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Initiat Coraments

An unannounced Fourth revisit 1o the Relicensure
survey was conducted at Oasis at Boynton Beach
Assisted Living on through

. The facility had corrected {AG030
and AG077) and uncorrected (A0152 and Z830)
deficiencies at the time of the survey.

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

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to

section 429.28(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. Aclean, comfortable bed with a mattress no

less than 36 inches wide and. 72 inches long, with

the top surface of the mattress at a comfortable
. foensure 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

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facifity must maintain master or duplicate

keys to resident bedrooms to be used in the

A 000}

A152}

event of an emergency.
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{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make avaitable linens 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 ensure that previcusly identified
concerns were fully repaired to ensure a
safefsanitary living environment for 36 of 36
Residents (Residents #1-#36) residing in the
facility.

The findings included:

During a tour of the facility on at 9:40

AM to at 11:30 AM, the foliowing were
observed:
a) The facility's commercial Freezer was not

waorking effectively. Observations of foods kept in
the freezer
were observed not frozen.
the recorded internal temperature of the
freezer was 30 degrees . . . Reviewof
the temperature freezer log from fo
varied from 10 to 12 degrees.

b) #  was plastered and not repainted.
The air conditionning unit in # was not
cooling the  room.

c) #  was plastered and not repainted.
d) #  was plastered and not repainted.
On at 1:30 PM, the Administrator said

that the repairs in the facility are ongoing. She

said that she contacted a company on
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0 repair the freezer, but the company will not be
able to come to the facility until the first week of

Class HHl
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A152)

AHCA Form 3020-0001
STATE FORM

seon WCEVIS H continuation sheet 3 of 3




Agency for Healih Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 09/03/2025
FORM APPROVED

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11868596

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

R
07/31/2025

NAME OF PROVIDER OR SUPPLIER

1708 NE 4TH STREET

OASIS AT BOYNTON BEACH ASSISTED LIVING

BOYNTON

BEACH, Fl. 33435

STREET ADDRESS, CITY, STATE, ZIP CODE

[
PREFIX
THG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
™

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

{cz830)

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
(1) A licensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider

{Cz830)
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to secure approval of their Comprehensive
Emergency Management Plan (CEMP) letter
from the Local County Emergency Management
Division.

The findings include:

The fast review of the CEMP binder provided to a
previous surveyor by the Administrator revealed a
letter from the Local County Emergency
Management Division dated | s
informing the facility that their Comprehensive
Emergency Management Plan (CEMP) could not
be approved in its current state (copy obtained).
That surveyor also reviewed the facility's CEMP
binder which revealed a receipt from the Local
County Emergency Management Division dated

ing receipt of i i
from the facility (copy obtained).

In an interview with the Administrator on

at 12:20 PM the Administrator said
they have submitted the CEMP but nothing has
changed. The CEMP is still not approved.
Therefore, as of the CEMP approval is
still pending. No other information/or
documentation was provided during the survey.
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