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AGO0 Initial Comments AQ00

A biennial re-icensure survey and a complaint
investigation (#2025016304) survey was conducted
at Elysian Gardens assisted living facility on

. The facility had deficiencies at the
time of the survey.

AD08 420.26( )FS; 59A-36.006(2) FAC Admissions - Abo8
Health Assessment

429.26
{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a ficensed advanced practice
registered nurse within 60 days before admission
to 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
ination of the appropri 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
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part of the facility's record of the resident and must
be made available to the agency during inspection
or upon request, An assessment that has been
through the Ci '

Assessment and Review for Long-Term Care
Services (CARES) Program fulfilis the

i for a medicat ination 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 Famifies must
have been examined by medical personnel 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 be in the facility within
30 days after the mental health resident has been
admitted to the facility. An evaluation compieted
upon discharge from a state mental hospital
meets the requirements of this subsection related
o appropriateness for placement as a mental
health resident provided that it was completed
within 80 days prior to admission to the facility.
The Department of Children and Families shalt
provide to the facility administrator any information
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about the resident which would help the

ini meet his or her ibilities under
subsection (1). Further, Department of Children
and Families personnet shall explain to the facility
operator any special needs of the resident and
advise the operator whom to cali 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-36.008

(2) HEALTH ASSESSMENT. As part of the

adrmission criteria, 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 60

days before or within 30 days after the individual's

adrmission to a facility pursuant to Section

429.26(5), F.8. 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 dally 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 . Resistant
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. s or any cther
communicable , which are likely to be
transmitted to other residents or staff,

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

8. The date of the examination, and the name,
signature, address, telephone number, and license
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:
hitpy w 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. # the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Forrm 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 facifity.
2. Omitted or missing information received oraily
must include the narme 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
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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, Review
and Evaluation for Long-Term Care Services
{CARES) program may be substituted for the
medical examination requirements of Section
428.28, F.$. and this rule.

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

. . of therapeutic diets, may be attached to
the health assessment, A health care practitioner
may attach a DH Form 1896, Florida

Form, for residents whe do not
wish . . to be
adrainistered in the case of or .

{f) A resident placed in a facility on & temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., 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 log and counted
in the facility census. A facility may not exceed its
ficensed capacity in order to accept such a
resident. A medical examination must be
conducted on any temporary erergency
ptacement resident accepted for regular
adrmission.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility

AHCA Form 3020-0001
STATE FORM

o

OUNM11

f continuation sheet 5 of 17



PRINTED: 12/16/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11942977 B.WiNG 12/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ELYSIAN GARDENS ASSISTED LIVING FACILITY 12E 124 AVE
TAMPA, L. 33612
o SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST B PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE couPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A008! Continued From page 5 A008

failed to ensure the resident health assessment
{AHCA form 1823) accurately reflected the
resident's status for two of three sampled
residents (Resident #10 and #11).

The findings include:

Review of Resident #11's heaith assessment (not
dated) revealed Resident #11 had |, |, 3,0r4

. The facifity information, medical
exammers phone number and address were left
blank (Photographic evidence obtained).

During an interview on at
approximately 12:00 PM the Administrator stated
there was a mistake on Resident #11's 1823 and
Resident #11 did not have any ,

The Administrator indicated Resident #11 was
accompanied o alf health | bya
family member who was very involved in Resident
#11°s" care.

During an interview on at
approximately 12:00 PM Resident #11's family
member said Resident #11 did not have nor have
had any | . Resident#11's family
member said Resident #11 was taken to all
medical |, by the family member.
Areview of Resident #10's health assessment
dated revealed the following sections left
blark: nursing requirements, special precautions,
resident information, special diet instructions,
section "D" (Can individual's needs be met in an
assisted living facility?).

During an interview on at

approximately 12:00 PM the Administrator stated
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the sections of the health assessments should
have been filled in by the medical examiner, and
did not know why that had not been done earlier.
Class il
A052 429.256( ) 59A-36.008(3) Medication - A052

Assistance with Self-Admin

429.256

{3) Assistance with self-administration of

medication includes: (a) Taking the medication, in

its previously dispensed, properly labeled

container, from where it is stored, and bringing it

o the resident. For purposes of this paragraph, an
syringe that is prefilled with the proper

dosage by a pharmagcist and an , . thatis
prefilied by the manufacturer are considered
icati in previ i properly

labeled containers.

{b) In the presence of the resident, confirming that
the medication is intended for that resident, orally
advising the resident of the medication name and
dosage, opening the container, removing &
prescribed amount of medication from the
container, and closing the container. The resident
may sign a written waiver to opt out of being orally
advised of the medication name and dosage. The
waiver must identify alf of the medications
intended for the resident, including names and
dosages of such medications, and must
immediately be updated each time the resident's
medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his

AHCA Form 3020-0001
STATE FORM

o

OUNM11

f continuation sheet 7 of 17




PRINTED: 12/16/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11942977 B.WING 12/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
312 E 124 AVE
ELYSIAN GARDENS ASSISTED LIVING FACILITY
TAMPA, L. 33612
(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES [iv] PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COUPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICENCY)
A082] Continued From page 7 A0S2
or her .
{d) Applying | medications.
{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with seif-administration under this

section.

{g) Assisting with the use of a , Including
removing the cap of a , opening the unit
dose of solution, and pouring the

dose of ication into

the dispensing cup of the .
(4) Assistance with seif-administration of
medication does not include:
{a) Mixing, R . converting, or

.. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or crushing
a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

route.
{c) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents used
in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
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the purpose for taking the medication.
{(h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
[6)) i with the self inis on of
ication by an unli person as j
in this section shall not be considered
administration as defined in s, 465.003.

59A-36.008

(3) ASSISTANCE WITH SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
adrinistered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.$,, assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbatly prompting a resident
o take medications as prescribed.

{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such iterns as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

(d) Trained staff must observe the resident take
the medication. Any concerns about the resident's
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reaction to the medication or suspected

noncompliance must be reported to the resident's

health care provider and documented in the

resident's record.

{e) When a resident who receives assistance with

medication is away from the facility and from

facility staff, the following options are available to

enable the resident to take medication as

prescribed:

1. The health care provider may prescribe a

medication schedule that coincides with the

resident's presence in the facility,

2. The medication container may be given to the

resident, a friend, or family member upon leaving

the facility, with this fact noted in the resident's

medication record,

3. The medication may be transferred to a pill

organizer pursuant to the requirements of

subsection (2}, and given to the resident, a friend,

or family member upon leaving the facility, with

this fact noted in the resident's medication record,

or

4. icati may be i and

dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activities detailed

in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.8., the

terms "judgment” and "discretion” mean

i ing vital signs and ing of

a resident's condition.

(h) All trained staff must adhere fo the facility's
control policy and procedures when

assisting with the self-administration of

medication.
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This Statute or Rule is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure unficensed staff
orally advised of the medication dosage for
residents in seven out of seven medication passes
{Resident #11, Resident #12, Resident #13). The
facifity failed to ensure unlficensed staff did not
exert own judgement regarding the need for
medication for the residents when assisting with
medication self-administration in one out of three
residents (Resident #11).

The findings include:

On at approximately 11:30 AM, Staff
D, unlicensed Medication Technician, was
observed passing medications. Staff D checked
the 12:00 PM Medication Administration Record
{MAR) for Resident 11, took three pill containers
out of the medication cart and checked the

ication labels. Staff D (unli Medi
Techrician) failed to advise Resident #11 of the
medication dosage.

Review of Resident #11's 12:00 PM MAR revealed
" Dro Tears instill one drop into both |
three times daily *may keep at bedside™;

SOD 100 mg [milligrams] cap take 1

capsule by three times daily; .
cap 400 mg take 1 cap by three times
datly; patch 5% [percent] apply 1 patch

{o the affected area in the morning, leave on for 12
hours, then rermove at night time as needed for
R tab 1 MG take 1 tablet by

four times dally 1 hour before meals and at
bedfime on an empty . 400

MG capsules” (Photographic evidence obtained.)

AHCA Form 3020-0001
STATE FORM

o

OUNM11

W continuation sheet 11 of 17



Agency for Healih Care Administration

PRINTED: 12/16/2025

FORM APPROVED

Review of the passed medication labels reveated,
" S0D 100 mg cap take 1 capsule by

three times daily; cap 400 mg
take 1 cap by three times dafly;
tab 1 MG take 1 tablet by four times dafly 1
hour before meals aind at bedtime on an empty

H . 400 MG capsules™.

During an interview on at
approximately 11:40 AM Staff D stated Resident
#11 sometimes kept the Tears on the

bedside table, and administered . on
own. Staff D stated Staff D registered
patches as "rejected" and Tears as

"missed” on MAR.

During an interview on at approximately
3:30 PM the Administrator indicated all of the
facifity's icath icians were

advise the residents on both medication names
and dosages. The Administrator stated there were
no residents with medication waivers,

to

Review of Resident #11's Health Assessment Form
{ACHA 1823} reavealed Resident #11 required
with self- icati

inistration of

Review of Resident #11's physician orders showed,
" Dro Tears instill one drop into both
three times daily *may keep at bedside™;
$OD 100 mg cap take 1 capsule by
three times daily; cap 400 mg
take 1 cap by three times daily;
patch 5% apply 1 patch to the affected area in the
morning, leave on for 12 hours, then remove at
night time as needed for, tab 1 MG
take 1 tablet by four times daily 1 hour
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before meals and at bedtime on an empty
3 R 400 MG capsules™.

Review of the facility's policy titted, "Medication
Administration”, revealed, "Any changes in
directions for use of a medication for which the
facility is providing assistance with
self-administration of medication must be

by a written ication order issued
and signed by a healthcare provider” (Photographic
evidence obtained).

During a phone interview on at
approximately 3;20 PM the Director of Nursing
(DON} indicated MAR was managed by the
residents’ pharmacies and reflected up-to-date
physician orders.

During an interview on at approximately
3:30 PM the Administrator indicated all of facifity's

icarti were to advise
the residents on both medication names and
dosages. The Administrator stated there were no
residents with medication waivers,

During an interview on at approximately
2:30 PM the Administrator stated Staff D told the

Administrator that it was Staff D's mistake not to

offer all scheduled medications to the resident.

Class Hl

A093 59A-36.012(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living

A0S52

A083
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facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp: w firules. .asp?No=
Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are incorporated
by reference and available for review at:
od.nih.gov/t ion/Dietary_R

eference_Intakes.aspx, Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritionat needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses o eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) Al regular and therapeutic menus to be used
by the facility must be reviewed annuaily by a
ficensed or registered dietitian, a licensed

itionist, or a regi dietetic i
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be docurmented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among three
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or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences.

2. Menu items may be substituted with itemns of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
waeek in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when the
meat is served, must be kept on file in the facility
for 6 months,

{e) Therapeutic diets must be prepared and served
as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining,
or family style dining are not required to document
what is eaten unless a health care provider's order
indicates that such monitoring is necessary.
However, the food iterns that enable residents to
comply with the therapeutic diet must be identified
on the menus developed for use in the facility.

2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident's health care provider of
such refusal.

{f) For facilities serving three or more meals a day,
no more than 14 hours must elapse between the
end of an evening meat containing a protein food
and the beginning of a moming meal. Intervals
between meals must be evenly distributed
throughout the day with not less than 2 hours nior
more than 6 hours between the end of one meal
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and the beginning of the next, For residents
without access o kitchen facilities, snacks must
be offered at least once per day. Snacks are not
considered to be meals for the purposes of
.. the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents rmust be
encouraged to eat at tables in the dining areas, A
supply of eating ware sufficient for alf residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based on
the number of weekly meals the facifity has
with residents to serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water sufficient
for drinking and food preparation must also be
stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on record review and interview it was
determined that the Assisted Living Facility (ALF)
failed to maintain a record of six months of meals
and their substitutions.

Findings include:
Areveiw of the facility's kitchen records on
revealed no findings of six months of

meals and substitutions.

During an interview on at
approximately 1:00 PM, Staff E stated that the
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facility had no record of the six months of meals
and substitutions anywhere.
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