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Initiat Coraments

An unannounced Initial Re-] Lnoensure Emergency
Controt, and
investigation survey (Complaint numbers:
2025010382, 2025009122, 2025010115,
2025000381, and 2025006717) was conducted at
Emerald Gardens Properties, LLC, an Assisted
Living Facility in Pensacoia, FL. on
Deficiencies were identified at the time of suwey
In addition, this facility was found to be operating
as an Assisted Living Facility at 1012 North 72nd
Ave, Pensacola, FL without the required ficense
on . A Notice of Unlicensed Activity was
delivered at the time of the visit.

435.12(2){b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2)(b) Until such time as the |
enrolled in the nationat retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit fo a national
screening if the person returns fo a position that
requires screening by a specified agency.

2. Effective , of a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s, 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person retumns fo a position for
which screening is conducted by a qualified
entity.

are
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ZZ814
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{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before L. . initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initiai status or after a change in the person’s
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person ‘s
status has been made.

{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

B of Law . The

must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to include 3 of 20 facility staff on the Agency
for Healthcare Administration (AHCA)
Background Screening Clearinghouse Roster
within 10 business days from the employee’ s
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date of hire. (Staff B, E, F)

The findings include:

On , & review was conducted of the
AHCA Background Screening Clearing House
Roster for this facility. The following staff were not
listed on the roster: Steff B, a medication
technician (MT) hired on 12; Staff (E), a
Patient Care Assistant { } hired on N
and Staff (F), a hired on

On at approximately 11:50 AM, an
interview was conducted with the Administrator.
The Administrator confirmed that Staff 8, E, and
F were not listed on the roster. The Administrator
stated she did not realize the staff was not listed
on the roster, and confirmed she is responsible
for adding employees to the roster.

Unclassified

408.812 F'S; 408.8065(3) F$ Unlicensed Activity

408.812 Unficensed activity.-

{1) A person or entity may not offer or advertise
services that require ficensure as defined by this
part, authorizing statutes, or appficable rules to
the public without obtaining a valid license from
the agency. A licenseholder may not advertise or
hold out to the public that he or she holds a
license for other than that for which he or she
actually holds the license.

{2) The operation or maintenance of an
unficensed provider or the performance of any
services that reguire licensure without proper
ficensure is a violation of this part and authorizing
statutes. Unlicensed activity constitutes harm that
materially affects the health, safety, and weifare
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of clients, and constitutes and neglect, as
defined in s. 415.102. The agency or any state
attorney may, in addition to other remedies
provided in this part, bring an action for an
injunction 1o restrain such viofation, or to enjoin
the future operation or maintenance of the
urticensed provider or the performance of any
services in violation of this part and authorizing
statutes, untit compliance with this part,
authorizing statutes, and agency rules has been
demonstrated to the satisfaction of the agency.
{3) It is unlawful for any person or entity to own,
operate, or maintain an unlicensed provider. If
after receiving notification from the agency, such
person or entity fails to cease operation, the
person or entity is subject fo penalties as
prescribed by authorizing statutes and applicable
rules. Each day of operation is a separate
offense.

{4) Any person or entity that fails to cease
operation after agency notification may be fined
$1,000 for each day of noncompliance.

{5) When a controliing interest or licensee has an
interest in more than one provider and fails to
ficense a provider rendering services that require
ficensure, the agency may revoke all licenses,
impose actions under s. 408.814, and regardiess
of correction, impose a fine of $1,000 per day,
unless otherwise specified by authorizing
statutes, against each licensee until such time as
the appropriate license is obtained or the
unticensed activity ceases.

{6) In addition to granting injunctive relief
pursuant to subsection (2), if the agency
determines that a person or entity is operating or
maintaining a provider without obtaining a license
and determines that a condition exists that poses
a threat to the health, safety, or welfare of a client
of the provider, the person or entity is subject to
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the same actions and fines imposed against a
licensee as specified in this part, authorizing
statutes, and agency rules.

{7) Any person aware of the operation of an
unficensed provider must report that provider to
the agency.

408.8065 Additional licensure requirements for
home health agencies, home medical equipment
providers, and health care clinics.-

{3) In addition to the requirements of s. 408.812,
any person who offers services that require
ficensure under part Vil or part X of chapter 400,
or who offers skilled services that require
ficensure under part lll of chapter 400, without
obtaining a valid license; any person who
knowingly files a false or misleading license or
license renewat application or who submits false
or misleading information related to such
application, and any person who violates or
conspires to violate this section, commits a felony
of the third degree, punishable as provided in s.
775.082, 5. 775.083, or 5. 775.084.

This Statute or Rule is not met as evidenced by:
This facifity was found to be operating as an
Assisted Living Facility at 1012 North 72nd Ave,
Pensacola, FL without the required ficense on

. The facility's previous license expired
on , but they have continued to provide
services to 31 residents as of .

Class il
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{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 loyment,
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
common forms of , how to identify the
signs and symptoms of . and skifls for
communicating and interacting with persons with
's or related forms of

. Arecord of the completion of the
training program must be made available fo 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 employee'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 fraining
required in this subsection is not required to
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
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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
0, 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 horne, 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 fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
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 adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot 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 training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), 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
training and i ion 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.
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{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 nursing 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 fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based of record review and interview, the facility
failed to ensure completion of 's training
for 3 of 4 sampled staff. (Staff A, B, and C)

The findings include:

Areview of personnel records revealed StaffA, a
Medication Technician with a hire date of

; Staff B, a Patient Care Assistant { ¥
with a hire date of ;and Stafi C, a
with & hire date of . had ne
documentation verifying completion of the
one-hour and Related

{ADRD) training.

AHCA Form 3020-0001

STATE FORM

sxxat

i coninuastion sheet 9 of 10



PRINTED: 02/24/2028

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
AL11967671 e — 08/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1012 N 72 AVENUE
EMERALD GARDENS PROPERTIES, LLC
PENSACOLA, FL. 32506
(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 8 22875
On at approximately 11:30 AM an

interview was conducted with the facilify's
Building Manager. She verified that Staff A, Staff
B, and Staff C have not completed the ADRD
training and she was not aware the staff needed
that.

Class il
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Initiat Coraments

An unannounced Initial Re-Licensure, Emergency

i Controt, and i
investigation survey (Complaint numbers:
2025010382, 2025009122, 2025010115,
2025000381, and 2025006717) was conducted at
Emerald Gardens Properties, LLC, an Assisted
Living Facility in Pensacoia, FL. on .
Deficiencies were identified at the time of survey.
In addition, this facility was found to be operating
as an Assisted Living Facility at 1012 North 72nd
Ave, Pensacola, FL without the required ficense
on . A Notice of Unlicensed Activity was
delivered at the time of the visit.

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

429.26

{5) Each resident must have been examined by a
ficensed physician, a ficensed 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 5. 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

AQ00

A008
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facility and must be used only as an informative
too! 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
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 mentat
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical sociat worker, or
L. 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 completed upon discharge from a
state mental hospital meets the requirements of
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this related to i 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 Famities 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 personnel
shall explain to the facility operator any speciat
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

assistanice.

59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission 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
admission to a facility pursuant to Section
428.26(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 daily fiving,
3. Any nursing or
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and

., services required by the
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whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of .

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

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

8. The date of the examination, and the name,
sighature, 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 online at:
hitp:s 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. i the health care practitioner's form does not
include alt the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, ther 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 cobtained
and docurmented 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
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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,
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 heaith 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 R . to be
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 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 regutar
admission.

This Statute or Rute is not met as evidenced by:
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Continued From page 5

Based on record review and interview, the facility
failed to ensure a health assessment was
completed within 30 days of admission for 1 of 2
sampled health assessments. (Resident #4)

The findings include:

Areview of Resident #4's record revealed an
admission date of . The initial Resident
Health Assessment showed a completion date of

On at approximately 10:00 AM, an
interview was conducted with the facility's
Building Manager, who confirmed Resident #4
was admitted on and her heaith
assessment was completed on . The
Building Manager was unable 1o locate a health
assessment for Resident #4 that was completed
prior to or within 30 days of admission.

Class il

429.176 FS; 420.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

429,176 Notice of change of administrator.-If,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 429.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requiremsents.

A008

AQT7
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429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faiture 1o do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS, Every facility must be

under the supervision of an administrator who Is

responsible for the operation and maintenance of

the facifity including the management of afl staff

and the provision of appropriate care to all

residents as required by chapters 408, part i}

429, part i, F.8., and rule chapter §9A-35, F.A.C.,

and this rule chapter.

{a) An administrator must:

1. Beatleast “

2. if employed on or after

have, at a minimum, a high school diploma or

GED.;

3. Be in compliance with Level 2 background

screening requirements pursuant to sections

408.809 and 420.174, F.8.;

4, Complete the core training and core

competency test requirements pursuant to rule

B59A-36.011, F.A.C,, no later than 30 days after

becoming employed as a facility administrator.

Administrators who attended core training prior to
, are not required to take the

competency test unless specified elsewhere in
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this rule; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, FA.C.

ors who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facifity administrator, the
agency may permit an individual who otherwise
has not satisfied the fraining requirements of
subparagraph {1)(a)4. of this rule, to temporarily
serve as the facility administrator for a pericd not
o exceed 80 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC.; and,
2. Complete all additional training requirements if
the facility maintains icensure as an extended
congregate care or limited mental heaith facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility, However, an

g 8 i of three
assisted living facllmes each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers 1o
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
i and continuing educati
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requirements as an administrator pursuant to
paragraph {1){(a) of this rule. Managers who
attended the core training program prior to

, are not required to take the
competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided. in paragraph {1){c} of this rue, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.8., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , which
is i by d ilable online
at:

hitpy/Avww firules. .asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on staff interview and record review, the
facility failed to notify the Agency for Health Care
Administration {AHCA) of the Change of
Administrator within 10 days.

The findings include:

On , a review of the facifity employee
roster in the online Clearinghouse Screening
Management System revealed the Facility
Administrator listed to be the previous
administrator. {Photographic evidence obtained)

On at approximately 3:00 PM, an
interview was conducted with the Administrator.
She confirmed she was hired on as
administrator of the facility. The Administrator
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stated she did not know the Clearinghouse
Screening Management system did not list her as
the administrator.
Class il
A081 428.52(1 & 7) FS; 58A-36.011( ) FAC Training A081
$8=0 | - Staff In-Service

42852

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation 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
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mentat heaith facility
under s. 429.075 is exernpt 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 crientation 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
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orientation are not required fo be repeated during
inservice training. A single certificate of
completion that covers all required inservice
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
living 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.

{¢) 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 to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
Dby the facility.

{3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shaif 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 facifity
sanitation procedures, before providing personal
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care to residents. The facility must use its
control policies and procedures when

offering this fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating 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 o residents, who
have not taken the core training program, shalf
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 N
neglect, and | . The facility must use its

prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rute 59A-8.0095,
F.AC., must receive 3 hours of in-service fraining
within 30 days of employment 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 empioyment in safe food
handling practices.
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{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 record review and interview, the facility
failed to ensure documentation was present

i fon of preservi i i
and the facility's resident elopement policies and
procedures for 2 of 4 sampled staff. (Staff B and
<)

The findings include:

Areview of personnel records revealed Staff B, a
Patient Care Assistant { } with a hire date of
and Staff C, a with & hire date of
had no documentation confirming
completion of preservice orientation or the
facility's resident elopement poficies and
procedures.

On at approximately 11:30 AM, an
interview was conducted with the facility's
Building Manager, who confirmed Staff B and
Staff C did not have documentation for
completion of preservice orientation or the
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procedures.
Class #
A082 59A-36.011(4) FAC Training -/ A082
88=D

“)

[ ). Pursuant to section
381.0035, F.S,, all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S, New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
mairtained in accordance with subsection {12), of
this rule.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure completion of
(  YAcguired
.. ) training for 2
of 4 sampled staff. (Staff B and C)

The findings include:

A review of personnel records revealed Staff B, a
Patient Care Assistant { } with a hire date of
and Staff C, a with a hire date of
revealed no documentation for
completion of / training.

On at approximately 11:30 AM, an
interview was conducted with the facility's
Building Manager who confirmed Staff B and
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(5) FIRST AID AND

{ ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all imes.
{a) Documentation that the staff member possess
current certification that requires the student
{o demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is jted by the Commission on jtati
for Pre-Hospital Continuing Education satisfies
this requirement.
{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part i, F.$,, shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure 2 of 3 staff
reviewed for { . . N
an emergency procedure used when someone’s

or breathing has stopped) received
approved training and first aid training. (Staff
Band C)
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Staff C did not have documentation for
completion of 7 training.
Class #ll
A 083 59A-36.011(5) FAC Training - First Aid and A083
88=D

AHCA Form 3020-0001

STATE FORM

sxxat

I contingation sheat 15 of 40




PRINTED: 02/24/2028

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
AL11967671 B WING 08/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1012 N 72 AVENUE
EMERALD GARDENS PROPERTIES, LLC
PENSACOLA, FL. 32506
(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)
A083! Continued From page 15 A083

The findings include:

On at approximately 2:30 PM, an
observation was made of Staff B working the 3:00
PMto 11:00 PM shift at the facility.

On at approximately 9:15 AM, an
observation was made of Staff C working
abbreviated hours on the 7:00 AM to 3:00 PM
shift at the facility.

A review of personnel records revealed Staff B, a
Patient Care Assistant { ), received a
certification on from an online course
that did not require the staff to demonstrate in
person the ability to perform . The

certificate was issued by National

Foundation which, per their website, is an online
course that provides an online test. No
docurmentation of first aid training was found,

A review of personnel records revealed Staff C, a
, received a certification on
from an online course that did not require the
staff to demonstrate in person the ability to
perform . The certificate was issued by
Nationa} Foundation which, per their
website, is an online course that provides an
onfine test. No docurnentation of first aid training
was found.

On at approximately 11:30 AM, an
interview was conducted with the facility's
Building Manager who confirmed Staff B and

Staff C received training from an online
course and no in-person demonstration of their
ability to perform was required. The Building

Manager also confirmed Staff B and C did not
have documentation of First Aid training and Staff
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B and C are on the current schedule to work at
the facility. The Building Manager did not confirm
if all other scheduled employees received the

correct and first aid training.
Class il
AD93 59A-36.012(2) FAC Food Service ~ Dietary A093

88=F | Standards

{2) DIETARY STANDARDS,
{a) The meals provided by the assisted living
facifity 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:/Awww firules.org/Gateway/reference.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, 2019, which are
incorporated by reference and available for
review at:

od.nih.gov/t ion/Dietary_
Reference_lIntakes.aspx. Therapeutic dists 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 to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
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ficensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and inciude 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 or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
comparabie nutritionat 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
week 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
1o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal 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 fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items 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
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1o 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 meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to 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 must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all 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 facility has
with residents to serve, must be on

at all times. 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 facllity 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 observation, interviews, and record
review, the facility failed to provide attractive and
palatable meals. They also failed to provide and
maintain regular and therapeutic menus with
portion size for six months. Additionally, they
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failed to have a Registered Dietitian, licensed
nutritionist or registered dietary technician
conduct an annual review of the menus in use by
the facility. The facllity also failed to provide
medically ordered diets for 3 residents observed,
{Resident #7, #15, and #17)

The findings include:

On , an observation of lunch was
conducted from approximately 11:35 AM to 12:20
PM in the main dining room. During the
observation of dining, it was noticed that only the
daily menu was posted.

On . at approximately 11:45 AM,
Resident #6 was interviewed. She stated her taco
meat is hard and burnt. Resident #6 picked up a
piece of taco meat, rofling and squeezing it
betweenindex  and thumb to demonstrate
its hardness. The meat did not change form and
was dark brown. Resident # 6 stated she could
not eat the meat and ate around it. Resident #6
stated she had to provide her own spoon
because the facility has no spoons, and she
removed a spoon from her clothing pocket.

An interview was then performed with Resident
#9 and Resident #8, who sat at the same table.
Each resident complained about their meals.
Resident # 9 complained about the taco meat,
stating the taco meat is hard as a rock. She
further stated, "This meat is and hard; |
can't eat this." She stated she did not like the
substitute offered, explaining, "it is usually a
sandwich, and | don't want a sandwich. The food
is horrible here.” Resident #8 took a bite of his
taco salad and pushed himself from the table.
‘When asked if something was wrong with his
food, Resident #8 stated, "l can't eat that. The
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meat is hard. The food is terrible here.
Sometimes it is so spicy, and t can't eat it. Today,
it's just burnt, and | can't eat that." When asked
if could get a substitute, Resident #8 replied, "
want tea, and to go fo my room."

On at approximately 9:50 AM, an
interview was conducted with the Kitchen
Manager (KM). The KM stated she has worked
at the facility for approximately seven months and
recently became a certified kitchen manager.
The KM stated she did not have access to
dietitian-approved menus, and she is creafing her
own menus. She further stated that the current
Administrator recently starled saving menus, but
they never saved them before. She stated they
do not post weekly menu or have a substitution
list, or portions sizes included on the menu. She
stated the closing person posts the menu for the
next day before they leave. The KM confirmed
the facility does not have any spoons for the
residents to use, She states the administrator
told her they have been ordered but she does not
know when they will arrive. She further confirmed
the facility ran out of food, and some residents did
recelve a meal in the past, but the new
administrator created a log and hefore 2nds are
given, they check with the Patient Care Assistants
on every hall to make sure everyone has eaten,
refused, or they are eating out.

On at 1:00 pm, during an interview
conducted with the Administrator as part of the
food services review, it was revealed that the
facility does not employ a registered dietitian.
Menus lacked the signature of a Register
Dietitian, and menus did not match the menu
posted, Additional menus did not include any
therapeutic diets, and all diets were not reviewed
annually by a ficensed or registered dietitian, a
ficensed nutritionist, or a registered
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technician, No substitution meals or portion sizes
were indicated on the menu.

Per record review Resident # 15 has orders fora
non-concentrated sweet diet. Resident # 17 has
orders for a diet. During the meal
observation, both residents received the same
diet as the other residents.

During an interview with Resident #7, he stated
he had a history of three and has trouble
swallowing. He reported that the food is not easy
o chew and is difficult to swallow. He stated this
concern has been reported to the Administrator,
though no action has been taken. Areview of
Resident #7's record revealed a regular diet order
with regular consistency.

During a tour on at approximately 8:00
am with the Administrator, observations of the
kitchen ceiling revealed humidity damage, with
bubbling paint. Flies were present in the kitchen,
dirty dishes were observed in the sink, and
additional dishes were scattered across counters.
The kitchen floor was dirty, with food particles,
used towels, and other debris observed.
Refrigerators that stored residents’ food did not
have temperature logs; the built in thermometer
showed the refrigerators temperature at 43
degrees. The Kitchen Manager (KM) stated she
did not keep temperature logs and did not know
she was expected to. Two freezers displayed
blinking temperature warnings, "E". There were
observations of the KM handiing meat and other
food without wearing gloves while food was being
prepared for lunch.

Class il

A093
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$8=F | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities rmust;

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

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

or sleeping area must have at least the following

furnishings:

1. Aclean, comforteble bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personat effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) 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
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be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility falled to provide a safe,
clean and comfortable living environment related
to numerous environmental concerns.

The findings include:

On approximately at 8:30 a
walkthrough of the facility with the Administrator
was performed. The following issues were
identified:
Missing pieces of baseboards were covered with
wide black tape.
A black-cotored film was present on the
baseboards.
In the main dining room area, in the 100 haliways,
the ice dispenser a thick layer of grayish, gel-like
substance and food particles on ice machine's
drip pans.
The medication carts on the 100 haliways had
compartments with moisture and grayish particles
resembling dust. Hairpins were placed alongside
cups, which were positions upside down and
ready to dispense water and medications to
residents.
The front door and courtyard awning were
compromised, ibiting signif
damage. (Photographic evidence obtained)
Observations in the bathroom in the 300 hallway
revealed wall paint peeling with exposed
sheetrock, uncovered electrical outlets located on
the right wall at the entrance, a corner of the wall
with an exposed metal corner.
The shower area wall has a broken wali cover,
The ceiling air vent showed black film and visible
oxidations spots. (Photographic evidence
obtained)
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Three bathrooms located on the 100, 200 and
300 hallways were out of order, All 3 bathrooms
have peeling paint with exposed sheetrock. An
interview conducted with Resident #5, who stated
she has to go to the 200-hallway bathroom to
bathe and use the tollet, since the 100 hallway
she is on has only one bathroom available. He
stated five other male residents also use the
100-hallway bathroom, and it was consistently
dirty. Resident #5 further reported that the toilets
in the 100 haliways always smelled like sewage.
She stated she recently received a doorknob for
her room but cannot lock it. If she locks the door
when leaving, she cannot open it upon retuming.
She requested a lockable doorknob because
another resident entered her room without
permission, seen her unciothed and causing her
to feel unsafe.

Observation of the Laundry room: The laundry
room contained a rectangutar light fixture without
a cover and exposed electrical wires, The dryer
lint drawer compartment had a thick layer of lint
built up on its walls. Alint brush was lying on the
floor between the dryer and the wall.also covered
with fint. Between the washer and dryer, a table
held chemicals, beneath the table a pile of dirty
clothing, and dirty floor was observed
{Photographic evidence obtained). The closet
where clean clothes are kept was missing a door.
A metal rack with the wet mops was located near
the clean linen storage. 3 Large black garbage
bags filled with clothes, which the Administrator
stated were donated, were on the floor. The floor
was dirty, with brown spots, two

cockroaches, and one live cockroach.
{Photographic evidence obtained)
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59A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed ptan ("plan”) to serve as
a 1o its Compr '

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{&) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be
equipped to ensure alr termperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely af all imes and thatis
appropriate for resident care needs and iife safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes aliowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
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monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacueses when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(8), F.A.C., are met. The plan shait
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
local zoning and the Florida Building Code.

3. Each assisted living facifity is unique in size;
the types of care provided; the physical.and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power. The
pian shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted fiving facilities located on a single
campus with other facilities under common
ownership, may share fuel, aiternative power
resources, and resident space available on the
campus f such resources are sufficient to
support the requirements of each facility's
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residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

©. A muitistory facility, whose comprehensive
emergency management plan is to move
residents to a higher fioor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours after the
{oss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuet source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a ficensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an area ina
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {96} hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements
under this rule.
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4. ¥ jocal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary o
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
monoxide atarm.
{2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.
{b) Each existing assisted living facility that

any additions, i i
alterations, refurbishment, renovations or

ion that require mc of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county smergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical-address for review by a legally
authorized entity, If the plan is maintained in an
electronic format, assisted living facility staff must
be readity available to access and produce the
plan. For purposes of this section, “readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
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{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shail submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.
{c) The assisted living facifity shall submita
consumer-friendly summary of the emergency
power pian to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within fen
{10} business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN,
(a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
. have implemented the plan
required under this rule.
{b) Each new assisted living facility shail
implement the plan required under this rule prior
o obtaining a license,
{c) Existing assisted living faciities that undergo
any additions, modifications, alterations,

i , renovations or rec ion that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall impiement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.

(5) POLICIES AND PROCEDURES.

{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fus!
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required for the operation of the alternate power
source. The procedures shalf ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of emergency, specifically, a description of
the methods to be used to mitigate the potential
for heat related injury including:

1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of icil requiring i {

3. Wellness checks by assisted living facility staff
to monitor for signs of and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shall maintain the
writien policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an efectronic format, assisted
living facility staff must be readily available o
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
irmmediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily avaitable for inspection by each resident;
each resident’s legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
law.

{6) REVOCATION OF LICENSE, FINES OR
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SANCTIONS., For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S_, including, but
not limited to, license revocation, ficense

fon, and the i ition of inis

fines.
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN,
{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.
{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comprehensive emergency management plan.
{8) NOTIFICATION,
{a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless

ission for ic c ication has
been granted, each resident and the resident's
iegal representative:
1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annual submissions and approvals of the plan
do not require notification to residents or their
jegal i uniess a signifi
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.
{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an i
format, facility staff must be readily available to
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access and produce the notifications. For
purposes of this section, "readily available”™
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to acquire and
maintain onsite a sufficient alternative power
source o ensure the facility will be equipped fo
ensure air temperatures will be
maintained at or below 81 degrees.

The findings include:

On at approximately 12:30 PM, an
observation of the faciiity's three fixed generators
was conducted with the Administrator and Office
Manager (OM). Only two of the three generators
were operational.

On at approximately 1:00 PM, an
interview was conducted with the Office Manager.
She stated she turns on the generator every
weekend, and stated the generator was working
when she last checked it on . The OM
presented a log titled, "Monthly Generator
Check". The log contained four dates:
" Run Time: 3:00 PM, Loaded: Y;

Run Time: 5:30 PM, Loaded: Y;

Run Time: 4:16 PM, Loaded: Y;

Run Time: State, Loaded: 2 ran, Big one
did not."

On at approximately 11:00 AM, an
interview was conducted with the Administrator.
The Administrater stated the non-working
generator needs a new battery and they are in
process of getting one. The Administrator stated
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that she did not have any maintenance logs or
records of generator maintenance service and
added she is in the process of creating a
generator policy. The adminisirator confirmed alt
three generators required to cool the building.

Class #Hl

AL241 420.075(  ); 59A-36.020(2) FAC LMH - Records
$8=D
429.075
{3) A facility that has a limited mental health
ficense must:
{a) Have a copy of each mental health resident's
community fiving support plan and the

agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the s agreement was sent to
the Medicaid managed care plan or managing.
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support pian and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sert to the department within 72 hours after
admission.
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have & lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident's

A200

AL241
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community living support plan.

{4) A facility that has a limited mental health
ficense may enter into a ; agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental beaith provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for alt mental health
residents. The admission and discharge fog
required in rule 59A-36.015, F.A.C., satisfies this
condition provided that all mental health residents
are clearly identified.

{h) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC,

{c) Resident records must include:

1. Documentation, provided by a mental heatth
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security . or supplemental security
income and as
follows:

a. An affirmative staternent on the Alternate Care
Certification for | ..

{ ) form, CF-ES 1008, , which is
hereby incorporated by reference and available
for review at:

hitp: firules. .asp?No
=Ref-03988, that the resident is receiving SSi.or
88Dl due to a mental .

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11967671 B.WING 08/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
1012 N 72 AVENUE
EMERALD GARDENS PROPERTIES, LLC
PENSACOLA, FL 32506
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
AL241} Continued From page 34 AL241

AHCA Form 3020-0001

STATE FORM

sxxat

I contingation sheat 35 of 40




PRINTED: 02/24/2028

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
AL11967671 B WING 08/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1012 N 72 AVENUE
EMERALD GARDENS PROPERTIES, LLC
PENSACOLA, FL. 32506
(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)
AL241} Continued From page 35 AL241

b, Written verification provided by the Social
Security Administration that the resident is
receiving 88t or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a refease
from the resident permitting the Social Secunty

ion to provide such i , or
c. A written statement from the resident’s case
manager of other mental heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:
{I) The resident is eligible for, is receiving, or has
received mental health services within the last §
years, or
{11 The resident has been diagnosed as having a
severe or persistent mentat
2. An appropriate placement assessmem
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, | nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
[(1e! Alternate Care Certification for

{ ) form,

CF-ES Form 1008,

{1 Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it

AHCA Form 3020-0001

STATE FORM

sxxat

1 contingation sheat 36 of 40



PRINTED: 02/24/2028

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
AL11967671 B WING 08/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1012 N 72 AVENUE
EMERALD GARDENS PROPERTIES, LLC
PENSACOLA, FL. 32506
(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)
AL241; Continued From page 36 AL241

contains a statermnent that the individual is
appropriate to live in an assisted fiving facility, or
{111) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mentat health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment, However, a
break in a resident's residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to five
in the assisted living facility and the community,
b. Includes the clinical mental health services to
be provided by the mentat health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

. includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental health case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,

d. includes the of the facility to
facilitate and assist the resident in attending

and arranging transportation to

. for the services and activities
identified in the plan that have been provided or
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arranged for by the resident's mental heaith care
provider or case manager,

e. includes a description of other services to be
provided or arranged by the facility,

1. Includes a list of factors pertinent {o the care,
safety, and wetfare of the mental health resident
and a description of the signs and symptoms

, to the resident that indicate the
immediate need for professional mental heatth
services,

g. Is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facifity
administrator or manager and a copy placed in
the resident's file. if the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,

. is updated at least annually or if there is a
significant change in the resident's behavioral
health,

i, include the . Agreement
described in subparagraph (2)(c)4. If included,
the mental health care provider must also sign
the plan; and,

. Must be available for inspection to those who
have legal authority to review the document.

. .\ Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental heaith resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency ciisis telephone
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number;

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.8.;

c. , cover ali menial health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation wili 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 appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person fo whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on staff interview and record review, the
facility failed to maintain an up-to-date admission
and discharge logs containing the names and
dates of admission and discharge for ali residents
with mental health diagnoses for 1 of 1 residents
sampled for Limited Mental Health (LMH}
residents. {Resident #1)

The findings include:

On , Resident #1's record revealed she

was admitted on with a diagnosis of
., type and

unspecified . Resident#1's

record revealed the resident receives LMH
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services with a Resident Community Living
Support plan dated

The facility was asked to provide the
admission/discharge log for limited mental health
{LMH) on entry to the facility. A review of the
admission/discharge log revealed no residents on
the log were identified as receiving LMH services,
including Resident #1.

On at approximately 11:00 AM, an
interview and review of the admission and
discharge log was conducted with the
Administrator. The Administrator reviewed the
{og and confirmed that Resident #1 was not on
the facility admission and discharge log or the
census. The Administrator stated she did not
have a list of residents who receive LMH services
when asked to provide a list of all residents who
receive LMH services. The Administrator stated
she does not have a Limited Health Services
Palicy, but she is working on writing one.

Class il
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