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AG00; Initiat Coraments

An unannounced Relicensure with Limited
Nursing Sevices (LNS), Complaint
{#2024016243), and a Generator Monitoring
survey was conducted on at Sodalis
Stuart. The facility had deficiencies related to the
Relicensure identified at the time of the visit.

Note: Facility has no LNS residents

A 188 429.24(3)(a) FS; 429.27(7), FS Resident Refund
Policy

428.24
{3)(a) . . . The refund policy shall provide that the
resident or responsible party is entited to a
prorated refund based on the daily rate for any
unused portion of payment beyond the
termination date after all charges, including the
cost of damages to the residential unit resulting
from circumstances other than normat use, have
been paid 1o the licensee. For the purpose of this
paragraph, the termination date shall be the date
the unit is vacated by the resident and cleared of
all personal belongings. If the amount of
belongings does not preciude renting the unit, the
facility may clear the unit and charge the resident
or his or her estate for moving and storing the
items at a rate equal fo the actual cost to the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days’ advance
written notification is given. If the resident's
possessions are not claimed within 45 days after
notification, the facility may dispose of them. The
contract shall also specify any other conditions
under which claims will be made against the
refund due the resident, Except in the case of

or a discharge due to medical reasons, the
refunds shall be computed in accordance with the
notice of relocation requirements specified in the
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contract. However, a resident may not be
required to provide the licensee with more than
30 days’ notice of termination. If after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
notify the resident or responsible party in writing
of the claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. ...

429.27, £8 Property and personal affairs of
residents. -
{7) In the event of the of a resident, a
licensee shall return ai refunds, funds, and
property held in trust fo the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and. if not,
1o the resident's spouse or aduit next of kin
named in a beneficiary designation form provided
by the facility fo the resident. If the resident has
no spouse or adult next of kin or such person
cannot be located, funds due the resident shall
be placed in an interest-bearing account, and all
property held in trust by the facility shall be
safeguarded until such fime as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shall be kept separate
from the funds and property of the facility and
other residents of the facility. If the funds of the
resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident's . the funds shail be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to include the required components
of the refund policy and procedure in the
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without verbiage
that negates the requirement for a prorated
refund based on the daily rate to be distributed in
the event of a resident’s or discharge due
10 medical reasons for 3 out of 3 sampled
residents (Residents #11, #12 and #13).

The findings included:

On , the executed contracts between the
facifity and Residents #11, #12 and #13 were
reviewed. The contracts contained the required
wording in the refund policy and procedure under
"Refunds” that includes, "You are entitled to a
prorated refund based on the daily rate for any
unused portion of payment beyond the date you
vacate (the facility)...". However, the contract
also includes a clause under "Early Termination
By You With Notice" that nulfifies the preceding
required proration and states, "if your health
status prevenis you from continuing to reside at
(the facility), you will continue to be charged alt
applicable daily fees until {the facility) receives
notice of termination and unti the apartment is
vacated. In order to terminate this agreement
due to reasons of health, the facility requires a
physician's written letter stating that you cannot
be sufficiently cared for at an assisted living
facility. Upon , your family will continue to
be charged until the belongings are vacated from
the apartment or fifteen (15) days, whichever is
greater”.

The additional clause that requires a physiclan's
{etter when a resident is discharged for medical
reasons, and aiso allows charges to continue
after or discharge for medical reasons for
15 days whether or not belongings are removed,
negates the requirement in the regulations that
the policy and procedure ensures the resident is
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provided a prorated refund based on the daily
rate from the date of or discharge for
medical reasons, and after belongings are
removed. The refund policy and. procedure is
required to include the clause, "Except in the
case of or discharge due to medical
reasons, the refunds shall be computed in
accordance with the notice of relocation
requirements specified in the contract”. This
states that there is no nofice required by the
resident when they are discharged for medical
reasons or if they expire, and ensures that the
refund is based on the prorated daily
rate.

The Administrator was notified of these findings
on at 3:00 PM. The facllity provided no
additional information for review at this time.

Class #ll

429.24(3)a Resident Refund Policy

....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 to three
times the amount due to the resident. One-half of
the fine shall be remitted fo 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 interviews, the
facility failed to provide an accurate prorated
refund based on the daily rate within 45 days of a

A168

A170
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resident's passing for 2 out of 3 sampled
residents (Residents #12 and #13).

The findings included:

1.0n , Resident #12 | L and
the representative moved the resident's
belongings out of the facility on . During

interview with the resident’s representative on

at 4:59 PM, he confirmed this was the
date the belongings were removed. The facility
continued fo charge the resident's representative
as noted on the final invoice for "Rent” at
$4134.00 a month ($133.35 a day) for 15 days
after her . totaling $2000.25. A refund was
provided in the amount of $791.13 on .
The representative should not have been charged
for 7 days "Rent" from through
after the resident's belongings were removed.
The refund that is currently due because the
representative was erroneously charged is
$933.45. Additionally, the refund was due 45
days after the of the resident, but the
inaccurate refund was provided 70 days after the
resident's

2.0n . Resident #13 | , and
the representative subsequently moved the
resident's belongings. The facility continued to
charge the resident’s representative as noted on
the final invoice for "Rent” at $72.45 a day for 15
days after her . totaling $1086.75. Arefund
was provided late on in the amount of
$289.79 (for 4 days). The representative should
not have been charged for 11 days "Rent" from
through . The refund that is
currently due because the representative was
erroneously charged is $796.95. Additionally, the
refund was due 45 days after the of the
resident, but the inaccurate refund was provided
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65 days after the resident's

Chapter 429.24 (3), Florida Statute, requires that
a refund policy “to be implemented at the time of
aresident ' s transfer, discharge, or shall
provide that the resident or responsible party is
entitied to a prorated refund based on the daily
rate for any unused pertion of payment beyond
the fermination date after all charges, including
the cost of damages to the residential unit
resulting from circumstances other than normat
use, have been paid to the licensee. For the
purpose of this paragraph, the termination date
shall be the date the unitis vacated by the
resident and cleared of all personal
belongings...Except in the case of ora
discharge due to medical reasons, the refunds
shail be computed in accordance with the notice
of relocation requirements specified in the
contract. However, a resident may not be
required to provide the licensee with more than
30 days " notice of termination. if after a contract
is terminated, the facility intends to make a claim

against a refund due the resident, the facility shall

notify the resident or responsible party in writing
of the claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. The facility shall
provide a refund to the resident or responsible
party within 45 days after the transfer, discharge,
or of the resident".

The Administrator was notified of these findings
on at 3:00 PM. The facility provided no
additional information for review at the time of the
survey.

Class #Hl
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