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{8) PHYSICAL . Residents for

whom a physician has presctibed a physical
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prior fo use on the resident.

(a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

10 have the applied each day; and,

3. In what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | , or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability fo independently
remove or avoid the device fluctuates, the device
must be considered a physical and alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation and record review, the
facility falled to obtain a physician's order and
failed to develop and maintain a plan of care for
the use of physicat for one out of five
sampled residents (Resident #4).

Findings Included:

Observation on al 7:24 AM showed
Resident #4 was in bed with half bed rails.
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& Dietary; Uncorrected Deficiencies

428.42 Pharmacy and dietary services.-
{1) Any assisted fiving facility in which the agency
has documented a class | or class Il deficiency or
class It ienci i
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an
i igation in resp toa int, shall, in
addition to or as an alternative to any penaities
imposed under s. 429,18, be required to employ
the consultant services of 3 licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consuitant
shall, at 2 minimum, provide onsite quarterly
consultation until the inspection team from the
agency determines that such consuitation
services are no longer required.
{2) A corrective action plan for deficiencies
related to assi with the self- inistration
of ication or the administration of i
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sooner if the deficiency is
determined by the agency to be fife-threatening.

58A-5.033(3)
{3) EMPLOYMENT OF A CONSULTANT,
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Areview of Resident 4's record showed there was
no physician order authorizing the use of physical
and no documented plan of care
.. the use, monitoring, or ongoing need
for the physical
Class #l
A0B8| 429.42( ) FS; 58A-5.033(3)(a) FAC Pharmacy A 058
8§8=D
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{a) Medication Deficiencies.

1. ¥aclass |, class I, or uncorrected class 11
deficiency directly relating to facifity medication
practices as established in Rule 58A-5.0185,
F.A.C., is documented by the agency pursuant to
an inspection of the facility, the agency must
notify the facility in writing that the facility must
employ or contract the services of a pharmacist
ficensed pursuant o Section 465.0125, F.8., or
registered nurse as determined by the agency.

2. After ping and i ing a i
action plan in compliance with Section 428.42(2),
F.8., the initial on-site consultant visit must take
place within 7 working days of the notice of the
class | or i deficlency and within 14 working days
of the notice of an uncorrected class 1l
deficiency. The facility must have available for
review by the agency a copy of the license of the
consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent o the initial on-site consultant
visit.

3. The facility must provide the agency with, ata
minimum, guarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been frained to ensure that proper
medication standards are followed and that such
consultant services are no longer required. The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to correct deficiencies related to
medication. The is required to employ the
consultant services or a licensed registered nurse
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or pharmacist who will provide onsite quarterly
consultations until it is determined that such
consultation services are no longer required.

Findings included:

A review of inspection history showed that the
facilty received two citations related to medication
in B
Areview of Resident 1's medication observation
record (MOR) dated showed that the
8 AM medication Doxycycl HYC Cap 100MG, had
not been signed.

Interviewed on at 7:38 AM Staff B
{Caregiver) stated that she had already given the
medication to all residents.

Interviewed on at 7:51 AM Staff B
stated that he [Resident #1] was only supposed fo
take the medication for 10 days. However, the
MOR showed to take one capsuie orally twice a
day and did not list the number of days.

Class il
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{A D00}, Initial Comments {A 000}

Arevisit to a re-licensure survey was conducted
at Home Sweet Home Assisted Living Facility on

- . Deficiencies were found
to be uncorrected at the time of the survey.

{A 030} 59A-36.007(5) FAC; 420.28( ) FS420.27 {A 030}
$8=D| Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1{800)86~ or 1{800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
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{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. inistrative and
and requirements;

control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
8. Assistive devices; and
10. Physical .
{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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429.28 Resident bilf of rights.~
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{¢) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 pm.
at a mintmum. Upon request, the facility shalf
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ton within the ity.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429.27.

AHCA Form 3020-0001

STATE FORM

WANRT2

i coninuastion sheet 3 of 16



Agency for Healih Care Administration

PRINTED: 02/02/2028
FORM APPROVED

are residents of the facility.

prevented by inclement weather.

resident.

health care” means the management of
medications, assistance in making

for health care services, the provision of or
arrangement of transportation to health care
- . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

within the

mentally

1 Program for

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo other residents. In the
case of a resident who has been adjudicated

, the guardian shali be
given af least 45 days' notice of a nonemergency
refocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
[o] i with
relocation and must include the statewide toll-free

{g) Share a room with his or her spouse if both

{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when

{i) Exercise civil and religious liberties, including
the right to independent personat decisions. No

religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any

{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
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telephone number of the program, In order for a
facility to i the resh of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and o associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rignts, , and
prohibitions set forth in this partis pested ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the jocal ombudsman
council, the Etder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access (o a telephone to

AHCA Form 3020-0001
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call the State Long-Term Care Ombudsman
Program or local ombudsman counc, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personat affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or s under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on obsetvation and interview, the facility
falled to ensure residents were treated with
consideration, respect and recognition of their
dignity for five out of five sampled residents
{Residents #1-#5).

Findings included:

Observation on at 7:23 AM- 7:37 AM,
during the tour, showed Staff B (Caregiver)
entered resident rooms without knocking.

AHCA Form 3020-0001
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{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
nuraber, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of
ications of icati inistration. A

medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident’s health care
provider and the health care provider's felephone
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
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
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Interviewed on 12/202025 at 9:46 AM the
Administrator acknowledged that staff had
entered the resident rooms without knocking.
Uncorrected
Class #ll
{A 054} 59A-36.008(5) FAC Medication - Records {A 054}
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428.41, F.8,, maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
falled to document accurate medication
administration times, which must be immediately
updated each time the medication is offered and
recorded missed doses were not documented for
one out five sampled residents {(Resident #1).

Findings included:

A review of Resident 1's medication observation
record (MOR}) dated showed that the
8 AM medication Doxycycl HYC Cap 100MG, had
not been signed.

Interviewed on at 7:38 AM Staff B
{Caregiver) stated that she had already given the
medication to all residents,

Interviewed on at 7:51 AM Staff B
stated that he [Resident #1] was only supposed to
take the medication for 10 days. However, the
MOR showed to take one capsuie orally twice &
day and did not list the number of days.

Uncorrected
Class I

{A 078} 59A-36.010(2) FAC Staffing Standards - Staff {A 078}
88=D
{2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
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of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individ
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating.that the individual does not

i arisk of itting & icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
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requirements of rule 59A-36.011, FAC.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure that the staff were qualified to
perform their duties according to their level of
training and experience for one out of three (Staff
B) sampled staff members. Staff B was unable to
accurately describe the ,

{ } procedure.

Findings included:

Interviewed on at 9:18 AM when
asked about the steps of , Staff B
{Caregiver) stated that she would place the
person in a solid position in the bed and perform

30 . followed by two breaths.
According 1o the American Assoctation, "In
adult , it is preferred to perform

on a firm surface and with the person in the
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88=D| Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to
section 428.28(1)(a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
working order.

{b) Pursuant to section 429.27, F.S,, residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom

furnishings:
1. Aclean, comfortable bed with a matiress no

the top surface of the matiress at a comfortable
10 ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser,

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chait, if requested,

or sleeping area must have at least the following

less than 36 inches wide and 72 inches long, with

or other furniture designed for
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supine position, when feasibile and does not
delay s N
Areview of Staff B's record-showed a hire date
and a current 1 First Aid training
dated
Uncorrected
Class il
{A 152} 59A-36.014(3) FAC Physical Plant - Safe Living {A 152}
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{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on obsetvation and interview, the facility
failed to provide a safe living environment, free of
hazards.

Findings Included:

Observation on at 7:24 AM showed in

# , where Resident #4 resided, that the
closet door was handing off the tracks. There was
aiso & biack spot on the wall near the resident
bed, which resembled a possible paint
disturbance.

Interviewed on at 7:26 AM Resident
#4 stated that she was concemned that the black
spot was mold,

Observation on at 7:28 AM showed in
the restroom between and that the
toilet seat had brown scuffs.

Observation on at 8:28 AM showed in
the laundry area on the patio that there was
unsecured laundry detergent in a faundry basket
and a bucket.

Interviewed on at 9:46 AM the
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Administrator acknowledged that he findings and
stated, "Ok."
Uncorrected
Class HHl
{A 182} 50A-36.015(3) FAC Records - Resident {A 162}

8§8=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
Name,

Race,
Date of birth,
Place of birth, if known,
Social security number,
Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and tetephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

iti ‘s medical ination form
in Rule 59A-36.006, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.AC., if applicable.
{e) The resident care record described in

N@ G AW
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paragraph 58A-36.007(1)(f), F.AC.
HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their ~ recorded
semi-annually. This subsection does not apply to
residents who are recelving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that | not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.008, FAC., if
such consent is not included in the resident’s
contract,
(h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 50A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 50A-36.018, FAC.
(3) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 428.27, F.8,
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
{1) ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for

o (. ) CF-ES 1008,
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2005, which is hereby incorporated by reference
and available for review at:

hitp:/Awwew firules.org/Gateway/reference. asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.

{m) Documentation of the | | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FALC.

{0) The resident’s ,DH
Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted fiving facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
faciliies holding a fimited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
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59A-36.021 and 59A-36.022, F.A.C,, respectively.

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain an accurate and complete
health assessment for one out of five sampled
residents (Resident #4). The facility also failed to
maintain a complete demographic sheet for
Resident #4.

Findings included:

Areview of Resident 4's record showed the
resident was admitted to the facility on

. Further review showed the required
form 1823 Health Assessment was not
completed. In addition, the resident demographic
sheet was incomplete, missing place of birth,
race, emergency contact information, and the
address of the resident's health care provider.
The residents’ agreement did not include a
signature from the resident or their
representative.

During an interview on at 9146 AM the
Administrator acknowledged the finding and
stated that she would ensure the required
documents were completed and corrected.

Uncorrected
Class #l
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