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{A D00}, Initial Comments {A000}

A Revisit survey was conducted at Tamiami
Lakes Montblanc, ALF on 10-14-2025.
Deficiencies were found at the time of the survey.

{A 054} B9A-36.008(5) FAC Medication - Records {A 054}
88=D
{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the pr ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{p) The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
or
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
the resident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication: and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

i as i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.8,, maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.
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Continued From page 1

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that medication
administered was signed off on the resident's
{MOR) Medication Observation Record.

Findings:

Record review of Resident # 2's MOR revealed
that from to . resident #2's
medication was not signed off as given. The
medication was not signed off.

On at 9:00AM observation of the

pack of medication suppfied o Resident
#2. the was removed from the pack
on each of dates o

On at 9:00AM, Staff B stated that she
gave the medication to Resident #2 on the dates
but forgot fo document/sign.

Review of the MOR of Resident #2 revealed that
there was a letter "N handwritten next io the
medication on the MOR.,

On at 12PM, the Owner stated that
she prepares the MORS at the end of the month
and if the supply of medication is missing then
she writes a fetter "N" to advise her that she
needs to get a refil.

Class il

59A-36.008(8) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and

{A054}

A0S5
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preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;
3. The medication is determined and documented
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility’s rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 89A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
{ocked storage receptacie, room, or area at all
times,;
2. Located in an area free of dampness and

e, except thata icati
requiring refti ion must be kept
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Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filing

pift- i assisting with self- ini

of medication, or administering medication, Such
staff must have ready access to keys of codes o
the medication storage areas at alt times; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d) ication that has been di: i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facifity, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications ate considered
abandoned and may disposed of in accordance
with paragraph (f).

{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one

A055
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witness.
{g) Facilities that hold a Special-ALF permit
1ssued by the Board of Pharmacy may retum
icinal drugs to the disp!
pharmacy pursuant fo Rule 64B16-28.870, F AC,

This Statute or Rule is not met as evidenced by:
Based on Observation and interview, the facility
failed to ensure that residents did not have over
the counter medication in their drawers (Resident
#3). The Facility failed to ensure that over the
counter medication of a resident was stored in a
secure marnner.

Findings:

On at 9:30AM a bottle of
was found in the drawer of resident #3

is a hormone that our body naturafly
produces. It helps regulate your sleep cycle and
circadian rhythm

On at 9:30AM, Staff B stated that she
did not know the medication was in the drawer.

On at 9:30Am Staff B stated that
Resident #3 goes out on his own and purchases.
his own items.

On at 9:30AM, Resident #3 stated
that he just kept the in his drawer and
that he had not been taking it.

Class il

59A-36.008(8) FAC Medication - Over The
Counter (OTC) Products

{8) OVER THE COUNTER (OTC) PRODUCTS,

A055
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For purposes of this subsection, the term over
the counter includes, but s not limited to, over the
counter medications, , nutritional
supplements and nutraceuticals, hersafter
referred to as OTC products, that can be sold
without a prescription.

{a) A facility may keep a stock supply of OTC
products for multiple resident use. When
providing any OTC product that is kept by the
facifity as a stock supply to a resident, the staff
member providing the medication must record
the name and amount of the OTC product
provided in the resident's medication observation
record. Al OTC products kept as a stock supply
must be stored in a locked container or secure
room in a central location within the facility and
must be labeled with the medication’s name, the
date of purchase, and with a notice that the
medication is part of the facility’s stock supply.
{b) OTC products, including those prescribed by
a health care provider but excluding those kept
as a stock supply by the facility, must be labeled
with the resident’s name and the manufacturer's
label with directions for use, or the health care
provider's directions for use. No other labeling
requirernents are required,

{c) Residents or their representatives may
purchase OTC products from an establishment of
their choice.

(d) A health care provider's order is required
when a nurse provides assistance with
self-administration or administration of OTC
preducts. When an order for an OTC product
exists, the order rust meet the requirements of
paragraphs (b) and (c) of this subsection. A
health care provider's order for OTC products is
not required when a resident self-administers his
or her medications, or when unlicensed staff
provides assistance with self-administration of
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medications.

This Statute or Rule is not met as evidenced by:
Based on Observation and interview, the facility
failed to ensure that residents (Resident #3) did
not have over the counter medication in their
drawers. The Facility failed to ensure that over
the counter medication was stored in a secure
manner.

Findings:

On at 9:30AM a bottle of
was found in the drawer of resident #3

is a hormone that our body naturally
produces. |t helps regulate your sleep cycle and
circadian rhythm

On at 9:30AM, Staff B stated that she
did not know the medication was in the drawer.

On at 9:30Am Staff B stated that
Resident #3 goes out on his own and purchases
his own items.

On at 9:30AM, Resident #3 stated
that he just kept the in his drawer.
Resident #3 stated that he had not been taking if.
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