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Initiat Cormments

A complaint investigation {(complaint number
#2025013297) was at The C at
Beckett Lake on . Deficiencies were
identified at the time of the survey,

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pilt organizer managed
in subsection (2), the facility must keep either the
original fabeled medication container; or a
medication fisting with the prescription number,
the name and address of the issuing pharmacy,
the health care provider's name, the resident's
name, the date dispensed, the name and strength
of the drug, and the directions for use.
{b) The facility must maintain a daily medication
observation record for each resident who receives
assislance with self-adminisiration of medications
or
observation record must be immediately updated
each time the medication is offered or
administered and include:
1. The name of the resident and any known
the resident may have;

2. The name of the resident's health care provider
and the health care provider's telephone number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as p ibed, or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

429.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the

medication.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that medications were immediately
documented as given or not on their medication
observation records (MORs) for three Residents
{#11, #12, and #14) of four sampled residents.

Findings included:

AMORSs review for Resident #11, conducted on
, revealed that Resident #11's MORs

had ications that were not dc as
given which included s 325
mifligrams {mg) on and at
8:00 pr, Melecoxib 100 mg on at
08:00 am, and a 4% patch on

and at 8:00 pm.

AMORs review for Resident #12, conducted on
, revealed that Resident #12's MORs

had ications that were not as
given which included ) 100 mg on
and at 9:00 pm and
4mgon at 5:00 pr.

AMORs review for Resident #14, conducted on
, revealed that Resident #14's MORs

had a ication that was not as

given which included 10 mg from

During an interview on at 1:40 pm the
Administrator stated Residents #11, #12, and #14
had refusal slips but could not find the
documentation.
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Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and d

by the health care provider to be hazardous if kept
in the personal possession of the person for whom
itis prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided fo the resident before admission as
required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:
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1. Kept in a locked cabinet; locked cart; or other
jocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and
e, except that a icati

requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-o i , assisting with self- in

ication, or inisterd ication, Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di i but has
not expired must be returned to the resident or the
resident's representative, as appropriate, or may
be centrally stored by the facility for future use by
the resident at the resident's request. If centrally
stored by the facility, the discontinued medication
must be stored separately from medication in
current use, and the area in which it is stored
must be marked "discontinued medication.” Such
medication may be reused if prescribed by the
resident's health care provider.
{e) When a resident’'s stay in the facility has
ended, the administrator must return afl
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance

of
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with pa(agraph ).
4] i that have been or have
expired must be disposed of within 30 days of
being determined abandoned or expired and the
disposal must be documented in the resident's
record. The medication may be takeri to a
pharmacist for disposal or may be destroyed by
the administrator or designee with one witness.
{g) Facilities that hold a Special-ALF permit
lssued by the Board of Pharmacy may retum

icinal drugs to the disp g
pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep refrigerated medications focked at alf
times.

Findings included:

During an observation, conducted on

the medication room door was not locked. There
was a mini refrigerator that had medications
inside the unlocked medication room.

During an interview on at 1:46 pm, the
Administrator stated the medication room door
was closed but confirmed was not locked.

Class il

59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS,
{a) The facility may not store prescription drugs for
self-administration, assistance with
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self-administration, or administration unjess they
are properly labeled and dispensed In 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 individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{p) 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 to
another.

{c) if 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 to request the medication and any
limitations must be specified; for example, "as
neededfor, , notto 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 selff-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
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facility may then obtain a revised tabel from the

pharmacist or place an "alert” label on the

medication container that directs staff to examine

the revised directions for use in the medication

observation record.

{e) A nurse may take a medication order by

telephone. Such order must be promptly

do in the resident's icath

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

o 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

drugs that are disp d by a health

care provider, must be kept in their original

mantfacturer'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:

. Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

Directions for use; and,

Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,

pefore dispensing any sample or complimentary

Do As W
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prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that the primary care physician
was niotified of a change in direction of use for one
medication for one Resident (#12) of one sampled
resident.

Findings included:

During an observation with Staff B for Resident
#12, conducted on , revealed that there
wasa , 600 milligrams {mg) on the
medication cart. The package was delivered on

for a ten day supply and should have
been completed by . There were three
doses left inside the package.

During an interview on at 1:41 pm, the
Administrator was not sure of the reason why
Resident#12 had | left in the pill pack.
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{4) Employees of covered providers must complete
the following training for ‘s and
related forms of :
{a) Upon beginning employment each employee
must receive basic written information about
interacting with persons who have
or related forms of
{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training program
provided by the department.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most common
forms of . how to identify the signs and
symptoms of , and skills for
commumcatlng and mteracnng with persons with
's or related forms of
. Arecord of the completion of the
training program must be made available fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of the
employee's completion of the training program
and, upon written request of the employee, provide
the employee with a copy of the record of
completion consistent with the employer’s written
policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment to
a different covered provider.
{c}) Within 7 months after beginning employment

s
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for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs {a) and (b}. The
additional training must include, but is not limited
1o, behavior management, promoting the person ' s
independence in activities of daily living, and skills
in working with families and caregivers.
{d} Within 7 months after beginning employment
for a nursing home, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal care
must complete 3 hours of training in addition fo
the training required in paragraphs (a) and (b). The
additional training must include, but is not limited
{0, behavior management, promoting the person's
independence in activities of daily living, skills in
working with farmilies and caregivers, group and
individual activities, maintaining an appropriate
environment, and ethical issues.
{e) For an assisted fiving facility, adult family-care
home, or adult day care center that advertises and
provides, or is designated to provide, specialized
care for persons with " or
related forms of , in addition to the
training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning empioyment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning empioyment,
each employee who provides personal care must
complete an additionat 4 hours of

-specific training. Such training must

AHCA Form 3020-0001
STATE FORM

o

G7LPI1

f costinuation shoet 2 of &



PRINTED: 09/24/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11965814 B.WiNG 09/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2155 MONTCLAIR ROAD
THE COLONNADE AT BECKETT LAKE
CLEARWATER, FL. 33763
Py SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE coupLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
22875 Continued From page 2 27875

include, but is not limited to, understanding
and retated forms of

, the stages of 's s
communication strategies, medical information,
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic iearning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to help
develop and refine the employee's skills for caring
for a person with or a related
form of . The continuing education must
cover at least one of the topics included in the

-speciic training in which the employee
has not received previous training in the previous
calendar year. The continuing education may be
fulfilled and documented in a minimum of one
quarter-hour increments through on-the-job training
of the employee by a facility administrator or his or
her designee or by an electronic learning

. chosen by the facility administrator.
On-the-job training may not account for more than
2 hours of continuing education each calendar
year.
{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {d}), or
paragraph {e} that s applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of the
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employee, if applicable, must be provided to the
covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or referring
an employee {0 a covered provider.

(7) For a certified nursing assistant as defined in
$. 464.201, training hours completed as required
under this section may count toward the totat
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, , or referred
o provide services before |, | , must
complete the fraining required in this section
before , | . Proof of completion of
equivalent training completed before |, | s
shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
after . may complete training using
approved curriculum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that within thirty days of
that employees a one-hour
online training with the department regarding
and related forms of

for four of six sampted employees (Staff

D, Staff £, Staff F, and Staff G). Furthermore, the
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facility failed to ensure that employees completed
an additional three-hours of training regarding
and related forms of
within three months of hire, and
four-hours within six months of hire, for four
empioyees (Staff D, Staff E, Staff F, and Staff G}
of six sampied employees.

Findings included:

An employee record review for Staff D, Staff E,
Staff F, and Staff G, conducted on
revealed that Staff D, Staff E, Staff F, and Staff G's
employee records did not contain evidence that
the employees completed the one-hour online
training regarding ‘s and related
forms of with the department
within thirty days of employment. Staff D, Staff E,
Staff F, and Staff G's employee record did not
contain evidence that the employees completed an
additional three-hours training regarding

and retated forms of

within three months of employment. Staff

D, Staff £, Staff F, and Staff G's employee record
did not contain evidence that the employees
completed an additional four-hours training
regarding s and related forms of

within six months of
employment. Staff D was hired on

Staff E was hired on . Staff F was hlred
on - Staff G was hired on
During an interview on at 1:45 p.m the

Administrator agreed Staff D, Staff E, Staff F, and
Staff G were missing the required trainings.

Class 1l
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