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408.823( ) FS In-person Visitation
{1) This section applies to ,
centers as defined in 5. 393.083,

hospitals licensed under chapter 395, nursing
home facilities ficensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

{2)(a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures. The policies
and procedures must, at a minimum, include
control and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b} and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physical
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation authorized by the
provider, This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
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providers may not require an essential caregiver
to provide such care.

{c) The visitation policies and procedures
required by this section must allow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider 's
care is struggling with the change in environment
and tack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient Is experiencing
emotional distress or grieving the loss of a friend
or family member who recently .

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. A resident, client, or patient who used to talk
and interact with others is seidom speaking.

7. For hospitals, childbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shali provide their visitation
policies and procedures to the agency when
applying for initial icensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{f) Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
easily ible from the

of their websites.

Based on review of the facilities in person
visitation policy and procedures, review of the

ensure its policy was easily accessible from the
homepage of its website.

Findings:

website revealed its visitation poficy and
procedures were not accessible from the
homepage.

at 9:17 AM, the administrator

Class #Hl
AQ00; Initial Comments

A re-li survey and

was conducted at Windermere Assisted Living
Facility Corp on . The facility had
deficiencies at the time of the visit.

A 058 59A-36.008(7) FAC Medication - Labeling and
$8=D | Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store presecription drugs
for self-administration, assistance with

are properly labeled and dispensed in

This Statute or Rule is not met as evidenced by:

facility's website and interview, the facility failed to

On at 9:10 AM, a review of the facility’s

stated the policy was not on the facifity's website.

self-administration, or administration uniess they
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accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:
1. The resident's name; and,
2. The identification of sach medicinal drug in the
container.
{b) Except with respect to the use of pilt
organizers as described in subsection {2), no
individual other than a pharmacist may transfer
medications from one storage container o
another.
{c) lf the directions for use are “as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident fo request the

ication and any limitati must be
for example, "as needed for, |, not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmagcist or place an "alert” label on the
medication container that directs staff to examine
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the revised directions for use in the medication
observation record.
{e) Anurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati inistration are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
8. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 465,0276(2)(c}, F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or 2 faxed or electronic copy of such
order,
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to follow physician orders for 1 of 1
sampled resident (#1) as required.

Findings:

On at 8:55 AM during the entrance
conference the administrator stated the residents
already received their morning meds. He
continued by stating there are no afternoon meds,
but they have PRN (as needed), and ! can just
give those if you want me to. The administrator
was asked when the next scheduled med pass
was. He stated after dinner between 5 - 6 PM.

On at 4:35 PM, the surveyor returned
to the facility to conduct the med pass
observation.

On at 440 PM, the administrator
stated, “are you ready for the med pass?" The
administraior was reminded that he stated during
the entrance conference that the med pass was
not until after lunch, around 5 - 6 PM and that he
stated there were no afternoon meds. He
proceeded to say, "l can give the PRN to a
resident.” | already gave resident #1 her |

at 4 PM.

Review of resident #1's medication observation
records for revealed , 325
mg, take 2 tablets every 8 hours as needed for
was scheduled at 8 AM, 4 PM, and 10 PM.
Further review of the MORS indicated at 8AM

document as was given on - . At4PM
documented on - was given and 10 PM
document as was given on -
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Review of the physician orders for |,
s }325 mg tablet, start date
, indication for, ., take 2 tablets
{=650mg) by 3 times a day as needed for

The administrator was asked why he didn't follow
the physician's orderin  _  for resident #1's
. order which states to take two tablets,
On at approximately 5:00 PM, the
administrator stated after reviewing the
MORs. It's not it's 1 tablet that { gave to
resident #1. I'm a licensed pharmacist and know
that if { had given resident #1 2 and 1

. / . it would have
caused an adverse reaction. The administrator

didn't call the doctor. 'm a pharmacist. | just
made the change. She's on hospice and the
hospice doctor would need to notify me.

Review of the order for /
.\ revealed take 1 tablet by
every 12 hours for |

The administrator failled to adhere to the
regulations following the physician's order in
administering prescribed medication to resident
#1.

On at 12:33 PM the administrator was
contacted via phone fo conduct the exit
conference.

{photographic evidence obtained)

Class il

was asked if he notified resident #1's doctor. No, |
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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 health 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 fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
examination must be documented on an annual
basis, Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individuat does not constitute a risk of

2. if any steff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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responsibilities, consistent with their

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, FAC.

{d) An assisted living facility o
provide services to residents must ensure that
individuals providing services are qualified to

and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

more residents, the facility must:

to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

examination on an annual basis for 2 of 3
sampled staff (Administrator, B) as required.

Findings:
Review of the administrator’s record revealed a

hire date on . The record revealed a
. was obtained on

Review of caregiver B's record revealed a hire

qualifications, to observe residents, to document
observations on the appropriate resident’s record,

perform their assigned duties in accordance with
this rule chapter. The contract between the facility

{e) For facilities with a licensed capacity of 17 or

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

This Statute or Rute is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to obtain evidence of a negative

AHCA Form 3020-0001
STATE FORM

E2XATY

i coninuastion sheet 9 of 10



PRINTED: 08/26/2025

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
AL11969199 e — 08/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7050 BRAMLEA LN
WINDERMERE ASSISTED LIVING FACILITY CORP
WINDERMERE, FL. 34786
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 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) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A078! Continued From page 9 AQ78
date on . The record revealed a

., was obtained on

There was no documented evidence that the
administrator or caregiver B received an updated
, andforannual  exam.

al 12:00 PM, the administrator
stated the doctor does want to do another
, and that's why he just gives us the
communicable statement.

{photographic evidence obtained)

Class il
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