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AG00; Initiat Coraments

A re-licensure survey and a generator monitoring
were conducted at Providence Living at Maittand
on . The facility had deficiencies at the
time of the survey.

A008 429.26( ) FS; 59A-36.006(2) FAC Admissions -
$8=D! Health Assessment

429.28

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed 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 s. 428.07. The
information from the medical examination must
be recorded on the practitioner's form or on 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 shail use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
10 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 o, continued
residency in, or the defivery of services at the
facifity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission fo 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
facifity's record of the resident and must be made
available to the agency during inspection or upon
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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)(0)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Famities 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 compieted form must accompany the
resident and be submitted 1o 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
indivi has been by a psychiatrist,
clinical psychologist, clinical social worker, or
L, nurse, or an individual who is
supervised by one of these professionals, and
determined to be approptiate to reside in an
assisted fiving facility. The documentation must
e in the facility within 30 days after the mental
health resident has been admitied fo the facility.
An evaluation completed upon discharge from 2
state mental hospital meets the requirements of
this fon related to i for
placement as a mentai health resident provided
that it was completed within 90 days prior o
admission to the facility. The Department of
Children and Families shall provide to the facility
administrater any information about the resident
which would help the administrator meet his or
her responsibifities under subsection (1). Further,
Department of Children and Families personnel
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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 criteria, an individual must undergo a
-to- medical examination compieted by a

health care practitioner as specified in either

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

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a faciity pursuant to 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 wili

require supervision or assistance with the

activities of daily living,

3. Any nursing or , , services required by the

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

7. A statement on the day of the examination that,
in the opinion of the examining health care
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practitioner, the individual's needs can be metin
an assisted living facility; and,

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 examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facifities, | , which is.
incorporated by reference and available onfine at:
http:/iwww firules.org/Gatewayfreference.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. # 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 oraily or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facifity.
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.

{c) 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).
{d) An assessment that has been conducted

AHCA Form 3020-0001
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through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 428.26, F.S. and this rule.

{e) Any orders issued by the health care

iti ing the medical ination
for medications, nursing services, treatments,

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

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

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
418.1081, 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
facifity's admission and discharge log and
counted in the facility census. A facility may not
exceed its ficensed 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 to ensure a health
assessment form (1823) accurately reflected the
presence of a | for 1 of 3 sampled
residents (#2.)

Findings:

During an interview on at 9:30 AM, the
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Director of Wellness said that resident #2 had a

Areview of resident #2's record revealed a facility
admission date of

A facility note, dated , indicated a
was seen on the resident's ieft

A home health care evaluation, dated
, indicated the presence of a
. that measured 3
centimeters (cm)x 1.9 cmx 0.2 cm.

A facility note, dated , indicated the
resident was drooling and coughing. She was
sent to & hospital.

On , the Director of Wellness documented
the resident returned from the hospital with a
s , ,onher

Areview of an 1823 form, dated s
revealed the question as to whether the resident
hada _ ,3,0r4, was
answered "no.”

Observation of the on at 12 PM
revealed a s that measured
approximately 2 cm x 1 cm. The bed was

moist and pink in color. The surrounding tissue
was intact. There were no signs of

During an interview on at2:15 PM, the

Director of Weliness said there was not an 1823
form that reflected the presence of the |
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AHCA Form 3020-0001
STATE FORM

545411

i coninuastion sheet 6 of 14



Agency for Healih Care Administration

PRINTED: 11/04/2025
FORM APPROVED

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care
58=D| - Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident’s representative or
designee of the need for health care services and
must assist in making | , for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo freat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personat
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FA.C.

{p) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical.and emotional well-being of the resident.
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{c) Maintaining 2 general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a wrilten record, updated as
needed, of any significant changes, any ilinesses
that resulfed in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to notify a healthcare provider when 1 of 3

sampled residents {#8) experienced an

unplanned . loss.
Findings:
Review of resident #8's Health
Assessment Form revealed a medical history of
and . 3.

Review of the resident's | revealed she

- . { Jon . .
on B .on B .on .

.on s .on L and
.on ,aloss of

There was no documentation to indicate this was
aplanned  , loss and no documentation to

indicate a health care provider was nofified.
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On at 1:57 PM, the findings were
discussed with the Director of Nursing who said,
she informed the Hospice Nurse of the significant
changein  _ but did not document it.

{photographic evidence obtained)

Class il

A 032 59A-368.007(7) FAC Resident Care - Elopement
$8=D| Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopsment.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(&), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number, Staff frained
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pursuant to paragraph 59A-36.011(10)a) or (¢),
F.AC,, must be generally aware of the location of
all residents assessed.at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary.
The facitity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The phote identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement, Ata
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure 1 of 5 sampled staff (F)

AHCA Form 3020-0001
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participated.in a minimum of two resident
eloperment drills each year.

Findings:

Avreview of caregiver F's personnel record
revealed a hire date of

A review of the 2024 resident elopement drills,
conducted on B ~and , revealed
caregiver F did not participate in any of them.

During an interview on at 4:30 PM, the
Administrator confirmed the findings.

Class il

AN277; 59A-36.022(2) FAC LNS - Resident Care AN277
$8=D Standards

{2) RESIDENT CARE STANDARDS.

{a) A resident receiving limited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in Rule 59A-36.006, F.A.C.

{b) In accordance with Rule 59A-36.010, FAC,,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
fimited nursing services based on the number of
such residents and the type of nursing service to
be provided.

{c) Limited nursing services may only be provided
as authorized by a health care practitioner's
order, a copy of which must be maintained in the
resident's file.

{d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services

AHCA Form 3020-0001
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as needed by residents. The facility's employed
or nurse must coordinate with third
party nursing services providers to ensure
resident care is provided in a safe and consistent
manner. The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility's
personnel files,

{e) The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure a health care
practitioner's order for a Limited Nursing Service
{LNS) contained the part of the body and duration
of the service for 1 of 3 sampled residents (#3.)

Findings:

During an interview on at 9:30 AM, the
Director of Wellness said that resident #3
received an LNS for lymphedema pumps three
times each week.

Observations made on at 9:56 AM
revealed resident #3 was wearing pumps on both

Areview of an 1823 form, dated .
revealed an order that read, "on LNS due to
lymphedemna pumps 3 times a week.” The order
did not indicate the pumps were to be applied to
both , and did not indicate the times the
pumps were to be applied and removed.

Continued review of the record revealed no
documentation to indicate the facility contacted

AHCA Form 3020-0001
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the health care practitioner for clarification of the
order.
During an interview on at 2:20 PM, the

Director of Wellness confirmed the findings. She
went on to say she applied the pumps herself
then removed them after forty-five minutes.

Class il

AN278 59A-36.022(3) FAC; 429.07(3)(c)2, FS LNS - AN278
$8=0 | Records

59A-36.022

{3) RECORDS.

(a) Arecord of all residents receiving limited
nursing services and the type of services
provided must be maintained at the facility.
{b) Nursing progress notes must be maintained
for each resident who receives limited nursing
services from facility staff.

{c) A nursing assessment conducted at least
monthly must be maintained on each resident
who receives a limited nursing service.

429.07 (3)(c)2, FS
A facility that is licensed fo provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services from the facility's staff. The report must
describe the type, amount, duration, scope, and
outcome of services that are rendered and the
general status of the resident’s health...

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to maintain a written
progress report that described the type, amount,
duration, scope, and outcome of services that
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were rendered and the general status of the
residents’ health for 1 of 1 sample resident (#3)
who received a Limited Nursing Service (LNS.)

Findings:

During an interview on at 9:30 AM, the
Director of Weliness said that resident #3
received an LNS for lymphedema pumps three
times each week.

Observations made on at 9:56 AM
revealed resident #3 was wearing pumps on both

Areview of an 1823 form, dated .
revealed an order that read, "on LNS due to
iymphedemna pumps 3 times a week.”

Continued review of the record revealed no
written progress reports that described the type,
amount, duration, scope, and outcome of
services that were rendered, and the general
status of the residents’ health were maintained.

During an interview on at 2:20 PM, the
Director of Weliness said written progress reports
were not maintained.
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