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22821 69A-35.110{ ) FAC Reporting Requirements; zz821
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure pericd, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
II, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.,
during the license application process must be
reported fo the Agency within 21 days of
oceurrence of the change, including:
{a) Insurance coverage renewal;
{b) Bond renewal;
{c) Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;
{d) Annual sanitation inspections;
{e) Fire inspections.

8 . ofi
{a) The following required information must be
subrmitted electronically through the Agency's
Singte Sign On Portal located at
hitps:/{/apps.ahca.myflorida.com/SingleSignOnPo
rtal:
1. Nursing homes:
Adverse incident reports must be submitted
efectronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse Incident, AHCA Form 3110-0010
oL, , which is hereby incorporated by
reference and available at:
hitps:/iwww.firules. o asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at

ahca.myflorida, i ignOnPo

rial.

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO! IER F TITLE X6} DATE

STATE FORM =3 EUBQIt i continuation sheet 1 of 41



PRINTED: 11/20/2025

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
AL11965368 e — 10/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 NORTH CLARK RD
MADISON AT OCOEE
OCOEE, FL. 34761
(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)
22821} Continued From page 1 22821

2. Assisted living facilities:

Adverse incident reports must be submitted
etectronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the occurrence of the incident
as reguired in Section 429.23, F.$., on Assisted
Living Facility Adverse incident, AHCA Form
3180-10250L, | . which is hereby
incorporated by reference and available at:
hitps:/iwww.findes.org/Gateway/reference.asp?N
o0=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:

hitps:/fapps.ahca.myflorida.cc i ignOnPa
rtal.
3. Hospitals:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S,, on Hospital
Adverse Incident, AHCA Form 3140-5001 OL,

. . which is hereby incorporated by
reference and available at:
https:/iwww firules.org asp?N
0=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal jocated at:

ahca.myflorida i ignOnPo

rtal.

4. Ambulatory Surgical Centers:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 385.0197, .5, on
Ambutatory Surgical Center Adverse incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available

AHCA Form 3020-0001
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at:
hitps:fiwww.firutes.org/ ce.asp?N

ef-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency’'s Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.8., electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,

, which is hereby incorporated by reference
and available at:
hitp:iiwww firules.org/Gateway/reference.asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
ahca.myflorida. i ignOnPo

rtal.

6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. A business day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.8.

b. A prefiminary {1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.

c. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.

d. Assisted Living Facilities: A full report {15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Sectlion
429.23(5), F.S., whichever is later.

e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up

AHCA Form 3020-0001
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0 $50 per day late not fo exceed $500,

{b) The ficensee must retain a copy of all
documentation generated at time of reporting as
confirmation of successful electronic submission.
{c) If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licenses may
contact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rute is not met as evidenced by:
Based on the facility reviews and interview, the
facility failed to submit 3 full adverse incident
reports to the Agency within 15 calendar days
after the occurrence of an incident for 3 of 5
sampled residents (#1, #2, #3).

Findings:

Review of 3 adverse incident reports revealted the
following:

1. Resident #1's incident report dated

reveated any condition that requires the transfer
of the resident from the facility to a unit providing
more acute care due to the location rather than
the resident's condition before the incident.
Location to which resident was transferred:
Orlando Health Central Hospital. Further stating,
care staff were assisting the resident into shower
when resident became weak, , and hit his
heard-on shower wall. 911 was dispatched and
the resident was transported to Orlando Health
Central Hospital for evaluation & treatment. The
report was submitied on to the Agency and
withdrawn by the provider on

Review of resident #1's record revealed a facility
AHCA Form 3020-0001
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admission date of CAn 1823
health assessment indicated a medical history of

. needs assist x 1 and
nursmg servlcmg identlﬁed as  precautions.
His activities of dafly living (ADL) revealed he
needed supervision with ambulating, bathing,
self-care, toileting, and transferring.

2. Resident #2's incident report dated
reveated any condition that requires the transfer
of the resident from the facility to a unit providing
more acute care due to the location rather than
the resident's condition before the incident.
Location to which resident was transferred:
Orlando Health Central Hospital. Further stating,
resident #2, living in a memory care unit

into the apartment of resident #3. The
report was submitted on to the Agency
and withdrawn by the provider on

Review of resident #2's record revealed a facility
admission date on . An 23
health assessment indicated a medical history of
unspecified ., disturbance,
disturbance, and

3. Resident #3's incident report dated
revealed any condition that requires the transfer
of the resident from the facility to a unit providing
more acute care due to the location rather than
the resident's condition before the incident.
Location to which resident was transferred:
Orlando Health Central Hospital. Further stating,
resident #2, living in a memory care unit

into the apartment of resident #3. The
report was submitted on tothe Agency
and withdrawn by the provider on

Review of resident #3's record revealed a facility
admission date on LA 1823 health

Zz821
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assessment indicated a medical history of

A facility nots on at 2:00 PM read, Ocoee
Palice showed up due to 911 call.

On at 3:056 PM, the Director of Nursing
{DON;) stated, the residents went to the hospital
for day 1 and after the findings. We withdrew the
adverse reports because there were no findings.
The DON added, we didn't call the police. After
review of resident #3's facility notes, she stated, 1
guess when the nurse called 911 and provided
the nature of the call. The police came with
emergency medical services.

{photographic evidence obtained)

Unclassified

27875, 430.5025(4 & ) / B 27875
88=D | Training

{4) Employees of covered providers must

complete the following training for ‘s
and related forms of :

{a) Upon inni each

must receive basic written information about

interacting with persons who have 's

or related forms of
{b) Within 30 days after beginning emp!cyment
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the depariment.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most

AHCA Form 3020-0001
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common forms of , how to identify the
signs and symptoms of , and skills for
communicating and interacting with persons with
' or related forms of

. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion,
2. A covered provider must maintain a record of
the employes's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}). The
additional training must include, but is not limited
to, behavior management, promoting the person’
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a) and (b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,

22875
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group and individual activities, maintaining an
appropriate environment, and ethical issues,
{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with
or related forms of . in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of
~specific fraining. Such training must
include, but is not limited to, understanding
and related forms of
ihe stages of 's N
Ol tes, medical i
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic leamning .- Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the empis oyee ‘s skills for
caring for a person with ora
related form of .The com!numg
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training

AHCA Form 3020-0601
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in the previous calendar year. The continuing
education may be fulfiled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning. .. chosen by the
facifity administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year,

{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {(d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

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

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

{8) For a health care practitioner as defined in s.
456,001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | |
must complete the training required in this sectior
before . Proof of completion of
equivalent training completed before | | f
shall substitute for the training required in
subsection {4). Each person employed,

AHCA Form 3020-0001
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, or referred to provide services on or
after . may complete training using

approved cutricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rute is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 5 sampled
caregivers completed a 1-hour training program
on and Related

{ADRD) within 30 days after beginning
employment (B).

Findings:

Review of Caregiver B's record revealed a hire
date on . The record contained 1 hour
training from the Department of Elder Affairs
completed on . There was no documented
evidence that the additional required training was
completed.

On at 4:45 PM, the Administrator stated
she would check to see if the training was
available in the system and maybe they forgot to
print it.

On at 5:05 PM, the Administrator
confirmed the findings, stating Caregiver B does
have any training.

Class il
A000! Initial Comments A000

Two complaint investigations #2025013767,
#20250147386, and generator monitoring was

AHCA Form 3020-0601
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{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
request. An that has been
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conducted at Madison at Ocoee Assisted Living
on - . The faciity had deficiencies
at the time of the survey.
A008 428.26( ) FS; 59A-36.006(2) FAC Admissions - A008
$8=D ! Health Assessment
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through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfilfs 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 mentat
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 fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mentaf hospital meets the requirements of
this fon related to ' for
placement as a mental health resident provided
that it was completed within 90 days prior to
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,
Department of Children and Families personnet
shall explain to the facility operator any special
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needs of the resident and advise the operator

whom to call should problerns arise. The

Department of Children and Families shall advise

and assist the facitity administrator when the

special needs of residents who are recipients of
. require such

assistance.

59A-36.008

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care practitioner as specified in either

paragraph (&} or (b) of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission fo a facility pursuant to Section

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

the following:

1. The physicat 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 ., 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 .

C . ) 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,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
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an assisted fiving facllity; 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 Facilities, | , which is
incorporated by reference and available onfine at:
hitp:/iwww firules.org/Gateway/reference.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 or 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.

{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
through the Comprehensive, Assessment,
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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
practiioner 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 . . tobe
administered in the case of or

{f) 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 the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge fog and
counted in the facifity 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 acoepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure a heaith
assessment form (1823) was complete for 1 of 5
sampled residents (#2).

Findings:
Review of resident #2's 1823 health

assessment indicated see attached list for
medical history and none for physical or sensory

A008
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limitations.

On at 10:12 AM, resident #2 stated the
wheelchair belongs to her and the staff keeps her
init

On at approximately 1:15 PM, the DON
provided the attached list for medical history and
no documentation for physical or sensory
limitations.

There was no documentation to indicate the
facility contacted a health care provider to obtain
the missing information or clarification of resident
#2 utilizing the wheelchair.

On at 5:25 PM, the DON, Administrator,
and LPN.A confirmed the findings, providing no
additional documentation.

{photographic evidence obtained)

Class #Hl

428.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

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

. . 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 to exist, the
facility must notify the resident's representative or
designee of the need for health care services and

A008

A025
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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 to treat 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. Faciliies must offer personal
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, FAC.

{b) 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.
{c) Maintaining a 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 written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
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changes that resulted in the provision of
additionat services.

This Statute or Rule is not met as evidenced by
Based on record reviews and interviews, the
facility failed to provide adequate supervision to
prevent resident-to-resident for2of6
sampled residents (#2, #3); failed fo provide
adequate supervision and ensure safety through
proactive measures to minimize the potential for

and injuries for 1 of 6 sampled residents
#1).

Findings:

1. Review of an incident report dated for
resident #2 stated any condition that requires the
transfer of the resident from the facility to a unit
providing more acute care due fo the location
rather than the resident's condition before the
incident. Location to which resident was
transferred: Orlando Health Central Hospital.
Further stating, resident #2, living in a memory

care unit into the apartment of resident
#3.
On at 10:12 AM, resident #2 was

observed sifting in a wheelchair; stated she does
not recail the incident with resident #3 or going
info his room. She added, from the first time of
being here. Everyone has been nice to her.
Resident #2 stated she has always been able to
walk but the staff keeps her in the wheelchair,

Review of resident #2's record revealed a facility
admission date on - An 1823
health assessment indicated alert with

and no behavior concerns. An admission record
indicated a medical history of unspecified

AHCA Form 3020-0001
STATE FORM L EUBQIT 1 continvation sheet 18 of 41



PRINTED: 11/20/2025

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
AL11965368 e — 10/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 NORTH CLARK RD
MADISON AT OCOEE
OCOEE, FL. 34761
(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)
A025] Continued From page 18 A025

disturbance,

disturbance, and

Afacility nots on at 3:15 PM read,
resident began (ABT) this AM for

. { ) after return from
hospital.
A facility note on at 10:38 PM read, give 1
capsule by every morning and bedtime for

for 5 days, ., oral capsule. Take 1

tablet by every other day for
{indications for use: o
A facility note on at 6:12 AM read,

resident returned from hospital around 1:30 AM
viag emergency vehicle,

A facility note on at 5:46 PM read,
resident is in the hospital.

Afacility note on at 2 PM read, unsure of
{ocation of altercation. During shift change at
approx. 2 PM, received a call about an altercation
in memory care unit. Per Assistant Director of
Nursing (ADON) and care staff, this resident was
struck in the with a closed fist by other male
resident in the left | after being pushed down
by resident onto the floor and allegedly hitting her

. Upon assessment, resident was noted to
have minimal toleft , andsome
discoloration under left

On at 10:08 AM, Licensed Practical
Nurse (LPN A) stated | did not see anything
physical between resident #2 and #3. Adding,
resident #2 said resident #3 threw her on the
ground. Resident #2 a tot as she can
walk. Caregiver B saw resident #3 hit resident #2.
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On at 10:20 AM, Caregiver B stated she
was in # providing care to the resident
when she heard a big bump, hollering, and yelling
from resident #3's room. She explained she
heard resident #3 telling resident #2 to get out of
his room. She added, she asked the resident in

# if she would be ok while she goes to
check on the residents. She stated when she
exited the room, she saw resident #2 lying in the
doorway of resident #3's room. She added she
did not see resident #3 hit resident #2. Caregiver
B stated resident #2 can walk, she .and
she uses the wheelchair too.

On at 1:55 PM, LPN E stated she was
upstairs when the incident happened between
resident #2 and #3. She stated resident #2

rore at night and she needs fo be
watched. Resident #3 does not bother anyone,
and he keeps to himself. Prior to resident #2
moving in resident #3 had no issues.

On at 2:42 PM, the POA of resident #2
stated the resident was by another
resident. Adding, she does not know much about
it and resident #2 was taken to the hospital. The
POA stated she does not want to press any
charges and asked the facility that they keep
resident #3 away from resident #2, Resident #2
can walk, and she also has a wheelchair.

2. Review of an incident report dated for
resident #3 stated any condition that requires the
transfer of the resident from the facility to a unit
providing more acute care due fo the location
rather than the resident's condition before the
incident. Location to which resident was
transferred: Orlando Health Central Hospital.
Furiher review revealed resident #2 lives in a

A025
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memory care unit and into the

apartment of resident #3.

Review of resident #3's record revealed a facility
admission date on A 1823 health
assessment indicated a medical history of

, alert and oriented x 3 with to
situation.

On at 10:00 AM, resident #3, described
the resident (#2) who continues to into his
room. Adding, she has come into my -8
times and she was sleeping in my bed. Resident
#3 stated he woke her up and asked her to leave
but he did not hit her. The resident stated he
does not recall hitting or pushing resident #2 out
as he would never hit anyone. He added he
keeps his door locked when he's inside to keep
resident #2 out. When he leaves, he locks the
door behind him. He explained that one of the
girls {referencing to the staff) must have uniocked
the door and that's how resident #2 got in,
Resident #3 stated he told the staff to call the

police.

A facility note on at 9:10 PM read,
resident is noted with increased agitation.
Redirection and music ., provided.

Frequent rounding is in place.

A facility note on at 4:47 PM read,
. tab 250 ER, give 1 tablet by
twice day, pending discontinue.

A facility note on at 3:00 PM read,
resident returned from the hospital via
non-emergency transportation, Resident is alert
and oriented x3 with some to situation.
Frequent rounding is in place.
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A facility note on at 2:00 PM read, Ocoee

Police showed up due to 911 call.

On at 11:12 AM, the DON stated both
residents were sent to the hospital, As for the
interventions put in place, it was recommended
for resident #3 to keep his door closed and
locked and we spoke with hospice about
increasing resident #2's meds.

On at 2:13 PM, the POA of resident #3
stated when she spoke with resident #3, he told
her he did not hit resident #2. The POA added,
she does not have any concerns with the facility
and was told they changed resident #3's meds.

On at 3:05 PM, the DON stated she was
fold by Caregiver B that she saw resident #3 grab
resident #2 by the collar, punch her, and throw
her down 1o the ground. Adding, the facility did
not do any further investigation outside of what's
documented in the progress notes. "l guess we
didn't follow the poticy.”

The facility's undated , Neglect, and

N poticy stated our company is
committed to maintaining a safe environment for
each resident, visitor or associate. is
defined as any intentional or grossly negligent act
or series of actions or willful or grossly negligent
omission to act which causes injury to a resident,
including, but not limited to assault or battery,
failure to provide treatment or care, or
harassment. The Executive Director or designee
shoutd maintain a written record of the
investigation. A summary of interviews shouid be
prepared by the Executive Director or designee,
including the date, time, name of the person
being questioned and an impartial report of the
facts.
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An emai dated at 3:41 AM from

myfifamities.com for the Department of Children
and Families stated that based on the information
provided, a report for investigation is not being
accepted regarding resident #2 because the
concerns do not rise to the level of reasonable
cause 1o suspect harm.

3. An incident report dated indicated any
condition that requires the transfer of the resident
from the facility to & unit providing more acute
care due to the incident rather than the resident’s
condition before the incident. Location to which
resident was transferred: Orlando Heaith Central
Hospital. The narrative stated care staff was
assisting the resident into the shower, when
resident became weak,  and hithis on
shower wall.

The facitity's undated policy indicated the
policy is to provide proper intervention and follow
through in the event of a resident . Any
identified risk and appropriate interventions to
help decrease the risk for and the risk for
any njury related to will be determined, put
into place, and documented on each resident's
care plan by the weliness director or designee.
Care plan will be updated for each or adverse
action, and referrals made to .. and home
heaith.

Review of resident #1's record revealed a facility
admission date of . An 1823
health assessment indicated a medical history of

, needs assist x 1 and
nursmg serwcmg identifi ed as precautions.
His activities of daily living (ADL) revealed he
needed supervision with ambulating, bathing,
self-care, toileting, and transferring.
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Review of resident #1's service plan revealed
resident was a high risk for duetoca on
and 2 on . The service
plan indicated the interventions was to remind
the resident to call for assistance which was
initiated on . and safety checks with
frequent rounds, which was not initiated until

An admission risk assessment with an
effective date of . revealed a score of 7,
which indicated home health, | ..
evaiuation and prevention treatment, No
additional assessments were provided.

Further review of the record did not reveal that
home health and, | , ., services were
initiated, ora  risk assessment was completed
after

A facility note dated at 7:40 AM, read
resident remains in skilled nursing facility at this
time.

A facitity note dated at 4:41 PM, read out
of facility.

A facility note dated at 4:22 PM, read out
of facifity.

A facility note dated at 4:43 PM, read ouf
of facility.

A facility note dated at 2:69 PM, read out
of facility.

A facility note dated at 3:20 PM, read out
of facility.
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A facility note dated at 9:55 AM, vital sign
note.
A facility note dated at 9:40 AM, read

resident was being assisted into the shower by
care staff when resident became weak and |
hit on shower wall. The resident was
assisted up and 911 inifiated.

A facility unwitnessed report dated at
8:35 AM, second of that morning, read
caregiver in with resident attempting to give him a
shower, resident became very weak, , and hit
his on the wall of the personal bathroor.
The resident unable to state what was wrong,
range of motion was performed on all extremities
and 911 was inifiated.

A facility note dated at 7:45 AM, read
nurse called to room as resident was observed
sitting on the ground next fo his bed, covered in
feces. Resident states "l do not know what
happened." Resident assessed for any injuries,
active range of motion present in all 4 extremities.
and was assisted up fo the side of his bed.
Resident denies | or discomfort, encouraged
the resident to get a shower with caregiver
redirecting. Resident refusing at this time. Vitals
not taken due to cleanliness,

A facility unwitnessed report dated at
7:45 AM, read nurse called to room as resident
was observed sitting on the ficor next fo his bed,
covered in feces. Resident states, | do not know
what happened. Resident was assessed for
injuries and active range of motion present in all 4
extremities and was assisted up to the side of his
bed. Residents denies any | or discomfort,
resident had socks on, no grip. Encouraged the
resident to get a shower with the caregiver
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redirecting resident refusing at this time.

A facility note dated at 9: 51 AM, read
resident continues to refuse 1o eat.

A facility note dated at 1:10 PM, read
power of attorney {POA) called facility and
would like the resident to be evaluated by VITAS
for hospice admit,

A facility note dated at 12:33 PM, read
Advent Health Hospice out to eval resident for
admission onto services. Per admission nurse,
resident does not meet criteria for admissions.

A facility note dated at 8:14 AM, read
return from hospital day 2, resident in bed at this
time refusing to get out of bed. Breakfast was
delivered to resident, and residents refused to
eat, per care staff. Hospice to evaluate for
admissions today. Resident was encouraged to
try and eat a littie and drink some juice or water.
Resident stated to the Nurse "Get out!” Care
ongoing.

Afacility note dated at2 PM, read
resident returned from the emergency room. New
hospice consult in place. Advent Health Hospice
notified, and they are coming fo assess the
resident. Resident is encouraged to use his
pendant if he needs any assistance and his
pendant is within reach. Care ongoing.

A facility note dated at 6:40 PM, read
resident was sent out emergency medical
services ( ) per primary care physician (PCP}
and at the request of POA for resident not eating
for over 24hrs.

A facility note dated at 1:30 PM, read
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return from the hospital day 3, resident appears
to be well. Equal  and rise of . Observed
resident lying in bed with , _ closed with no
complaints.
A facility note dated at 7:42 PM, read

return from hospital day 2, resident voices no
complaints or discomfert. Resident observed
resting with | closed and equal rise and of
the .

A facility note dated at 2:37 PM, read
resident returned from hospital via family vehicle,
accompanied by POA. Resident is using rolling
walker, with unsteady gait. is clear and
intact. Resident redirect fo pendant.

A facility note dated at 10:05 AM, read

Temperature warning.

A facility note dated at 7:56 AM, vitals

taken.

A facility note dated at 2:03 PM, vitai

signs order.

A facility note dated at 2:01 PM,
order,

A facility note dated at 10:58 AM, read

resident was seen by nurse practitioner (NP}, and
she stated that resident was speaking with his

. very _ »and high .
she stated to send him out to the hospital.
Resident was sent to Health Central.

A facility noted dated at 12:03 AM, vital
signs order.
A facility note dated at 2:24 PM, read
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resident returned to the facility from the hospital.

A facility note dated at 8:55 AM, read
Emergency Medical Services ( ) was called
due to physician's order for further evaluation due
to labs indicating . and elevated

A facility note dated at 1:24 PM, read
kitchen staff nofified that resident  downstairs,
he was sitting on the step. Resident has

1o right . Notified MD and she ordered to
send him out, was cafled and then came.
The resident refused fo go to the hospital.

check vitals and saw on right

A facility unwitnessed report dated at
7:08 AM, read kitchen staff notified nurse that
resident . down the stairs, he was sitting on the
step. Resident has to right

Resident description: he lost his balance.

A facility admission note dated at 4:30
AM, read resident is alert and orientated, and
vials are stable. Resident ambutates without

assistance. Skin intact with minor on
right arm. Resident state he is notinany | at
this time.

On at 3:20 PM, Caregiver C said on

at 7:30 AM Caregiver G passed the food
tray to resident #1, and she did not know why
Caregiver G did not call for her help, Caregiver C
said she was present at resident #1's second
on . She went to give him the menu at
approximately 9:30 AM to 10 AM. He was on his
bedroom floor with feces, she called LPN F to
come check the resident, and Caregiver D to help
give him a shower. LPN F checked him and said
it was ok to give him a shower. Caregiver C said
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Resident #1  on her in the bathroom,
whenhe  onher she  forward as

well, and then resident . to the floor. She left
him on the floor to call LPN F to come in and
check him. Caregiver C further stated resident
was sent to the hospital. Caregiver C said she
was not present for any other with the

resident.
On at 3:31 PM, Caregiver D said, she
was present on when the resident  the

second time, it was before funch time. She went
0 assist with him because he was not feeling
well. Caregiver D said resident #1 was on the
bed covered in feces when she went into his
room. She watked with him from the bed to the
bathroom where Caregiver C was, then she
started fo ctean up the bed. Caregiver D said,
resident #1 was looking weak, but not weak like
he cannot stand. Further stating, Caregiver C was
trying to get the water ready when he into
Caregiver C, Caregiver D said she and Caregiver
C called LPN F to assess resident #1. Adding, he
was assisted with his shower and then sent out to
the hospital. Caregiver D said she had not
assisted the resident with his care prior to that

day.
On at 9:40 AM, resident #1's POA said
resident was sent to the hospital on when

hehada . . She does not recall the details of
the . Adding, currently resident is in a nursing
facility, he is not doing well, and he was sent
there after his visit to the hospital. POA said she
does not recall the reason resident #1 was sent to
the skilled nursing facility, but it was not because

of an injury.
On at 10 AM, LPN E said she was
informed on by the Kitchen Staff, resident
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#thada  onthe stairs. When she arrived,
resident was sitting by the main stairs. She
assessed him and the medical doctor instructed
that the resident to be sent out. Resident refused
10 be sent to the hospital, his sister was notified,
and he signed an Against Medical Advice Form.
LPN E said there were no interventions in place
for resident #1 when he moved in. He did not
require the use of an assistive device, and he
was independent with his ADLs. After his  on
, the resident was instructed to use the

elevator instead of the stairs. LPN E added there
were no other interventions put into place by the
facility. LPN E further stated the health care
provider ordered | v .

. .. and home health for the resident. LPN E
said the resident started to require assistance
with ADLs and he began to decline. Adding, the

other . resident had was on when he
was sent to the hospital.
On at 11117 AM the DON said she does

not recail if there were any interventions set into
place prior to resident #1's admission or after his
admission and she wili need to look at his care
plan. The DON said he was sent to the skilled
nursing facitity (SNF) after his recent visit fo the
hospital from his second  on . Resident
was sent to SNF because he was a

, ho injuries sustained. The DON said
resident #1 would not eat and he became a

while at the facility.

On at 11:35 AM, the Kitchen Staff said
she was finishing up with lunch when she heard a
“thud, thud, thud” sound while in the dining room.
Further stating, she went by the stairs and saw
resident #1 sitting in the middle of the stairs by
the main entrance. Adding the resident did not
seem to be injured. She stated she did not
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witness the  and called LPN E for assistance.

On at 1:186 PM, LPN £ said when she
went to assist resident #1 on , the Kitchen
Staff said to her, the resident got himself up and
she assisted him down the stairs, Resident then
sat in a chair which was next to the stairs at the
main entrance. The resident was noted with a
right when arived. LPNE
said she saw the resident earlier in the day before
the incident. Adding, he was walking stable and
did not seem weak. LPN E further stated after the
incident the resident said he was ok, but he did
begin to decline sometime after.

On at 3:26 PM, the DON said the
incident report was done as the internat
investigation for resident #1's  on and
the policy did not state an investigation and
assessment needed to be written down. Further
stating in an assisted living facility, the
intervention is frequent rounds.

On at 4:05 PM, the DON said when
resident #1 came fo the facility he was notin
good shape. Adding, the intervention the facility
put into place was to do frequent rounding to
monitor for . Further stating the resident is
being followed by his doctor, and we are trying to
do home health.

On at 5:25 PM, the DON, Administrator,
and LPN A confirmed the findings, providing no
additionat documentation.

{photographic evidence obtained)

Class #t
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A034 50A-36.007(9) ASSISTIVE DEVICES AQ34
§8=D

{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident's assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how fo operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facifity failed to have documentation
for 1 of 2 sampled residents of the assistive
device used in the resident's record (#2).

Findings:

On observation revealed resident #2
sitting in a wheelchair being pushed to her room
by a caregiver.

On at 10:12 AM, resident #2 stated she
was able to walk but the staff keeps her in her
wheelchair.
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Review of resident #2's 1823 health

assessment indicated none for physical or
sensory limitations.

On at 10:20 AM, Caregiver B stated
resident #2 can walk and she uses the wheelchair
too.

Review of the facility's undated Assistive Devices
Palicy states each assistive device used by a
resident will be included in the resident's record.

On at 11:15 AM, the DON confirmed the
findings stating resident #2 moved into the facility
with the wheelchair and provided no additional
documentation.

{photographic evidence obtained)

Class #ll

A081 420.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
$8=D | - Staff In-Service

42852
{1)(a) Each new assisted living facility employes
who has not previously compieted core training
must attend a preservice orlentation provided by
the facility before interacting with residents. The
preservice orientation must be at least 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 ' ion.
The facifity must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
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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).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required insetvice
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.

{d} In addition fo topics that may be chosen by
the facility administrator, the preservice
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orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facility 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
hour in-service training in control,
including universal precautions and faciiity
sanitation procedures, before providing personal
care to residents. The facility must use its
controf policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . maybe 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, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident ,
neglect, and | . The facitity must use its

prevention policies and procedures when

A081
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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-8.0095,
F.AC., must receive 3 hours of in-service training
within 30 days of empioyment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of dally
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
hendling 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. All 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 personnel record review and interview,
the facility failed to obtain the staff in-service
training for 1 of § sampled staff (B) within 30 days
of employment as required.

Findings:
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Review of Caregiver B's record revealed a hire
date on . There was no documented
evidence for residents’ rights training was
completed. Further review revealed a certificate
for .neglect, and | completed on

5 U ing myALFtraining.com did not
indicate the training was instructed on the facility
policy.

On at 4:45 PM, the Administrator stated

she would check to see if the trainings were
available in the system and maybe they forgot to
print it

On at 5:05 PM, the Administrator
confirmed the findings, stating Caregiver B does
not have any fraining.

{photographic evidence obtained)

Class #Hl

A 160 59A-36.015(1) FAC Records - Facility A180
88=D
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 avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce documents, records, o
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed ina
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conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of alt 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 &
bed for a resident who is out of the facility but
intending to return pursuant to Rule 50A-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
if not included on the log described in paragraph
(o).

{d) The facility’'s emergency management plan,
with documentation of review and approvai 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 50A-36.013. FAC.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{n) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of ail such facifity
adverlisements as required by Section 428.177,
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(1) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.A.C.

(i) Al food service records required in Rule
89A-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
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B9A-40, F.A.C., issued within the last 2 years.

{1) All 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.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 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
o subsection 59A-36.007(10), FAC.;

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

{r) The facility's medication practices;

{s) The facility's policy on physical ;

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

{u) The facllity's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;
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{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 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on facility record reviews and interview,
the facility failed 1o maintain a no violation fire and
safety inspection.

Findings:

Review of the Ocoee Fire Report revealed an
inspection date on . Further review
revealed the summary of inspection notated 2 -
failed codes. A re-inspection date was notated for

. Ouistanding violations. 1. FDC
Deficiencies. 2. Two exit door closures to be
added

On at 11115 AM, the Maintenance
Director of Building Services stated we've
corrected most of the issues. We're waiting for
the company o come out and move the magnetic
sensors to the other side of the doors. It's
blocking the sensor from allowing the doors to
automatically close after being opened. The
residents can stilt use the doors,

Atour of the facility was taken to review the 2
doors in question to ensure there were no safety
issues or concerns in the residents' ability to exit
the facility.

On at §:25 PM, the DON and
Administrator confirmed the findings.

{photographic evidence obtained)
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22821 69A-35.110{ ) FAC Reporting Requirements; zz821
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure pericd, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
II, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.,
during the license application process must be
reported fo the Agency within 21 days of
oceurrence of the change, including:
{a) Insurance coverage renewal;
{b) Bond renewal;
{c) Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;
{d) Annual sanitation inspections;
{e) Fire inspections.

8 . ofi
{a) The following required information must be
subrmitted electronically through the Agency's
Singte Sign On Portal located at
hitps:/{/apps.ahca.myflorida.com/SingleSignOnPo
rtal:
1. Nursing homes:
Adverse incident reports must be submitted
efectronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse Incident, AHCA Form 3110-0010
oL, , which is hereby incorporated by
reference and available at:
hitps:/iwww.firules. o asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at

ahca.myflorida, i ignOnPo

rial.
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2. Assisted living facilities:

Adverse incident reports must be submitted
etectronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the occurrence of the incident
as reguired in Section 429.23, F.$., on Assisted
Living Facility Adverse incident, AHCA Form
3180-10250L, | . which is hereby
incorporated by reference and available at:
hitps:/iwww.findes.org/Gateway/reference.asp?N
o0=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:

hitps:/fapps.ahca.myflorida.cc i ignOnPa
rtal.
3. Hospitals:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S,, on Hospital
Adverse Incident, AHCA Form 3140-5001 OL,

. . which is hereby incorporated by
reference and available at:
https:/iwww firules.org asp?N
0=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal jocated at:

ahca.myflorida i ignOnPo

rtal.

4. Ambulatory Surgical Centers:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 385.0197, .5, on
Ambutatory Surgical Center Adverse incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available

AHCA Form 3020-0001
STATE FORM 520 £uBQit i conéinuastion sheet 2 of 41



PRINTED: 01/28/2028

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
AL11965368 e — 10/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 NORTH CLARK RD
MADISON AT OCOEE
OCOEE, FL. 34761
(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)
22821} Continued From page 2 22821
at:
hitps:fiwww.firutes.org/ ce.asp?N

ef-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency’'s Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.8., electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,

, which is hereby incorporated by reference
and available at:
hitp:iiwww firules.org/Gateway/reference.asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
ahca.myflorida. i ignOnPo

rtal.

6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. A business day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.8.

b. A prefiminary {1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.

c. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.

d. Assisted Living Facilities: A full report {15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Sectlion
429.23(5), F.S., whichever is later.

e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
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0 $50 per day late not fo exceed $500,

{b) The ficensee must retain a copy of all
documentation generated at time of reporting as
confirmation of successful electronic submission.
{c) If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licenses may
contact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rute is not met as evidenced by:
Based on the facility reviews and interview, the
facility failed to submit 3 full adverse incident
reports to the Agency within 15 calendar days
after the occurrence of an incident for 3 of 5
sampled residents (#1, #2, #3).

Findings:

Review of 3 adverse incident reports revealted the
following:

1. Resident #1's incident report dated

reveated any condition that requires the transfer
of the resident from the facility to a unit providing
more acute care due to the location rather than
the resident's condition before the incident.
Location to which resident was transferred:
Orlando Health Central Hospital. Further stating,
care staff were assisting the resident into shower
when resident became weak, , and hit his
heard-on shower wall. 911 was dispatched and
the resident was transported to Orlando Health
Central Hospital for evaluation & treatment. The
report was submitied on to the Agency and
withdrawn by the provider on

Review of resident #1's record revealed a facility
AHCA Form 3020-0001
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admission date of CAn 1823
health assessment indicated a medical history of

. needs assist x 1 and
nursmg servlcmg identlﬁed as  precautions.
His activities of dafly living (ADL) revealed he
needed supervision with ambulating, bathing,
self-care, toileting, and transferring.

2. Resident #2's incident report dated
reveated any condition that requires the transfer
of the resident from the facility to a unit providing
more acute care due to the location rather than
the resident's condition before the incident.
Location to which resident was transferred:
Orlando Health Central Hospital. Further stating,
resident #2, living in a memory care unit

into the apartment of resident #3. The
report was submitted on to the Agency
and withdrawn by the provider on

Review of resident #2's record revealed a facility
admission date on . An 23
health assessment indicated a medical history of
unspecified ., disturbance,
disturbance, and

3. Resident #3's incident report dated
revealed any condition that requires the transfer
of the resident from the facility to a unit providing
more acute care due to the location rather than
the resident's condition before the incident.
Location to which resident was transferred:
Orlando Health Central Hospital. Further stating,
resident #2, living in a memory care unit

into the apartment of resident #3. The
report was submitted on tothe Agency
and withdrawn by the provider on

Review of resident #3's record revealed a facility
admission date on LA 1823 health

Zz821
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assessment indicated a medical history of

A facility nots on at 2:00 PM read, Ocoee
Palice showed up due to 911 call.

On at 3:056 PM, the Director of Nursing
{DON;) stated, the residents went to the hospital
for day 1 and after the findings. We withdrew the
adverse reports because there were no findings.
The DON added, we didn't call the police. After
review of resident #3's facility notes, she stated, 1
guess when the nurse called 911 and provided
the nature of the call. The police came with
emergency medical services.

{photographic evidence obtained)

Unclassified

27875, 430.5025(4 & ) / B 27875
88=D | Training

{4) Employees of covered providers must

complete the following training for ‘s
and related forms of :

{a) Upon inni each

must receive basic written information about

interacting with persons who have 's

or related forms of
{b) Within 30 days after beginning emp!cyment
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the depariment.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
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common forms of , how to identify the
signs and symptoms of , and skills for
communicating and interacting with persons with
' or related forms of

. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion,
2. A covered provider must maintain a record of
the employes's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}). The
additional training must include, but is not limited
to, behavior management, promoting the person’
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a) and (b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,

22875

AHCA Form 3020-0001
STATE FORM

b £UBQIT

f coninuastion sheet 7 of 41




PRINTED: 01/28/2028

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
AL11965368 e — 10/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 NORTH CLARK RD
MADISON AT OCOEE
OCOEE, FL. 34761
(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)
22875 Continued From page 7 22875

group and individual activities, maintaining an
appropriate environment, and ethical issues,
{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with
or related forms of . in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of
~specific fraining. Such training must
include, but is not limited to, understanding
and related forms of
ihe stages of 's N
Ol tes, medical i
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic leamning .- Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the empis oyee ‘s skills for
caring for a person with ora
related form of .The com!numg
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training

AHCA Form 3020-0601
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in the previous calendar year. The continuing
education may be fulfiled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning. .. chosen by the
facifity administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year,

{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {(d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

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

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

{8) For a health care practitioner as defined in s.
456,001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | |
must complete the training required in this sectior
before . Proof of completion of
equivalent training completed before | | f
shall substitute for the training required in
subsection {4). Each person employed,

AHCA Form 3020-0001
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, or referred to provide services on or
after . may complete training using

approved cutricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rute is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 5 sampled
caregivers completed a 1-hour training program
on and Related

{ADRD) within 30 days after beginning
employment (B).

Findings:

Review of Caregiver B's record revealed a hire
date on . The record contained 1 hour
training from the Department of Elder Affairs
completed on . There was no documented
evidence that the additional required training was
completed.

On at 4:45 PM, the Administrator stated
she would check to see if the training was
available in the system and maybe they forgot to
print it.

On at 5:05 PM, the Administrator
confirmed the findings, stating Caregiver B does
have any training.

Class il
A000! Initial Comments A000

amended
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{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. 429.07. 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 shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to 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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Two complaint investigations #2025013757,
#2025014836, and generator monitoring was
conducted at Madison at Ocoee Assisted Living
- . The facility had deficiencies
at the time of the survey,
A008 428.26( ) FS; 59A-36.006(2) FAC Admissions - AQ08
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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,

AHCA Form 3020-0001
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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 ., 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

. 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
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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).

AHCA Form 3020-0001
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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, record review, and
interview, the facility failed to ensure a health
assessment form {1823) was complete for 1 of 5
sampled residents (#2).

Findings:

Review of resident #2's 1823 health
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assessment indicated see attached list for
medical history and none for physical or sensory
fimitations.

On at 10:12 AM, resident #2 stated the
wheeichair belongs to her and the staff keeps her
init.

On at approximately 1:15 PM, the DON
provided the attached fist for medical history and
no documentation for physical or sensory
limitations.

There was no documentation to indicate the
facility contacted a health care provider to obtain
the missing information or clarification of resident
#2 utilizing the wheelchair.

On at 5:25 PM, the DON, Administrator,
and LPN A confirmed the findings, providing no
additional documentation.

{photographic evidence obtained)

Class Hil

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care
88=6 | . Supervision

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

- . or has a change of condition
in order to rule out the presence of an undertying
physiological condition that may be contributing to
such or . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the

A008

A025
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facility must notify the resident's representative or
designee of the need for heaith 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 designes 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 to treat 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 personal
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, FAC.

{b) 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.
{c) Maintaining a 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 written record, updated as
needed, of any significant changes, any ilinesses
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that resulted 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 reviews and interviews, the
facility failed to provide adequate supetvision to
prevent resident-to-resident for2of6
sampled residents (#2, #3); failed to provide
adequate supervision and ensure safety through
proactive measures to minimize the potential for

and injuries for 1 of 6 sampled residents
(#1)

Findings:

1. Review of an incident report dated for
resident #2 stated any condition that requires the
transfer of the resident from the facility to a unit
providing more acute care due to the location
rather than the resident's condition before the
incident. Location to which resident was
transferred: Orlando Health Central Hospital.
Further stating, resident #2, living in a memory

care unit into the apartment of resident
#3,
On at 10:12 AM, resident #2 was

observed sitting in a wheelchair; stated she does
not recail the incident with resident #3 or going
into his room. She added, from the first time of
being here. Everyone has been nice to her.
Resident #2 stated she has always been able to
walk but the staff keeps her in the wheelchair.

Review of resident #2's record revealed a facility
admission date on - An 1823
health assessment indicated alert with

A025
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and no behavior concerns. An admission record
indicated a medicai history of unspecified
. disturbance,

disturbance, and

Afacility note on at 3:15 PM read,
resident began (ABT) this AM for

. { ) after return from
hospital,
A facility note on at 10:38 PM read, give 1
capsule by every moming and bedtime for

for 5 days, oral capsule, Take 1

tablet by every cther day for

{indications for use: o)
A facility note on at 6:12 AM read,
resident retumed from hospital around 1:30 AM
via emergency vehicle.

A facility note on at 5:46 PM read,
resident is in the hospital.

A facility nots on at 2 PM read, unsure of
location of altercation. During shift change at
approx. 2 PM, received a call about an altercation
in memory care unit. Per Assistant Director of
Nursing {ADON) and care staff, this resident was
struck in the with a closed fist by other male
resident in the left | after being pushed down
by resident onto the floor and allegedly hitting her
. Upon assessment, resident was noted to

have minimal Lloleft ., andsome
discoloration under left |
On at 10:08 AM, Licensed Practical

Nurse (LPN A) stated 1 did not see anything
physical between resident #2 and #3. Adding,
resident #2 said resident #3 threw her on the
ground. Resident #2 a lot as she can
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walk, Caregiver B saw resident #3 hit resident #2.

On at 10:20 AM, Caregiver B stated she
was in # providing care to the resident
when she heard a big bump, hollering, and yelling
from resident #3's room. She explained she
heard resident #3 telling resident #2 to get out of
his room. She added, she asked the resident in

# if she would be ok while she goes to
check on the residents. She stated when she
exited the room, she saw resident #2 lying in the
doorway of resident #3's room. She added she
did not see resident #3 hit resident #2. Caregiver
B stated resident #2 can walk, she ,and
she uses the wheelchalr too.

On at 1:55 PM, LPN E stated she was
upstairs when the incident happened between
resident #2 and #3. She stated resident #2

moere at night and she needs to be
watched. Resident #3 does not bother anyone,
and he keeps to himself. Prior to resident #2
moving in resident #3 had no issues.

On at 2:42 PM, the POA of resident #2
stated the resident was by another
resident. Adding, she does not know much about
it and resident #2 was taken to the hospital. The
POA stated she does not want to press any
charges and asked the facility that they keep
resident #3 away from resident #2. Resident #2
can walk, and she also has a wheelchair.

2. Review of an incident report dated for
resident #3 stated any condition that requires the
transfer of the resident from the facility to a unit
providing more acute care due to the location
rather than the resident's condition before the
incident. Location to which resident was
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transferred: Orlando Health Central Hospital.
Further review revealed resident #2 lives in a
memory care unit and into the
apartment of resident #3.

Review of resident #3's record revealed a facility
admission date on LA 1823 health
assessment indicated a medical history of

. alert and orfented x 3 with o
situation.

On at 10:00 AM, resident #3, described
the resident (#2) who continues to into his
room. Adding, she has come into my -6
times and she was sleeping in my bed. Resident
#3 stated he woke her up and asked her to leave
but he did not hit her. The resident stated he
does not recall hitting or pushing resident #2 out
as he would never hit anyone. He added he
keeps his door locked when he's inside to keep
resident #2 out. When he leaves, he locks the
door behind him. He explained that one of the
girls {referencing to the staff) must have uniocked
the door and that's how resident #2 got in.
Residertt #3 stated he told the staff to call the

police.

A facility note on at 9:10 PM read,
resident is noted with increased agitation.
Redirection and music .. provided,

Frequent rounding is in place.

A facility note on at 4:47 PM read,
. tab 250 ER, give 1 tablet by
twice day, pending discontinue.

A facility note on at 3:00 PM read,
resident retumed from the hospital via
non-emergency transportation. Resident is alert
and oriented x3 with some fo situation.
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Frequent rounding is in place.

A facility note on at 2:00 PM read, Ocoee
Police showed up due to 911 call.

On at 11:12 AM, the DON stated both
residents were sent to the hospital. As for the
interventions put in place, it was recommended
for resident #3 to keep his door closed and
locked and we spoke with hospice about
increasing resident #2's meds.

On at 2:13 PM, the POA of resident #3
stated when she spoke with resident #3, he told
her he did not hit resident #2. The POA added,
she does not have any concerns with the facility
and was told they changed resident #3's meds.

On at 3:05 PM, the DON stated she was
told by Caregiver B that she saw resident #3 grab
resident #2 by the collar, punch her, and throw
her down to the ground. Adding, the facility did
not do any further investigation outside of what's
documented in the progress nofes. "l guess we
didn't follow the policy.”

The facility's undated , Neglect, and
poticy stated our company is

to maintaining a safe envi for
each resident, visitor or associate. is
defined as any intentionat or grossly negligent act
or series of actions or willful or grossly negligent
omission to act which causes injury to a resident,
including, but not limited to assault or battery,
failure to provide treatment or cars, or
harassment. The Executive Director or designee
should maintain a written record of the
investigation. A summary of interviews should be
prepared by the Executive Director or designee,
including the date, time, name of the person
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being questioned and an impartial report of the
facts.
An email dated at 3:41 AM from

myfifamities.com for the Department of Children
and Families stated that based on the information
provided, a report for investigation is not being
accepted regarding resident #2 because the
concerns do not tise to the level of reasonable
cause to suspect harm,

3. An incident report dated indicated any
condition that requires the transfer of the resident
from the facility to a unit providing more acute
care due to the incident rather than the resident's
condition before the incident. Location to which
resident was transferred: Orlando Health Central
Hospital. The narrative stated care staff was
assisting the resident into the shower, when
resident became weak,  and hit his on
shower wall,

The facility’'s undated  policy indicated the
policy is to provide proper intervention and follow
through in the event of a resident . Any
identified  risk and appropriate interventions to
help decrease the risk for and the risk for
any injury related to will be determined, put
into place, and documented on each resident's
care plan by the weliness director or designee.
Care plan will be updated for each  or adverse
action, and referrals made to ., and home
health.

Review of resident #1's record revealed a facility
admission date of L An 1823
health assessment indicated a medical history of
. . , heeds assist x 1 and
nursing servicing identified as = precautions.
His activities of daily living (ADL) revealed he
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needed supervision with ambulating, bathing,
self-care, toileting, and transferring.

Review of resident #1's service plan revealed
resident was a high risk for duetoa on
and 2 on . The service
plan indicated the . interventions was to remind
the resident to call for assistance which was
initiated on , and safety checks with
frequent rounds, which was not initiated untif

An admission risk assessment with an
effective date of . revealed a score of 7,
which indicated home health,, |, ..
evaluation and prevention treatment. No
additional assessments were provided.

Further review of the record did not reveal that
home healthand | , . services werg
inftiated, or a risk assessment was completed
after

A facility note dated at 7:40 AM, read
resident remains in skilled nursing facility at this
time.

A facility note dated at4:41 PM, read out
of facifity.

A facility note dated at 4:22 PM, read out
of facility.

Afacility note dated at 4:43 PM, read out
of facility.

A facility note dated at 2:59 PM, read out
of facifity.

A facility note dated at 3:20 PM, read out
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of facility.
A facility note dated at 9:55 AM, vital sign
note.
A facility note dated at 9:40 AM, read

resident was being assisted into the shower by
care staff when resident became weak and |
hit on shower wall. The resident was
assisted up and 911 initiated.

A facility unwitnessed report dated at
9:35 AM, second  of that morning, read
caregiver in with resident attempting to give him a
shower, resident became very weak, , and hit
his on the wall of the personal bathroom.
The resident unable to state what was wrong,
range of motion was performed on all extremities
and 911 was initiated.

A facility note dated at 7:45 AM, read
nurse called to room as resident was observed
sitting on the ground next to his bed, covered in
feces. Resident states "l do not know what
happened.” Resident assessed for any injuries,
active range of motion present in all 4 extremities
and was assisted up to the side of his bed.
Resident denies | or discomfort, encouraged
the resident to get a shower with caregiver
redirecting. Resident refusing at this time. Vitals
not taken due to cleandiness.

A facility unwitnessed report dated at
7:45 AM, read nurse called to room as resident
was observed sitting on the floor next to his bed,
covered in feces. Resident states, | do not know
what happened. Resident was assessed for
injuries and active range of motion present in alf 4
extremities and was assisted up to the side of his
bed. Residents denies any | or discomfort,
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resident had socks on, no grip. Encouraged the
resident to get a shower with the caregiver
redirecting resident refusing at this time.

A facility note dated at 9: 51 AM, read
resident continues to refuse to eat.

A facility note dated at 1:10 PM, read
power of attorney {POA} called facility and
would tike the resident to be evaluated by VITAS
for hospice admit.

A facility note dated at 12:33 PM, read
Advent Health Hospice out to eval resident for
admission onto services. Per admission nurse,
resident does not meet criteria for admissions.

A facitity note dated at 8:14 AM, read
return from hospital day 2, resident in bed at this
time refusing to get out of bed. Breakfast was
delivered to resident, and residents refused to
eat, per care staff. Hospice to evaluate for
admissions today. Resident was encouraged to
try and eat a little and drink some juice or water.
Resident stated to the Nurse "Get out!” Care
ongoing.

A facility note dated at 2 PM, read
resident returned from the emergency room. New
hospice consult in place. Advent Health Hospice
notified, and they are coming to assess the
resident. Resident is encouraged to use his
pendant if he needs any assistance and his
pendant is within reach. Care ongoing.

A facility note dated at 6:40 PM, read
resident was sent out emergency medical
services ( ) per primary care physician (PCP)
and at the request of POA for resident not eating
for over 24hrs.
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Afacitity note dated at 1:30 PM, read

return from the hospital day 3, resident appears

o be well. Equal and rise of . Observed

resident lying inbed with |, closed with no

complaints.

A facility note dated at 7:42 PM, read

return from hospital day 2, resident voices no
complaints or discomfort. Resident observed
resting with ,  closed and equalriseand  of
the

A facility note dated at 2:37 PM, read
resident returned from hospital via family vehicle,
accompanied by POA. Resident is using rolling
walker, with unsteady gait. is clear and
intact. Resident redirect to pendant.

A facility note dated at 10:05 AM, read

Temperature warning.

A facility note dated at 7:66 AM, vitals

taken.

A facility note dated at 2:03 PM, vitai

signs order.

A facility note dated at2:01 PM,
order.

A facility note dated at 10:58 AM, read

resident was seen by nurse practitioner (NP}, and
she stated that resident was speaking with his

L. very . ., and high .
she stated to send him out to the hospital.
Residertt was sent to Health Central.

A facility noted dated at 12:03 AM, vital
signs order,
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A facility note dated at 2:24 PM, read

resident retumed to the facility from the hospital.

A facility note dated at 8:55 AM, read
Emergency Medical Services ( ) was called
due to physician's order for further evaluation due
1o labs indicating . and elevated

A facility note dated at 1:24 PM, read
kitchen staff nofified that resident  downstairs,
he was sitting on the step. Resident has

1o right . Notified MD and she ordered to
send him out, was called and then came.
The resident refused fo go to the hospital.

check vitals and saw on right

A facility unwitnessed report dated at
7:08 AM, read kiichen staff notified nurse that
resident  down the stairs, he was sitting on the
step. Resident has to right

Resident description: he lost his balance.

A facility admission note dated at4:30
AM, read resident is alert and orientated, and
vitals are stable. Resident ambulates without

assistance. Skin intact with minor on
right arm. Resident state he is notin any | at
this time.

On at 3:20 PM, Caregiver C said on

at 7:30 AM Caregiver G passed the food
tray to resident #1, and she did not know why
Caregiver G did not call for her help. Caregiver C
said she was present at resident #1's second
on . She went to give him the menu at
approximately 9:30 AM to 10 AM. He was on his
bedroom floor with feces, she called LPN F to
come check the resident, and Caregiver D to help
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give him a shower. LPN F checked him and said
it was ok to give him a shower. Caregiver C said
Resident #1 on her in the bathroom,
whenhe  onher she forward as
well, and then resident  to the floor. She left
him on the fioor to call LPN F to come in and
check him. Caregiver C further stated resident
was sent to the hospital. Caregiver C said she
was not present for any other with the

resident.
On at 3:31 PM, Caregiver D said, she
was present on when the resident  the

second time, it was before lunch time. She went
1o assist with him because he was not feeling
well. Caregiver D said resident #1 was on the
bed covered in feces when she went into his
room. She walked with him from the bed to the
pathroom where Caregiver C was, then she
started fo clean up the bed. Caregiver D said,
resident #1 was looking weak, but not weak like
he cannot stand. Further stating, Caregiver C was
trying to get the water ready when he  info
Caregiver C. Caregiver D said she and Caregiver
C called LPN F to assess resident #1. Adding, he
was assisted with his shower and then sent out to
the hospital. Caregiver D said she had not
assisted the resident with his care prior to that

day.
On at 9:40 AM, resident #1's POA said
resident was sent to the hospital on when

hehada . She does notrecall the details of
the . Adding, currently resident is in a nursing
facility, he is not doing well, and he was sent
there after his visit to the hospital. POA said she
does not recall the reason resident #1 was sent to
the skitled nursing faciiity, but it was not because
of an injury.
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On at 10 AM, LPN E said she was
informed on by the Kitchen Staff, resident

#1hada on the stairs. When she arrived,
resident was sitting by the main stairs. She
assessed him and the medical doctor instructed
that the resident to be sent out. Resident refused
to be sent to the hospital, his sister was notified,
and he signed an Against Medical Advice Form.
LPN E said there were no interventions in place
for resident #1 when he moved in. He did not
require the use of an assistive device, and he
was independent with his ADLs. After his on

, the resident was instructed to use the
elevator instead of the stairs. LPN E added there
were no other interventions put into place by the
facility. LPN E further stated the health care
provider ordered | | ar .

. .» and home heatth for the resident. LPN E
said the resident started to require assistance
with ADLs and he began to decline. Adding, the
other  resident had was on when he
was sent to the hospital.

On at 11:17 AM the DON said she does
not recall if there were any interventions set into
place prior to resident #1's admission or after his
admission and she will need to look at his care
plan. The DON said he was sent to the skilled
nursing facitity (SNF) after his recent visit to the
hospital from his second  on . Resident
was sent to SNF because he was a

. no injuries sustained. The DON said
resident #1 would not eat and he became a

while at the facility.

On at 11:35 AM, the Kitchen Staff said
she was finishing up with lunch when she heard a
“thud, thud, thud" sound while in the dining room.
Further stating, she went by the stairs and saw
resident #1 sitting in the middle of the stairs by
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the main enfrance. Adding the resident did not
seem to be injured. She stated she did not
witness the . and called LPN E for assistance.

On at 1:15 PM, LPN E said when she
went to assist resident #1 on , the Kitchen
Staff said to her, the resident got himself up and
she assisted him down the stairs. Resident then
satin a chair which was next to the stairs at the
main entrance. The resident was noted with 2
right when arrived. LPN E
said she saw the resident earlier in the day before
the incident. Adding, he was walking stable and
did not seem weak. LPN E further stated after the
incident the resident said he was ok, but he did
begin to decline sometime after.

On at 3:26 PM, the DON said the
incident report was done as the internat
investigation for resident#1's  on and
the policy did not state an investigation and
assessment needed 1o be written down. Further
stating in an assisted living facility, the
intervention is frequent rounds.

On at 4:05 PM, the DON said when
resident #1 came to the facility he was not in
good shape. Adding. the intervention the facility
put into place was to do frequent rounding to
monitor for . Further stating the resident is
being followed by his doctor, and we are trying to
do home healih.

On at 5:25 PM, the DON, Administrator,
and LPN A confirmed the findings, providing no
additional documentation.

{photographic evidence obtained)

Class I
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{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident's assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physicat condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how fo operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards,

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the facility failed to have documentation
for 1 of 2 sampled residents of the assistive
device used in the resident's record (#2).

Findings:

On observation revealed resident #2
siting in a wheelchair being pushed to her room
by a caregiver.

Oon at 10:12 AM, resident #2 stated she
was able to walk but the staff keeps her in her
wheelchair.
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Review of resident #2's 1823 health

assessment indicated none for physical or
sensory limitations.

On at 10:20 AM, Caregiver B stated
resident #2 can walk and she uses the wheelchair
too.

Review of the facility's undated Assistive Devices
Palicy states each assistive device used by a
resident will be included in the resident's record.

On at 11:15 AM, the DON confirmed the
findings stating resident #2 moved into the facility
with the wheelchair and provided no additional
documentation.

{photographic evidence obtained)

Class #ll

A081 420.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
$8=D | - Staff In-Service

42852
{1)(a) Each new assisted living facility employes
who has not previously compieted core training
must attend a preservice orlentation provided by
the facility before interacting with residents. The
preservice orientation must be at least 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 ' ion.
The facifity must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
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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).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required insetvice
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.

{d} In addition fo topics that may be chosen by
the facility administrator, the preservice
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orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facility 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
hour in-service training in control,
including universal precautions and faciiity
sanitation procedures, before providing personal
care to residents. The facility must use its
controf policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . maybe 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, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident ,
neglect, and | . The facitity must use its

prevention policies and procedures when

A081
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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-8.0095,
F.AC., must receive 3 hours of in-service training
within 30 days of empioyment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of dally
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
hendling 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. All 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 personnel record review and interview,
the facility failed to obtain the staff in-service
training for 1 of § sampled staff (B) within 30 days
of employment as required.

Findings:
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Review of Caregiver B's record revealed a hire
date on . There was no documented
evidence for residents’ rights training was
completed. Further review revealed a certificate
for .neglect, and | completed on

5 U ing myALFtraining.com did not
indicate the training was instructed on the facility
policy.

On at 4:45 PM, the Administrator stated

she would check to see if the trainings were
available in the system and maybe they forgot to
print it

On at 5:05 PM, the Administrator
confirmed the findings, stating Caregiver B does
not have any fraining.

{photographic evidence obtained)

Class #Hl

A 160 59A-36.015(1) FAC Records - Facility A180
88=D
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 avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
immediately produce documents, records, o
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed ina
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conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of alt 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 &
bed for a resident who is out of the facility but
intending to return pursuant to Rule 50A-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
if not included on the log described in paragraph
(o).

{d) The facility’'s emergency management plan,
with documentation of review and approvai 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 50A-36.013. FAC.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{n) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of ail such facifity
adverlisements as required by Section 428.177,
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(1) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.A.C.

(i) Al food service records required in Rule
89A-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
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B9A-40, F.A.C., issued within the last 2 years.

{1) All 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.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 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
o subsection 59A-36.007(10), FAC.;

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

{r) The facility's medication practices;

{s) The facility's policy on physical ;

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

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

AHCA Form 3020-0001
STATE FORM 520 £uBQit 1 continvation sheet 38 of 41



PRINTED: 01/28/2028

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
AL11965368 e — 10/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 NORTH CLARK RD
MADISON AT OCOEE
OCOEE, FL. 34761
(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)
A 180 Continued From page 39 A180

{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 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on facility record reviews and interview,
the facility failed 1o maintain a no violation fire and
safety inspection.

Findings:

Review of the Ocoee Fire Report revealed an
inspection date on . Further review
revealed the summary of inspection notated 2 -
failed codes. A re-inspection date was notated for

. Ouistanding violations. 1. FDC
Deficiencies. 2. Two exit door closures to be
added

On at 11115 AM, the Maintenance
Director of Building Services stated we've
corrected most of the issues. We're waiting for
the company o come out and move the magnetic
sensors to the other side of the doors. It's
blocking the sensor from allowing the doors to
automatically close after being opened. The
residents can stilt use the doors,

Atour of the facility was taken to review the 2
doors in question to ensure there were no safety
issues or concerns in the residents' ability to exit
the facility.

On at §:25 PM, the DON and
Administrator confirmed the findings.

{photographic evidence obtained)
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