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59A-36.010{2) FAC Staffing Standards - Staff

{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heatth care provider documenting that the
individual dees 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 to ancther
when the facllity is under the same management
or ownership.
1. Evidence of a negative
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 heatth care provider's statement that the
individuat does not constitute a risk of

2. if any staff 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

i a risk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience,
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to obsetve residents, to document
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observations on the appropriate resident's record,
and to report the observations 1o 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, FA.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
o 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 408.808 and 429.174, F.5.

This Statute or Rule is not met as evidenced by:
Based on Interview and record review, the facility
failed to ensure 1 out of 3 staff members (Staff B)
was knowledgeable about the policies and
procedures and responsibilities regarding

Findings:

In an interview on at 9:58AM, Staff B
{caregiver} was asked to describe what

stood for, and when would it be used if a resident
needed it. Steff B stated, " am not sure what it
means. | think a would use it when a person is
not breathing”.
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Areview of Staff B's record showed a /

training certificate dated .. L and
which expired .. 2027. (Photo evidence
obtained).

A review of data from the American
Association showed, "For healthcare providers

and those trained: conventional using
. and -to- breathing ata

ratio of 30:2 . -to-breaths,” should be

performed.

Class il

Class #l
A090 59A-36.011(11) FAC Training - A090
$8=D

()

TRAINING.

{a) Currently employed facility adminisirators,
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 interview and record review, the facility
failed to have 1 out 3 staff members (Staff C}
certified and trained on
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Findings:
In an interview on on 1:45PM, the

Operator was asked to locate Staff C files the
certificate, the Administrator stated, "l do
not see the certification on her files".

Arecord review of Staff C personnel files does

not show a ocertificate and training date.
Class il
A 093! 50A-36.012(2) FAC Food Service - Dietary A093

§8=0 Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp: firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:

t od.nih.gov/t ion/Dietary_
Reference_lintakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a

AHCA Form 3020-0001
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ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.
{c) All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
itionist, or a regi dietefic ich
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommedate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents,
{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.
{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.
1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
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document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of 2 morning meal.
Intervals between meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of . the time between meais.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged 1o eat at tables in the dining areas. A
supply of eating ware sufficient for alf residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facifity has
with residents to serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
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disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to follow the posted
menu and note substitutions before serving
breakfast. The facility also failed to have an
up-to-date menu posted.

Findings Included:

Observation on at 8:09 am showed
Resident #3 had scrambled eggs, French fries,
and bacon for breakfast.

A review of facility posted food menu was dated

- ; however, the survey was
conducted on - Further review of the
posted menu showed Monday for breakfast the
residents would be served assorted juices {4 oz},
dry cereal {  cup)orhotcereal (  cup), bread
{1 slice), margarine (1 t), and mikk (80z).

During the exit interview on at 2:35
pm the Administrator acknowledged the current
finding by nodding her

Class #ll

A 152, 50A-36.014(3) FAC Physical Plant - Safe Living A152
$8=D! Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
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,
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and appurtenances are maintained in good

waorking order.

{b) Pursuant to section 420.27, 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 mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
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

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms 1o 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 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 all existing architectural,
mechanical, electrical, structural systems and
appurtenances are maintained in good working
order. The facility also faited to have the required
fumishings as outlined by the state.

Findings included:
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at 8:36 am showed
# were missing

Observation on
Resident #
required nightstands.

Observation on at 9:01 am showed in
# had a hole in the wall near the resident
bedding area. {photographic evidence obtained)

Observation on at 9:09 am showed
pathroom door with paint disturbances.
{photographic evidence obtained)

Observation on at 9:23 am showed
that the laundry area was unsecured, with the
door propped open. Cleaning supplies, such as
bieach, all-purpose cleaner, paint and detergent,
were stored there. This was noted in a facility with
a limited mentatl health component. {photographic
evidence obtained)

Observation on at 9:24 am showed a
dryer that appeared to be rusty with an open
space to the bottom with a can of paint and other
materials. (photographic evidence obtained)

Observation on at 9:26 am showed
floor tites, bedside rails and wooden boards
underneath a trap stored against the side of the
facility. (photographic evidence obtained)

Observation on during duration of
tour showed that some lightbutbs in the
bathrooms were not functioning.

During the exit interview on at2:35
prn the Administrator stated she was aware of the
hole in the resident room and acknowledged the
additional findings.
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59A-36.015 Records.

The facility must maintain required records in a
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 available o access the data and produce
the requested information. For purposes of this
section, ‘readily avaitable" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity records must
include:

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

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ; 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 facility but
intending to return pursuant o Rule 58A-36.018,
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

AHCA Form 3020-0001
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if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval 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 59A-36.013, F.AC.

{g) The admission package presented to new or
prospective residents (less the resident's
confract) described in Rute 59A-36.006, F.A.C.
{n) If the facility advertises that it provides special
care for persons with ‘s of
related , & copy of all such facility
advertisements as required by Section 428.177,

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

{i) Alt food service records required in Rule
59A-36.012, F.A.C,, including menus planned
and served and county health department
inspection reports. Facilities 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) All fire safety inspection reports issued by the
jocal authority or the State Fire Marshal pursuant
o Section 429.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the fast 2 years.

{1) Alt 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.
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{m) Pursuant to Section 429.35, F.S,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 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
to subsection 59A-36.007(10), FAC

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

(1) The facility's medication practices;

{s) The facility's policy on physical ;

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

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), £.5.;

{w) For facilities licensed as limited mental health,
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 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:

In an interview on at 2:00PM, the
Operator was asked about the admitting and
discharge log process of identifying the discharge
facilities with names and addresses, the
Administrator stated, "I was not aware all that
information needed to be included for all
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Areview of the Admission/Discharge log showed
no final address for 15 residents who had left the
facility. {photographic evidence obtained).

Class #Hl

A161] 429.275(2) FS; 59A-36.015(2) FAC Records - A161
$8=D . gtaff

428.278
{2) The administrator or owner of a facility shalf
maintain personnet records for each staff
member which contain, at a minimum,
do fon of background ing, if

i ion of i with alf
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of communicable

« In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-38.011, FAC.,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
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background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
B59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, F.AC.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on Interview and Record Review, the
facility failed to maintain documentation of
compliance with alt Elopement training drills by
not including which staff members attended each
Elopement drifl.

Findings:

In an interview on at 2:11PM, the
Operator was asked about the previous
elopement drills done on and
without an attendance staff list, the
Administrator stated, "Oh, you are right, we need
to have an attendant list who participated on the
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elopement drills. | need to add it from this point
on".

Record review of facility elopement / missing

resident drilt documents for and
did not identify who participated.

{photographic evidence obtained).

Class Hil

A165 429.23( & ) FS Risk Mgmt & QA A165
8§8=D
429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-
(1) Every facility ficensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
{2) Every facility ticensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facility personnel could
exercise controf rather than as a result of the
resident's condition and results in:
1. R
2. or damage;
3. Permanent H

. or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;
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6. Any condition that requires the transfer of the
resident from the facility o a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{h) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shall provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.

{4) Licensed facilities shall provide within 16
days, through the agency's online portal, or if the
portal is offline, by electronic mail, a full report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation info the adverse
incident.

{6) L neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415,

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of 5. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
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must or may be taken in response to the incident,
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10} The agency may adopt rules necessary to
administer this section,

This Statute or Rule is not met as evidenced by:
Based on interview and record reviews, the
facility failed to complete and submit a 1-day
initiat adverse incident report for one out of 12
{Resident #1) sampled residents.

Findings included:

Interviewed on at 10:28 am Staff C
{Caregiver) stated there was an elopement with
Resident #1. Staff C further stated, “about 4
months ago [Resident #1] eloped as you know
every other room has their own door he went out
the gate walking along the side walk, He's the
one that's currently in the hospital. He has
tendencies so | keep an on him, He hasn't
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gotten that far, We told the Administrator and no,
we didn't call the doctor, we called the hospital
that day and he went fo the hospital by
ambulance. The psychiatrist or medical doctor
was not here."

Areview of Resident #1's health assessment
dated showed the resident was
diagnosed with Vo

,and R
. The resident was not listed as an
elopement risk. The physician indicated the
resident needed assistance bathing, o
self-care, needed supervision with toiteting, an
independent with ambulation, eating, and
transferring.

A review of the facility elopement policy showed
the facility would fill out an adverse incident report
1~ day and fax fo the 'agency in Tallahassee
within 24 hours'.

A review of the agency's adverse incident
database showed no incident reports were filed
for Resident #1's elopement.

During the exit interview on at2:35
pm the Administrator confirmed that she didn't
report the resident elopement.

Class Hll

A182 59A-36.019(3) FAC Emergency Mgmt - Plan A8z
$8=D! Implementation

{3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
e ible for i ing the

AHCA Form 3020-0001
STATE FORM L aP7211 I contingation sheet 18 of 25



Agency for Healih Care Administration

PRINTED: 09/26/2025
FORM APPROVED

management pian. New staff must be trained on

the plan within 30 days of employment.

{b) if telephone service is not available during an

emergency, the facility must request assistance

from local law enforcement or emergency
personnel in maintaini

communication

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure 2 out of 3 sampled staff members
{Staff B and C) were able to implement the
emergency management plan.

Findings:

i

In an interview on at :55AM, Staff B
was asked about how to implement the
emergency management plan if the facility had a
power outage or an occurrence which caused
structural damage and where would the residents
be evacuated to. Staff B stated, "l would let the
administrator know, call 911 and wait for the
administrator to let me know what to do next”.

In an interview on at 9:57AM, Staff B
was asked, if the residents could not come

o the facility, what would be the alternate
facilities to fransfers all residents, Staff B stated,
" am not sure where to take them. | need to ask
the administrator on that".

A review of the current census showed 18
residents in occupancy.

2)

An observation on at 9:20AM showed
the monoxide detectors were in the dining
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area and the entrance of the premises.

In an interview on at 9:21AM, Staff C
was asked to locate and to fest the

monoxide detector, Staff C stated, " am not sure
where they are, and | do not know how to fest it."

Class il
A000, Initial Comments AOD

A standard re-licensure survey with generator
monitoring was conducted at Care and Love

Retirement Home, LLC. on - Atthe
time of the survey deficiencies were identified.

A 055 5OA-36.008(6) FAC Medication - Storage and AD55
§8=D| Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommaodate the needs and
preferences of residents and to encourage
residents to rerain 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
{ocked 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
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being stored pursuant to such a request;
3. The medication is determined and documented
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is 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 and the it 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 to the resident before admission
as required in Rule 89A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
{ocked storage receptacie, room, or area at all
times,;
2. Located in an area free of dampness and

e, except thata icati
requiring refti ion must be kept
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located iocked;
3. Accessible to staff responsible for filling
il i assisting with self- in
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,
4. Kept separately from the medications of ather
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
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use by the resident at the resident's request. If
centrally stored by the facifity, 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 all
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 ate considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned 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 taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold & Special-ALF permit
issued by the Board of Pharmacy may retumn

i icinal drugs to the dispensi
pharmacy pursuant to Rule 64B816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to ensure centrally locked
medications were kept in a locked cabinet; locked
cart; or other locked storage receptacle, room, or
area at all imes.

Findings included:

Observation on
during tour in

at 8:56 am showed
# with four residents had
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over the counter medications Refresh tears
L red- , . s and c
500myg. {photographic evidence obtained)

Areview of Residents 4's, 7's, 8's, ¢'s health
assessment showed all four residents needed
assistance with self- administration of

medications.

Observation on at 9:11 am showed
during tour in # with two residents had
over the counter medications

. . gas relief chewable
tablets, and Nuun hydration sport electrolyte
tablets. {photographic evidence obtained)

Areview of Resident 6's, 10's heaith
assessments showed both residents needed
assistance with self- administration of
medications.

During the exit interview on at2:35
pm the Administrator acknowledged that the
facility failed to keep medications in a secure
jocked area always.

Class il

ADT5 429.255( ) FS Use of Personnel; Emergency AD75
88=D | Care ( )

{3)(a) An assisted living facility licensed under
this part with 17 or more beds shall have on the
premises at all times a functioning automated
external defibriflator as defined in 5. 768.1325(2)
(0).

{b} The facility is encouraged to register the
location of each automated externat defibrillator
with a local emergency medical services medical
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director.
{¢) The provisions of ss. 768.13 and 768.1325
apply to automated external defibrifators within
the facility.
{4) Facility staff may withhold or withdraw
. or the use of an

d external or if pr with
an order not to executed pursuant to
$. 401.45. The agency shall adopt rules providing
for the implementation of such orders. Faciiity
staff and faciliies may not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
conduet, for withholding or withdrawing

. . or use of an

automated external defibrillator pursuant to such
an order and rules adopted by the agency. The
absence of an order not to executed
pursuant to s. 401.45 does not preclude a
physician from wi ing or wil i

g
N . oruse of an
automated external defibrillator as otherwise
permitted by law.

{5) The agency may adopt rules to implement the
provisions of this section relating to use of an
autornated external defibrillator.

This Statute or Rute is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain a fully functioning automated
external defibriflator { ), as required for
facilities with 17 or more residents, due to the
expiration of the device's pads.

Findings included:
Observation on at 12:59 pm showed

the Administrator was able to power on the
However, the device's pads expired on

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11910890 BWNG 08/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
642 EAST 21ST STREET
CARE AND LOVE RETIREMENT HOME, LLC
HIALEAH, Fl. 33013
(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) e CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
AO075; Continued From page 23 AQ75

AHCA Form 3020-0001

STATE FORM

GP7211

I contingation sheet 24 of 25




PRINTED: 09/26/2025

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
AL11910890 B WING 08/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
642 EAST 218T STREET
CARE AND LOVE RETIREMENT HOME, LLC
HIALEAH, F1. 33013
(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)
AOQ75; Continued From page 24 AQ75

Interviewed on at 1:02 prm the
Administrator stated, “I'll have to order more”.
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PREFIX
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PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Cze14

435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to obtain a new
background screening for one out of four
sampled staff (Staff D) had a break in service of
more than 80 days from a position that requires
screening.

Findings included:

Observation on at showed Staff D
{Caregiver) working at the facility.

A review of the background screening
clearinghouse database showed that Staff D hire
date was ; the last date of
employment history was .

Areview of Staff D's personnet records showed a
copy of her background screening with eligibifity
date ; 103 days prior to employment.
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During the exit interview on at2:35

pm the Administrator acknowledged that [Staff D}
had a break in service of more than 90 days and
did not obtain a new background screening.
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