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Initiat Coraments

A numbers 2025009230) in
conjunction with a generator monitoring survey
was conducted at Park View Estate of Brandon
on . Deficiencies were identified at the
time of survey.

59A-36.007(2) FAC Resident Care - Social &
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shalt be encouraged to participate in
social, recreational, educational and other
activities within the facility and the commuunity.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, ot any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senjor centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
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scheduled activities. An activities calendar must
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be posted in common areas where residents
normally congregate.

{d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted foward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide an ongoing
activities program, with diversified individual and
group activities in keeping with each resident's
needs, abilities, and interests, for a total census
of nine residents.

Findings included:

An observation on from 9:00 am to
11:00 am revealed no activities occurred during
the survey.

During an interview on at 9:56 am
Resident #2 stated, "yes we play bingo
sometimes, but we don't have activities daity.”

During an interview on at 10:02 am
Resident #3 stated, activities included cards,
puzzies and bingo but stated, "We don't have
everyday, mostly on weekends."

The facility's activities log was reviewed on
. The Activity Log showed the
activities did not with
what was observed onsite during survey. The
facility was observed providing five minutes of
exercise conducted at 11:00 am, and no other
activities were observed during the survey,

During an interview on at 10:30 am

Staff A stated " | just didn't do any because
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(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

. Race,
4. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

itioner's medicat ination form

in Rule 59A-36.006, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(f), FAC,

{

1

2.
3
5
6.
7.
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people kept coming in. { will do something now.”
Class #l
A 162 59A-36.015(3) FAC Records - Resident A162
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HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their | recorded
semi-annually. This subsection does not apply to
residents who are recelving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.
(i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 428.27, F.S.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429,27, F.S.
{1) f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
» { ) CF-ES 1008,
, which is hereby incorporated by refererice
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and available for review at:

hitp:y firules. Lasp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facllity can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.

{m) Documentation of the | | ofa
heailth care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident’s

Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facifity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or imited nursing services
license are provided in Rules 53A-36.020,
59A-36.021 and 59A-36.022, F.A C,, respectively.
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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 changes in condition requiring
additional services of medical examination by a
healthcare provider and that the results of the
examinations were recorded on a written health
assessment (Agency for Health Care
Administration AHCA form 1823} for two
{Resident #3 & Resident #6) of five residents
sampled.

Findings included:

A record review conducted on

revealed that Resident #3 was admitted to the
facility on . Resident #3's Health
Assessment (AHCA form 1823) stated resident
needed medication administration. Staff C stated
that Resident #3 tock medications on own and
Residerit #3's 1823 should have said "Needs
Assistance with Self Administration "

A record review conducted on

revealed that Resident #6 was admitted to the
facifity on . Resident #6's Heaith
Assessment (AHCA form 1823) stated Resident
#6 was suppose to have hospice services. Staff A
stated Resident #6 did not recieve hospice
services howwever recieved home health
services.

During an interview on at 1:50 pm

the Manager confirmed Resident #3 and Resident
#6 Health Assessment 1823 forms were not
accurate. The Manager stated Resident 6 was
niot in hospice and Resident 3 received
assistance with seif-administration of
medications.
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