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Initiat Coraments

An unannounced Change of Qwnership (CHOW)
and itoring survey was

on at Mama Llama Residence 2. The
facility had deficiencies related to the CHOW
identified at the time of the survey.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

428.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a ficensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in 5. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or cn a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shalt use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
1o or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident’s admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facility's record of the resident and must be made
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available to the agency during inspection or upon
request. An that has been ¢

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical. personnet within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical social worker, or
.. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
Dbe in the facility within 30 days after the mentat
health resident has been admitted to the faciity.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion related to i for
placement as a mental health resident provided
that it was completed within 90 days prior fo
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
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Department of Children and Families personnel
shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of

. require such
assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criterfa, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph (a} or (b} of this subsection.

{a) A medical examination completed within 80

days before or within 30 days after the individual's

admission to a facility pursuant fo Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of s

., services required by the

. B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,

AHCA Form 3020-0001

STATE FORM

uzx21t

i coninuastion sheet 3 of 17



Agency for Healih Care Administration

PRINTED: 10/09/2025
FORM APPROVED

in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; end,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical exarmination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, . which is
incorporated by reference and available online at:
hitpy firules. .asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. if the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing ot omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided,

{¢) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph {b).
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{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.

{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

. .. or therapeutic diets, may be attached to
the health . A health care ¢ iti
may attach a DH Form 1896, Florida

Form, for residents who do not
wish .\ . to be
administered in the case of or

{f) A resident placed in a facility on a femporary
emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from the examination
requirements of this subsection for up fo 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed {o ensure that the
residents Florida Health Assessment (AHCA
Form 1823) was accurate and reflective of
resident care and needs for 1 of 2 sampled
recorded reviews (Resident #4).

The findings included:
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Arecored review was conducted on
of the resident's records revealed, Resident #4
Date of Admission . with a diagnosis
of s s N B

) &

The Interdisciplinary Care Plan { ) located in
the file showed Resident #4 as a Hospice patient
with an effective date of

Areview of the last AHCA 1823 medical
examination form dated on does not
list the significant change with Hospice services
documented on the AHCA 1823 form.

On at approximately 4:00 PM, an
interview was conducted with the Administrator,
this surveyor informed her that Hospice was not
documented on AHCA 1823 form. This surveyor
gave her the opportunity to locate an updated
AHCA 1823 form. No additional information was
provided. She acknowledged the findings.

Class Hi

A 054! 59A-36.008(5) FAC Medication - Records A054

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication contamer,
ora ication listing with the pr i

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
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observation record for each resident who
receives assistance with self-administration of
medications or medication administration. A
medication 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

. theresident 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

icati ol i 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.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the Medication Observation
Records (MORs) were signed immediately after
medication assistance was provided to the
residents, for 14 of 19 sampled medication audits
{Residents#4,5,6,7,9,10,11,12,13,15,16,17,18
and 19).

The findings included:

On at 8:40AM, a review of the MORs
was conducted. The review revealed several
medications were pre-signed or not signed off by
Staff B, Medication Tech & Staff D, Medication
Tech on the MOR dated ,

&
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Resident #4 revealed on that 1
medication was not signed off as provided at 1:00
PM; on 2 medications were not
signed off as provided at 2:00 AM,6:00 AM and
8:00 AM.

Resident #5 revealed on that 2
medications were not signed off as provided at
8:00 AM.

Resident #6 revealed on that 2
medication were not signed off as provided at
8:00 AM

Resident #7 revealed on 1 medication
was not signed off as provided by Staff D at 6:00
PM and on that 1 medication was not
signed off as provided at 8:00 AM;1 medication
pre-signed at 12:00 PM.

Residert #9 revealed on that 1
medication was not signed off as provided at 8:00
AM.

Resident #10 revealed on that 1
medication was not signed off as provided at 8:00
AM

Resident #11 revealed on that 3
medication were not signed off as provided at
2:00 PM,6:00 PM & 10:00 PMon .
medications were not signed off as provided at
6:00 AM & 8:00 AM

Resident #12 revealed on that 2
medications were not signed off as provided at
9:00 PM

Resident #13 revealed on s
and that 2 medication were not
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signed off as provided at 8:00 AM.

Resident #15 revealed on that 1
medication was not signed off as provided at 8:00

Resident #16 revealed on that 1
medication was not signed off as provided at 8:00
AM; and 1 medications was pre- signed off

as provided at 8:00 AM.

Resident #17 revealed on that 3
medication were not signed off as provided at
6:00 PM.

Resident #18 revealed on that 2
medication were not signed off as provided at
8:00 AM.

Resident #19 revealed on that 4

medication were not signed off as provided at
7:00 AM and 8:00 AM.

On at 3:30PM, during an interview
with the Administrator regarding the MORs not
being signed immediately and pre-signing the
MORs by Staff B and Staff D, she acknowledged
the findings.

Class il

AD78 59A-36.010(2) FAC Staffing Standards - Staff AQT8

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination

AHCA Form 3020-0001
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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 another
when the facility 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 heaith 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 health care provider's statement that the
individuat does not constitute a risk of

2. 1f any staff member has, or is suspected of
having, a ¢ , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{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. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to 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, F.A.C.
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{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
1o each staff member; and,

2. Maintain time sheets for alf staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure 2 of 6 current staff submitted a
written statement from a health care provider
documentation of a negative  examination on
an annual basis ( Staff D & Staff E).

The finding included:

On , during employee record review
for Staff D whose hire date was

revealed no negative  statement for
2023-2025.
On , during employee record review

for Staff £ whose hire date was B
revealed no negative  statement for
2023-2025.

At this time the Administrator and Assistant
Administrator was provided an opportunity to
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locate the documentation.

During an interview on at 3:30 PM

with the in and Assistant int

they provided no further additional documentation

for review and acknowledged the findings.

Class il

A081, 429.52(1 & 7) FS; 69A-36.011( ) FAC Training A081

- Staff In-Service

429.52
{1)(a) Each new assisted living facility empioyee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at Jeast 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservi ! on.
The facility must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).
{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).
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{7) Facility staff shalt participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required fo be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
(1)

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

() In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's ficense type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali provide or
arrange for the following in-service training to
facifity staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
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hour in-service fraining in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control poficies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating to borne
. . . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its

prevention policies and procedures when

offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
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receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. Al facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

2. Alf facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure 2 of 6 employees personnel
records reviewed contained the required
mandatory in-service training, (Specially Staff D &
Staff E).

The findings included:

Review of the personnel record for Staff D
revealed a date of hire of - Further
review of the personnel records revealed the
following trainings were missing!

a) 1-hour in-service training pertaining to Incident
Reporting

b) 1-hour Resident Rights and
Recognizing/Reporting and Neglect,
©) 1-hr Reporting Major incidents/Reporting
Adverse Incidents/Facility Emergency
Procedures,
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d) 1-hr training were not available for review.

Review of the personne! record for Staff £
revealed a date of hire of - Further
review of the personnel records revealed the
following trainings were missing:

a) 1-hour in-service training pertaining to incident
Reporting

b) 1-hour Resident Rights and
Recognizing/Reporting and Neglect

c) 1-hr Reporting Major Incidents/Reporting
Adverse Incidents/Facility Emergency
Procedures,

d) 1-hr training were not available for review.

On at 3:45 PM, an interview was
conducted with the Administrator who

acknowledged the personnel records did not
include the required training documentation.

Class lll

A 083 59A-36.011(5) FAC Training - First Aid and A083

{B) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
o perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is ited by the G ission on itati
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for Pre-Hospital Continuing Education satisfies
this requirement.

{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part I, F.S., shall be
considered as having met the training
requiremnents for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and interviews,
the facility faited to ensure a staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses was in the facility at
ail imes as evidenced by the following:

1 of 8 sampled caregiver staff (7.00 PM- 7:00
AM) had not completed courses in First Aid and
did not hold a currently valid card documenting
completion of such courses (Staff E).

The findings included:

During employee record review for Staff E, it was
noted that there were no evidence of the
completion of First Aid Training for Staff E. Staff E
was hired on and usually worked 7:00
PM - 7:00 AM

The Administrator was not able to provide the
requested documentation and acknowledged the

findings.

Class il
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