 07/31/2025
FORM APPROVED

and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents,

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
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Snacks are not considered 1o be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to have the amount of
emergency food and water on site that was in its
approved Comprehensive Emergency
Management Plan (CEMP.}

Findings:

Review of the facility's CEMP revealed it was
approved on . The plan included a 7-day
emergency food inventory that indicated the
foliowing was maintained onsite in a separate
storage area. It was the responsibility of the
director of hospitality to maintain the supply and
ensure freshness of all tems:

2 cases of Tuna

2 cases of chunk chicken
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1 case of beef stew

2 cases of chili con carne with beans
2 cases of beef ravioli

1 case of chicken and dumplings
2 cases of green beans

2 cases of whole kernel com

1 case sliced carrots

1 case of green lima beans

1 case of applesauce

1 case of vanilla pudding

2 cases of fruit cocktails

2 cases of sliced peaches

4 cases of saltine crackers

4 cases of honey graharm crackers
3 cases of Nutri grain bars

1 case of assorted cookies

2 cases of dry cereal

2 cases of dry milk

2 cases of soup

2 cases of peanut butter

2 cases of jelly

4 cases of lemonade

4 cases of apple juice

6 cases of orange juice

3 cases of wheat bread

3 cases of white bread

700 gallons-of water

Observations made on at4:15 PM
revealed the following non-perishable food and
water were on site:

6-105-ounce (0z.) cans of Mandarin oranges

19-80 oz. cans of cream of mushroom soup
oz. cans of tormato soup

11- 107 oz. cans of pineapple chunks

6- 107 0z. cans of , beans

6- 107 oz. cans of black beans

2- 107 oz. cans of Garbanzo beans
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276 gallons of water
On at 4:25 PM, the director of hospitality
said the food and water on site was for both
assisted living residents (92) and independent
living residents {72.} He said he recently threw
away expired food, which was why there was not
at least a 3-day supply. He did not know about
the food .and water list in the CEMP.
Class il
A 170, 429.24(3)a Resident Refund Policy A170
§8=D

....The facility shall provide a refund to the
resident or responsible party within 45 days after
the transfer, discharge, or of the resident.
The agency shall impose a fine upon a facility
that fails to comply with the refund provisions of
the paragraph, which fine shall be equal o three
times the amount due to the resident. One-half of
the fine shall be remitted to the resident or his or
her estate, and the other half to the Health Care
Trust Fund to be used for the purpose specified
ins. 429.18.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to provide a full refund to a responsible
party within 45 days after for1of2
sampled residents (1.)

Findings:
Review of resident #1's record revealed she
moved into the facility on .On

she was sent to a hospital.

On at 10:13 AM, resident #1's durable
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power of attorney {DPOA) said that after being
sent to the hospital the resident was transferred
to an inpatient hospice unit where she |

.. The DPOA said they received a refund
check, dated , in the amount of §4,789.64.
The DPOA said they did not receive a written
notice of claim against the refund from the facility.

On at 2:10 PM, the administrator said the
resident's belongings were removed on

On at 2:18 PM, the administrator said the
facility did not make a claim against the refund.

The monthly rate was $8,565.00 on the
residency agreement.

On the resident paid the facility
$8,565.00.

The daily rate for | was $285.50.
Based on when the resident's belongings were
removed on . a refund was owed in the
amount of $4,853.50 by

On a refund of $4,7890.64 was issued, 59
days after discharge and $63.86 short.

Class Hl
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Initiat Coraments

REINSTATE / RELICENSURE WITH EXTENDED
CONGREGATE CARE SURVEY

Initiat Comments

A licensure reinstatement with Extended
Congregate Care (ECC) survey, a complaint
investigation (2025008069), and a generator
monitoring was conducted at Harborchase of Dr
Phillips on . The facility had deficiencies at
the time of the survey.

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

429.26

{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
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner’s form or ocn 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 shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
o or continued residency in the facifity. 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 to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative

27000

A0OC

A008
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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
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)5.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families 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 completed form must accompany the
resident and be submitted o the facility owner or
adrninistrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical sociat worker, or
L, nurse, or an individual who is
supervised by one of these professicnals, and
determined to be appropriate to reside in an
assisted fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitied fo the facility.
An evaluation completed upon discharge from a
state mentai hospital meets the requirements of
this ion related to i for
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placement as a mental health resident provided
that it was completed within 90 days prior fo
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
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 compileted by a

health care practitioner as specified in either

paragraph (&} 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 facility 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 will

require supervision or assistance with the

activities of daily living,

3. Any nursing or ., services required by the

individual,

4, Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance
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with the administration of medication,
6. Whether the individual has signs or symptoms
of s

. B or any other
communicable , which are likely to be
transmitted to other residents or staff,
7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,
8. The date of the examination, and the name,
signature, address, telephone number, and
license 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 Facilities, | , which is.
incorporated by reference and available onfine at:
http/ww firules. .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 orally 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
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provided.
{¢) 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
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
{e) Any orders issued by the health care
iti o ing the medical i
for medications, nursing services, treatments,
. ,» or therapeutic diets, may be attached to

the health A health care practiti
may attach a DH Form 1898, Florida

Form, for residents who do not
wish s . to be
administered in the case of or

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1081, F.S.,, 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
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regutar
admission,

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
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Continued From page 5

failed to ensure a health assessment form (1823)
was complete for 1 of 4 sampled residents (2.)

Findings:

Review of resident #2's 1823 revealed
the examiner's telephone number and address
were missing from the form.

There was no documentation to indicate the
facility contacted the healthcare provider to obtain
the omitted information.

On at 1:32 PM, the findings were
discussed with the director of resident care, who
said there were no additional documents to
provide,

Class il

429.52(1 & 7) F'S; 59A-36.011( ) FAC Training
- Staff in-Service

429.52

{1)(a) Each new assisted living facility employes
who has not previously compieted core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
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 fraining required under s. 430.5025.

A008

A081
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However, an employee of an assisted living
facility licensed as a limited mental heaith 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.
430.50286 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(a@).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required fo 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.

B59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1).

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

{c) Once complete, the employee and the facility
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:
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1. Resident's rights; and,
2. The facility's license 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:
{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 facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control pelicies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to bome
, . . may be used fo 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, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing 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.
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{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.

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 elopsment response policies
and procedures.,

2. Al 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 personnel record review and interview,
the facility failed to ensure that 2 of 4 sampled
staff (B & C) completed the required in-service
training specifically to the facility's policies and
procedures within 30 days of employment.

Findings:
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1. Areview of Caregiver B's record revealed hire
date . She was missing the required
in-service training below:

a) one hour emergency procedures training.
b) one hour of ,neglectand |
training.

c) elopement response training

There was no documentation in the record that
she had completed these trainings.

On at 4:35 PM, an interview with the
Assistant Administrator and the Regional Director
of Operations confirmed the findings.

Review of staff C's personnel record revealed a
hire date of - The record did not contain
documentation to indicate she received a
mainimum of 1 hour in-service training that
covered facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

On at 4:38pm the findings were
discussed with the administrator and the regional
director of operations. No additional
documentation was provided.

Class #ll

A 093 50A-36.012(2) FAC Food Service - Dietary A0S3
$8=D! Standards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
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USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review att
htips:/fods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritionat needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required, Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed

tionist, or a regi: dietetic i
supervised by a licensed or registered dietitian, or
a licensed nutritionist o ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary fo accommodate resident needs
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and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents,

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
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Snacks are not considered 1o be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to have the amount of
emergency food and water on site that was in its
approved Comprehensive Emergency
Management Plan (CEMP.}

Findings:

Review of the facility's CEMP revealed it was
approved on . The plan included a 7-day
emergency food inventory that indicated the
foliowing was maintained onsite in a separate
storage area. It was the responsibility of the
director of hospitality to maintain the supply and
ensure freshness of all tems:

2 cases of Tuna

2 cases of chunk chicken
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1 case of beef stew

2 cases of chili con carne with beans
2 cases of beef ravioli

1 case of chicken and dumplings
2 cases of green beans

2 cases of whole kernel com

1 case sliced carrots

1 case of green lima beans

1 case of applesauce

1 case of vanilla pudding

2 cases of fruit cocktails

2 cases of sliced peaches

4 cases of saltine crackers

4 cases of honey graharm crackers
3 cases of Nutri grain bars

1 case of assorted cookies

2 cases of dry cereal

2 cases of dry milk

2 cases of soup

2 cases of peanut butter

2 cases of jelly

4 cases of lemonade

4 cases of apple juice

6 cases of orange juice

3 cases of wheat bread

3 cases of white bread

700 gallons-of water

Observations made on at4:15 PM
revealed the following non-perishable food and
water were on site:

6-105-ounce (0z.) cans of Mandarin oranges

19-80 oz. cans of cream of mushroom soup
oz. cans of tormato soup

11- 107 oz. cans of pineapple chunks

6- 107 0z. cans of , beans

6- 107 oz. cans of black beans

2- 107 oz. cans of Garbanzo beans
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276 gallons of water
On at 4:25 PM, the director of hospitality
said the food and water on site was for both
assisted living residents (92) and independent
living residents {72.} He said he recently threw
away expired food, which was why there was not
at least a 3-day supply. He did not know about
the food .and water list in the CEMP.
Class il
A 170, 429.24(3)a Resident Refund Policy A170
§8=D

....The facility shall provide a refund to the
resident or responsible party within 45 days after
the transfer, discharge, or of the resident.
The agency shall impose a fine upon a facility
that fails to comply with the refund provisions of
the paragraph, which fine shall be equal o three
times the amount due to the resident. One-half of
the fine shall be remitted to the resident or his or
her estate, and the other half to the Health Care
Trust Fund to be used for the purpose specified
ins. 429.18.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to provide a full refund to a responsible
party within 45 days after for1of2
sampled residents (1.)

Findings:
Review of resident #1's record revealed she
moved into the facility on .On

she was sent to a hospital.

On at 10:13 AM, resident #1's durable
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power of attorney {DPOA) said that after being
sent to the hospital the resident was transferred
to an inpatient hospice unit where she |

.. The DPOA said they received a refund
check, dated , in the amount of §4,789.64.
The DPOA said they did not receive a written
notice of claim against the refund from the facility.

On at 2:10 PM, the administrator said the
resident's belongings were removed on

On at 2:18 PM, the administrator said the
facility did not make a claim against the refund.

The monthly rate was $8,565.00 on the
residency agreement.

On the resident paid the facility
$8,565.00.

The daily rate for | was $285.50.
Based on when the resident's belongings were
removed on . a refund was owed in the
amount of $4,853.50 by

On a refund of $4,7890.64 was issued, 59
days after discharge and $63.86 short.

Class Hl

AHCA Form 3020-0001

STATE FORM

MBQT11

I contingation sheat 16 of 16



