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A000; Initial Comments A 000

An unannounced Relicensure, Complaint
{complaint number 2025000954, 2025009187,
and 2025009896), and itori
survey was conducted on at Forest
Trace Senior Living. Deficiencies were identified
at the time of the survey related the Relicensure
and complaint #2025009187 and #2025009896.

A030 59A-36.007(5) FAC; 429.28( ) FS429.27 A030
Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.8,, the
facility must have a written grisvance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
1o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)86- or 1{800)962-2873. The

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO! IER F TITLE X6} DATE

STATE FORM =3 HKOE 11 i continuation sheet 1 of 25



Agency for Healih Care Administration

PRINTED: 09/02/2025
FORM APPROVED

telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 9A-36.008, F.A.C. The rules
and procedures must at @ minimum address the
facility's policies regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

7 control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third parly providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
steeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11910672 BWNG 07/15/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 NW 69TH AVENUE
FOREST TRACE SEMIOR LIVING
LAUDERHILL, FL. 33319
(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)
A030! Continued From page 1 AQ30

AHCA Form 3020-0001

STATE FORM

HKOE T

i coninuastion sheet 2 of 25




PRINTED: 09/02/2025

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
AL11910672 B WING 07/15/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5500 NW 69TH AVENUE
FOREST TRACE SENIOR LIVING
LAUDERHILL, FL. 33319
(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)
A030! Continued From page 2 AQ30

must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.~
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranieed by iaw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect,
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened

oIy , access to a , and
visiting with any person of his or her choice, at
any time between the hours of 9 am. and 9 p.m.
at a minimum, Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
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attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the managerment of
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

.y , and the performance of heaith
care services in accordance with s. 429.255
which are consistent with established and
¢ i within the i
(k) At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocationto a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
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resident may contact the State Long-Term Care
Program for assk: with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
facility fo i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shalf
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, - , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mall address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken againsta
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resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{p) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, adminisirator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed {o ensure that residents
five in a safe , clean and decent fiving
environment free from pests and

furthermore, the facility failed to ensure that
adequate control sanitation and
standard precaution practices were in effect.
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The Findings included:

On at approximately 7:20AM, a
caregiver was observed walking along the
haliway of memory Care unit with a small plastic
bag of dirty supplies. She placed it
on the floor near the room. She then caught the
elevator to an upper floor pushing the elevator
button without performing hygiene.

On at approximately 7:30AM, on
interview, Staff L. stated that work conditions are
fitthy and dirty, She stated that there are also
many roaches.

On at 7:30AM, Staff L stated "When |
come to work in the morning, the residents are
wet. The unit smells. They don't change them at
night. There are not enough workers."

On at 7:38A, Staff L stated that there
are no gloves. When there are some you have to
hide them. We bring small shopping bags from
home for the garbage.

On at 7:52AM, there was a small
odor of coming from a resident's room

On at 8:30AM, on observation,
Resident #1 was observed in bed with

, and dried at the right side of her
forehead.
On at 8:30AM on interview, resident #1
stated she  and hit her on the bathroom

floor at around 3:00AM.

On at 12:44PM.,, on interview, Staff N
stated that resident #1 returned from the hospital
around 10PMand was accompanied to her room
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around 11PM.

On at 8:30AM, Resident#1 stated that
no one came to her room since she returned from
the hospital the night before at around 11PM.

On at 8:55AM, Staff D was observed
entering the bathroom of Resident #1 wearing
suede like brown moccasin like and
carrying a handled mop with disposable cloths
and a spray bottle of a liquid to clean a spill.
On , at 8:55AM, when asked, Staff D
stated that the liquid in the spray bottle was
water.

On at 8:55AM, Staff D, was observed

1o obtain water from the bathroom sink into a cup

and poured the water onfo the floor over an area

of dried . She was observed to use the cloth
mop to clean the fioor.

On at 8:55AM, Staff D was observed
removing the cloth,  soiled with dried
and placing it in a small shopping bag.

On interview on at around 9:00AM,,
Staff D stated "We wash them" when asked what
is to be done with the soiled cloth |

On On observation on at around
09:00AM Staff D was observed placing the bag
with the soited mop cloth on her housekeeping
cart,

On , on interview, staff D stated that
they bring small shopping bags from home.

On at 9:18AM, An inspector from the
Department of Health was observed in the facility.
Upon interview, the inspector stated that when
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she came for an inspection last week, she was
not told that the facility contained 2 sides to the
Memory Care unit

On at 9:35AM, bed bugs and a roach
were observed in the bed and kitchen of Resident

On at 9:48AM, on observation, bed
bugs were observed in the room of Resident #2.

On at 9:50AM, termite droppings
were observed under the bathroom cabinet of
resident #13

On at 10:17AM, rodent droppings
were observed in the windowsill of the dining
area.

On at 10:17AM, roach droppings
were observed in the kitchen area.

On at 10:17AM, Staff C stated that
Housekeeping only does light cleaning of the
common areas. The Direct care staff is
responsible for the day to day maintenance of the
resident areas. Each resident's room is cleaned
weekly by the housekeeping staff and includes
bed finen change.

On at 11:30AM, on interview, the
Administrator stated that there are Spill kits for
spills,
On record review, the Facility's waste
disposat policy documented that all staff
members with occupational exposure to
medical waste will be trained on the
proper handling of waste. Staff with
occupational exposures o waste wilt
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protective i {PPE} when
waste.

On record review of Staff D's employee file,
there was no documentation on Control
training.

On record review, a Department of Heaith Group
care inspection was conducted on

valid complaint regarding bed bugs, roaches and
vermin was investigated. A violation of presence
of infestation was cited.

Class It

A036, 59A-36.007{10) CONTROL A036
PROCEDURES
{10y CONTROL PROCEDURES.

Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an N exposure to transmissible

agents in , f

, nonintact skin, and mucuous
during the provision of personal

services, Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facility must clean and reusable
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medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according fo the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews, and record
review the facility failed to provide services ina
manner that reduced the risk of transmission of

. Two out of 12 staff members
{Staff C) failed to follow control
procedures by not using personal protective
equipment during handling and {Staff F) by
not removing her gloves immediately after caring
for residents.

Findings included:

A review the facility policy on
Disposal” documented that

1. Al staff members with occupational exposure
to medical waste will be trained on the
proper handling of waste.

a. Training is the responsibility of each
department

Waste

3. Staff with occupational exposures to

waste ( and other fluids/ substances) will
follow Standard Precautions and wear Personal
i {PPE} when i

Protects

waste.

5. Any medical equipment that contains or
after use wilt be considered

and disposed of in a hazardous bags  lined
containers.”

A)

On at 8:30 AM observed as Staff F

{HHA) entered
entered resident #

to provide AM care then
without removing
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the gloves she was wearing while providing AM
care to residents. Then entered as
got resident out of bed took her to the bathroom ,
bathed her and gof resident dressed then without
changing her gloves,

Staff F was asked to remove gloves during
interview on at 8:39 am stated, " We
don't have gloves on this side, | have to go get
some from the other side.” However, after
interview Staff F observed as she put the same
gloves on and continued with her duties.

On at 7:15 Am Staff E stated, "We |
work on the old side of memory care from 7AM to
3 PM. | have been here a year. | have to go to
the other side to get gloves and sometimes they
don't have any so | have to bring my own, {
always bring my own just in case we run out.

B)

On at 11:34 AM entered #

and observed on the floor in the bathroom.
At 11:37 AM Staft C (housekeeper) entered the
bedroom to the access in the bathroom.
On at 11:42 AM, Staff C was observed
as she stepped in the hallway to return with a
mop and a spray bottle. When Staff C was asked
was she was going clean and what was in the
spray bottle? Staff C stated, "l am going to clean
the room and bathroom. There is water in the
botle."

On at 11:44 AM Staff C observed as she
sprayed the floor and lightly mopped up some of
the - Then she walked out of the bathroom
enteting the bedroom and then the common area
o outside in the hallway to dispose of the mop
ciothed ,  into a grocery bag. The floor was
observed pink from miid clean up. Staff C
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grabbed amop,  replacement and added it to
the mop. Then Staff C began cleaning the
kitchen.

On at 11:55 AM during observations

Staff C had not followed the facility protocols for

waste disposal to wear personal
protection equipment such as gloves, shoe
guards, Staff C did not use medical equipment to
clean and dispose of hazardous materials such
as spill kit and hazardous bags, as not in the
facility protocol.

Areview of Staff C's personnet records showed
had no control training.

Areview of Staff F's personnet records showed

control fraining on for one
hour.
Class #Hl
A081 428.52(1 & 7) FS; 58A-36.011( ) FAC Training A081

- Staff In-Service

42852

{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 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.
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{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted fiving
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.
430.5025 before interacting with residents, such
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
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.

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
(1)

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

{¢) 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
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the facility administrator, the preservice
orientation must cover:
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 shall provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heatth 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 policies and procedures when
offering this fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating to borne
. . . maybe 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 o 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 N
neglect, and . The facility must use its
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prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rute 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare cr 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 employment in safe food
handling practices.
{f) Al 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 record review and interview, the facility
failed to ensure the two hours pre-service
orientation training was provided to sevent out of
13 (Staff B, D, F, G, 1, J, and K} sampled staff
priorr to interacting with residents.
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Findings included:

Record review of Staff Staff B, D, F, G, 1, J, and
K's personnet file revealed they were hired after
2018. Record review revealed the facility had not
provided the 2 hours pre-service orientation
training to cover and include the facility's license
type and the type of services the facility provides
signed by staff and Administrator,

On at 12:30 PM the Administrative
secretary stated alf the training in the personnel
reocrds were all we have."

Class il

A082 50A-36.011(4) FAC Training -/ A082
4}

{ 1/ ). Pursuant to section

381.0035, F.8,, all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

irtai in with ion (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to complete the and training
within 30 days of employment for three out of 13
{Staff B, D, F, and\G) sampled staff prior to
interacting with residents.
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Findings included:

Record review of ersonnel files revealed there
was no documentation of ! training

completed.by Staff B, D, F, and\G. Review of
personnel records revealed Staff B were hired

, Stafl D hired on . Staff F hired
on , and Staff G hired on .
On at 3:30 PM the Administrator
the above staff did not

have the training in and

Class il

A090, 59A-36.011(11) FAC Training - A0

S

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility’s policies and
procedures regarding .
{b) Newly hired faclility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure direct care staff received at least
one hour of training in the facility's policies and
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procedures regarding
{ 's}, for 3 out 13 (Staff Staff F, G, and H)
sampled staff.

Findings included:

Review of Staff F, G, and H's personnel records.
revealed these staff members had not completed
one hour of training in the facility's policies and
procedures regarding "s in file.

On at 12:30 PM the Administrative
SBecretary stated all the training in the personnel
records were ail we have and no other training
were available.”

Class Hl

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All faciliies must;

1. Provide a safe living environment pursuant fo
section 428.28(1)(a), F.S,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
working 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 furnishings, each resident bedroom
or sleeping area must have at least the following
furnishings:

1. A clean, comfortable bed with a maitress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress at a comfortable
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0 ensure easy access by the resident,
2. A closet 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
famp, and waste basket; and,
5. A comfortable chair, if requested.
{c) The facitity 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 tinens and
personal laundry services for residents who
require such services, Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment free of
hazards. Additionally, the facility to ensure

and were
maintained.
The findings included:
A tour of the facility revealed the following
concerns.
a) An observation on at 6:37AM

showed the main facility door halfway open and
not able to open at full capacity.

b)An cbservation on at 10:32AM,
showed rats droppings in the game room,
{photographic evidence obtained).
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G)An observation on at 9:46AM, while
conducting a review with the department of
health, showed inthe  # beg bugs in the
bedroom area. {photographic evidence obtained).

d) An observation on at 7:02AM
showed roaches in ~ # in the bedroom
area. (photographic evidence obtained).

&) An observation on at 7:40AM,
showed in  # a mop in a bucket in the
shower space. {photographic evidence obtained).

) An observation on at 11:37AM,
showsd in  # bed bugs on bed linen.
{photographic evidence obtained).

In an interview on at 11:50AM, Staff C
was {caregiver) asked about the bed bugs, rats
dropping, flies, termites, roaches, broken
furniture & mops in the shower issues in the
facility, she answered, "It is the responsibifity of
the HHAs and the house keeping staff. | wilt
speak with them about it".

In an interview on at 12:14PM via
phone, the pesticide company supervisor attested
bed bug infestation in the facility and was asked
about the history of facility schedule

. . According to the supervisor,
Pesticide company has been treating the facility
asof | , and the last time the pesticide
company was on treated 18 rooms
and found live activity in four rooms (364, 384,
452 and 565}. {photographic evidence obtained).

In an interview on at 2:57PM, the
Administrator was asked about the bed bugs, rats
droppings, flies, termites, roaches, broken
furniture & mops in the shower issues in the
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facility, the Administrator answered, "It is the
certified nursing assistant (CNA) and the home
health aide {HHA) responsibitities”.

Class Hl

A 160, 50A-36.015(1) FAC Records - Facility A160

59A-36.015 Records.

The facility must maintain required records in &
manner that makes such records readily available
at the licensee's physical address for review by a
{egally authorized entity. If records are maintained.
in an electronic format, facility staff must be
readily avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, o
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed ina
conspicuous and public place within the facility,
{b) An up-to-date admission and discharge log
fisting the names of alf residents and each
resident's!

1. Date of admission, the facifity or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facitity but
intending to return pursuant fo Rule 58A-36.018,
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F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(o).

{d) The facility’'s emergency management plan,
with documentation of review and approvai by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013. FAC.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{n) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of ail such facifity
adverlisements as required by Section 428.177,
F.8

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

{i) Alt foed service records required in Rule
59A-36.012, F.A.C,, including menus planned
and served and county health department
inspection reports. Faciliies that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

{k) Al fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B9A-40, F A.C., issued within the last 2 years.
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{1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 5 years,

{n) The facility's resident elopement response
policies and procedures.

{0) The facility's documented resident elopement
response drills,

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FAC.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical ;

{t) The facility's policy on assistive devices;

{u) The facllity's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as imited mental heaith,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to maintain an updated
and accurate admission and discharge log with
the identification of the facility or home address to
which residents were discharged.

Findings:

An observation on at 1:17PM,
showed Admitting and Discharge log without
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place of destination, such as name of place and
address. (photographic evidence obtained).

In an interview on at 1:27PM, the
Administrator was asked about the admitting and
discharge log process. the Administrator
answered, "l was not aware of the protocol. We
will place that information from now on".

In an interview on at 1:28PM, Staff A
{Administrator) was asked if he had a chance to
get the Call Log yesterday and today, he
answered "So yesterday | did not try, and foday
the system is not working for me”.

Recor Review on Admitting and Discharge log
showed without place of destination, such as
name of place and address. (photographic
evidence obtained).
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