Agency for Healih Care Administration

PRINTED: 03/10/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11665506

(X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
A BUILDING:

BWING

COMPLETED

03/03/2026

HAINES MANOR ALF

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
301 SOUTH 10TH STREET
HAINES CITY, FL. 33844

o) iD SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
™G

PROVIDER'S PLAN OF CORRECTION (X8
{EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEUE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

22814, 435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2)(b) Until such time as the |, | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than 80
days from a position that requires screening by a
specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . , or 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 returns to a position for which
screening is conducted by a qualified entity.

{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 . , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial 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
initiat status or after a change in the person ‘s
status has been made.

22814
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(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 ot
potential employee or a person with a current or
potential affillation with a qualified entity for
electronic | | submission to the
Department of Law Enforcement. The registration
must inciude the person ' s full first name, middle
initial, and last name; soctal security number; date
of birth; malling address; s and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to update the Agency for Healthcare

Roster (BGS) with changes in employment status
for one (Staff Q) of four sampled employees.

Findings included:

Arecord review of the facility's background
screening roster revealed Staff Q (unlicensed
medication technician) was not on the facility
roster. Staff Q was hired on

In an interview conducted on at 12:58
p.m. the Assistant Administrator confirmed Staff Q
was not on the facility's background screening
roster.

Photographic evidence obtained.
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27815 408.809(1)}  ); 435.02(2); 435.06 FS Background
Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Level 2 background screening pursuant fo
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

{a) The licensee, if an individual,

{b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider,

{c) The financial officer or similarly titled individual
who is responsible for the financial operation of the
ficensee ot provider.

{d) Any person who is a confrolling interest.

{e) Any person, as required by authorizing
statutes, seeking empioyment with a ficensee or
provider who is expected to, or whose
responsibilities may require him or her fo, provide
personal care or services directly to clients or have
access to client funds, personal property, or living
areas; and any person, as required by authorizing
statutes, _ with a licensee or provider
whose responsibilities require him or her o provide
personal care or personat services directly to
clients, or . with a licensee or provider
o work 20 hours a week or more who will have
access to client funds, personal property, or living
areas. Evidence of contractor screening may be
retained by the contractor's employer or the
licensee.

AHCA Form 3020-0001
STATE FORM

o

QIZH1

f continuation sheet 3 of 10



PRINTED: 03/10/2026

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11965596 B WING 03/03/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
301 SOUTH 10TH STREET
HAINES MANOR ALF
HAINES CITY, FL 33844
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES (v PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE o
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
22815 Continued From page 3 22815

)AL must be provided in electronic
format. Screening results shall be reviewed by the
agency with respect to the offenses specified in s.
435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in 5. 435.04,
ail persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awalting final
disposition for, must not have been found guilty of,
regardless of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
foliowing offenses or any similar offense of another
jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c) Section 409.820, refating to Medicaid provider
fraud.

{d) Section 409,9201, relating to Medicaid fraud.
{e) Section 741.28, relating fo domestic violence.
({f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 784.03, relating fo battery, if the victim
isa adult as defined ins. 415,102 0ra
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.
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(h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.
(1) Section 817.234, relating fo false and fraudulent
insurance claims.
(i) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.
(k) Section 817.50, relating to fraudulently
obtaining goods or services from a heaith care
provider.
{1) Section 817.505, relating fo patient brokering.
{m) Section 817.568, relating to criminat use of
personai identification information.
{n) Section 817.60, refating to obtaining a credit
card through fraudutent means.
{0) Section 817.61, refating fo fraudulent use of
credit cards, if the offense was a felony.
{p) Section 831.01, relating to forgery.
{g) Section 831.02, relating to uttering forged
instruments.
{r) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.
{s) Section 831.08, relating to uttering forged bank
bills, checks, drafts, or promissory notes,
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.
{u) Section 831.31, relating fo the sale,

facture, delivery, or ion with the
intent to sell, manufacture, or defiver any
counterfeit controlled substance, if the offense was
a felony.
{v) Section 895.03, relating to racketeering and
collection of unfawful debts.
{w} Section 896,101, relating to the Florida Money
Laundering Act.
If, upon rescreening, a person who is currently
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employed or with a licensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties untit the
ficensing agency renders a decision on the
application for exemption if the person is efigible to
apply for an exemption and the exemption request
is received by the agency no later than 30 days
after receipt of the rescreening resuits by the
person.

(5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shalt establish a schedule of fees to
cover the costs of screening.

{6)(a) As provided in chapter 435, the agency may
grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professionatl license or
certification from the Department of Health; or

2. Has an active professional license or
certification from the Department of Health but is.
not providing a service within the scope of that
license or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseff if there is no board, may
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grant an exemption from disqualification o a
person who s subject to this section and who has
received a professionat license or certification from
the Department of Health or a regulatory board
within that department and that person is providing
a service within the scope of his or her ficensed or
certified practice.

{7) The agency and the Department of Health may
adopt rutes pursuant fo ss. 120.536(1) and. 120.54
to implement this section, chapter 435, and
authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining pursuantto s.
943.05(2).

{8) There is no reemployment assistance or other
monetary liability on the part of, and.no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has fifed for an
exemption with the Department of Health or the
agency.

435.06 Exctusion from employment.-
{1) if an employer or agency has reasonable cause
1o believe that grounds exist for the denial or
ination of of any asa
result of background screening, it shall notify the
employee in writing, stating the specific record
that indicates noncompliance with the standards
in this chapter. itis the responsibility of the
affected employee to contest his or her
di i or to request fon from
disqualification. The only basis for contesting the
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disquatification is proof of mistaken identity.

{2)(a) An employer may not hire, select, or
otherwise aflow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is

completed and demonstrates the absence of any
grounds for the denial or termination of
employment, if the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select, or
otherwise ailow the employee to have contact with
any person that would place the
employee in a role that requires background
screening urless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

(o) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is stilf eligible for employment under this
chapter.

{c) The employer must terminate the employrent
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position for
which background screening is not required unless
the employee is granted an exemption from
disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening before
the employee completes the screening process for
training and orientation purposes, However, the
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employee may not have direct contact with
persons until the screening process is
and the that
he or she exhibits no behaviors that warrant the
denial or termination of employment.
{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.
{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense fisted under this chapter,
terminates the person against whom the report
was Issued or who was , regardless of
whether or not that person has fited for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee™ means any person required by law
10 be screened pursuant to this chapter, including,
but not limited to, persons who are contractors,
licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record review
the facility failed to ensure employees had proof of
an eligible Level 2 background screening for an
employee responsible for providing personal care
and services directly to residents, for one {Staff Q)
of four sample employees.

Findings included:
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Arecord review of the employee file for Staff Q
{unlicensed medication technician) revealed no
eligible level i background screening on file. Staff
Q was hired on .

Avrecord review of the facility’s schedule revealed
Staff Q was scheduled to work the night shift
Tuesday, and from 11:00
pm.-7:15am.

In a review of the Agency for Healthcare
Administration Background Screening website for
Staff Q, conducted on , there was no
background screening record found.

In an interview conducted on at 1208
pm the Assistant Administrator confirmed Staff Q
did not have a background check and was taken
off that night's schedule.

Unclassified
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AG00; Initiat Comments

A complaint investigation (#2025018169 and
#2026002627) was conducted at Haines Manor

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

A Class | deficiency was found at Tag A0025.

A Class | deficiency is a deficiency that the
agency determines presents a situation in which
immediate cotrective action is necessary because
the facility's noncompliance has caused, oris
likely to cause, serious injury, harm, | |
or to a resident receiving care in a facility.

Haines Manor ALF failed to provide adequate
personal supervision and oversight required for
each resident, to include awareness of general
health, safety, and well-being to prevent
elopements.

The Class | noncompliance began on

The facility's Assistant Administrator was notified
of the Class | noncompliance on at
4:20 p.m.

The census at the start of the survey was 87,

The following is a description of the deficiencies
found at the time of the visit.

A00B 420.26( ) FS; 59A-36.006(2) FAC Admissions ~
S5=D. Health Assessment

429.26
{5) Each resident must have been examined by a
licensed physician, a licensed physician

AQ00

A008
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assistant, or a licensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must be
recorded on the practitioner's form or on a form
adopted by agency rule. The medical examination
form, signed only by the practitioner, must be
submitted to the owner or administrator of the
faciity, who shalt 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 medicat
examination form may only be used to record the
practitioner's direct observation of the patient at
the time of examination and must include the
patient's medical history. Such form does not
guarantee admission to, continued residency in, or
the delivery of services at the facility and must be
used only as an informative tool to assist in the
ion of the appropri 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 assessment that has been
through the Cc i

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

i for a medicat ination under this
subsection and s. 429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical. personnel within
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30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency. The
completed form must accompany the resident and
be submitted to the facility owner or administrator.
Additionally, in the case of a mental health
resident, the Department of Children and Families
must provide documentation that the individuat has
been assessed by a psychiatrist, clinical
psychologist, clinical social worker, or, |,
nurse, or an individual who is supervised by one of
these professionals, and determined to be
appropriate to reside in an assisted fiving facility.
The documentation must be in the facility within
30 days after the mental health resident has been
admitted to the facility. An evaluation compieted
upon discharge from a state mental hospital
meets the requirements of this subsection related
o appropriateness for placement as a mental
health resident provided that it was completed
within 80 days prior to admission to the facility.
The Department of Children and Families shalt
provide to the facility administrator any information
about the resident which would help the

i or meet his or her ibifities under
subsection (1). Further, Department of Children
and Families personnel shall explain to the facility
operator any special needs of the resident and
advise the operator whom o 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 | o
require such assistance.
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59A-36.008

(2} HEALTH ASSESSMENT. As part of the

adrnission criteria, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph {a} or (b) of this subsection.

(a) A medical examination completed within 60

days before or within 30 days after the individual's

adrmission to a facility pursuant to Section

429.26(5), F.8. The examination must address the

following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the activities

of dally living,

3. Any nursing or , . services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

.. N or any cther
communicable , which are fikely to be
transraitted to other residents or staff,

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

8. The date of the examination, and the name,
signature, address, telephone number, and license
nurmber of the examining health care practitioner.
{b) When a health care practitioner conducts a
medical examination, the examination must be
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recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for

Assisted Living Facilities, | , which is
incorporated by reference and available onfine at:
hitpy w.firules. .asp?No=

Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. i the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Forrm 1823 is not completed fully,
then the omitted items may be obtained by the
administrator or designee either orally or in writing
from the health care practitioner. The missing or
omitted information must be obtained and
documented in the resident's record within 30
days after the resident's admission to the facifity.
2. Omitted or missing information received oraily
must include the narme of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided,

{¢) Medical examinations of residents placed by
the department, by the Department of Children and
Families, or by an agency under contract with
elther department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph {b).
{d) An assessment that has been conducted
through the Comprehensive, Assessment, Review
and Evaluation for Long-Term Care Services
{CARES) program may be substituted for the
medical examination requirements of Section
428.28, F.8. and this rule.

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

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

Form, for residents who do not
wish . . to be
administered in the case of or .

{f) A resident placed in a facllity on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and counted
in the facility census. A facility may not exceed its
ficensed capacity in order to accept such a
resident. A medical examination must be
conducted on any temporary erergency
ptacement resident accepted for regular
adrmission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure health assessment forms were
complete and included all required information for
two {Resident #10 and #11)of three sampled
residents.

Findings included:

A record review for Resident #9, conducted on
, revealed Resident #9 was admitted on
. Resident #9's heaith assessment form
was dated , was documented on the
form and had no diagnoses

AHCA Form 3020-0001
STATE FORM

o

QIZH1

f continuation sheet 8 of 25



Agency for Healih Care Administration

PRINTED: 03/10/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11665506

(X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY

A BUILDING:

BWING

COMPLETED

03/03/2026

HAINES MANOR ALF

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
301 SOUTH 10TH STREET
HAINES CITY, FL. 33844

o) iD SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
™G

PROVIDER'S PLAN OF CORRECTION (X8
{EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEUE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

A008! Continued From page 6

do . There was no risk
assessment identified and noted Resident #9
required 24/7 nursing or, supervision.

A record review for Resident #10, conducted on

, revealed Resident #10 was admitted
on - Resident #10 was admitted to
hospice on . Resident #10's health
assessment form was dated and was
not updated when Resident #10 was admitted into
hospice services.

During an interview on at 1:45 p.m. the
Assistant Administrator agreed Resident #9's
health assessment form was not on the required

. form, The Assistant Administrator
agreed there were no diagnoses or no elopement
risk documented, and noted Resident #9 needed
24{7 nursing or |, care. The Assistant
Administrator agreed Resident #10 did not geta
new health assessment form when Resident #10
was admitted into hospice services.

Class il

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care -
$8=J| supervision

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

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

A008

A025
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an underlying condition is determined to exist, the
facility must notify the resident’s representative or
designee of the need for heaith care services and
must assist in making for the

necessary care and services to treat the condition.

If the resident does not have a representative or
designee or if the resident's representative or
designee cannot be located or is unresponsive,
the facility shall arrange with the appropriate
health care provider for the necessary care and
services to treat the condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facifities must offer personat
supetvision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC,

{p) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical-and emotional well-being of the resident.
{¢) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.
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(f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of additionat
services.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and interview,
the facility failed to provide the personal
supervision and general oversight required for each
resident, to include awareness of general health,
safety, and physical well-being for one {Resident
#8) of 87 residents at risk for elopement.

The facility's inaction to provide appropriate care
and services to Resident #8 placed Resident #8 in
imminent harm which resulted in an elopement,
where Resident #8 had still not been located.

Findings included:

In an interview conducted on at o1
a.m. the Weliness Director provided a census. The
Wellness Director stated Resident #8 was not in
the building and has been missing for
approximately two weeks.

In an interview conducted on at 9:50
a.m. the Assistant Administrator said they were
notified by the Wellness Director on at

approximately 8:00 a.m.-8:30 a.m. that Resident
#8 was missing, and the Assistant Administrator
informed the Weliness Director to contact law
enforcement.

A record review revealed Resident #8 had an
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admission note that reflected Resident #8 was
admitted on with a diagnosis of

s . retention and withdrawal
and was under guardianship. Resident #8's
Agengy for Healthcare Resident Health
Assessment (1823) dated revealed
diagnoses of N R
and . retentionwitha or behavioral
status of , and physical or sensory
limitations marked as "assistance needed.”
Additionally, nursing/ . freatment
requirements was marked as "nurse supervision
medication administration.” Activities of daily living
were marked as supervision required except for
eating which was marked as independent.
Furthermore, Resident #8 was marked as needing
assistance with self-administration of medication
and "no" was marked for the elopement risk.
response.

Arecord review of the facility's self-reported

incident dated revealed staff reported
to administration ort that Resident #8
left the facility on and was viewed on
facility cameras exiting the facility's front door at
8:35 a.m. on , did not sign out, and law

enforcement were notified.

Arecord review of Resident #8's medication
observation record (MOR) for .
revealed all medications with the exception of
was given through

and were marked not given with an
exception of “awaiting medication delivery™.

In an interview conducted on at 12:05
p.m. Resident #8's Guardian revealed a neighbor of
the facility asked the inis 1o keep
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Resident #8 away as Resident # 8 had made a
pallet at the house by the door and it was outside
the neighbor's daughter's window, The Guardian
said the Administrator said they were going to
keep an , on Resident #8 and implement a
buddy system, but Resxdent #8 came up musslng

before that . the
said Resident #8 told the faciiity Resident #8 was
not getting medication on and that

Resident #8 had no insurance or money to pay for
anything. The Guardian said the Administrator felt
the medication issue could be the reason for the
behaviors that started in .. Additionally, the
Guardian sald Resident #8 was deemed

. but it was okay for Resident #8 to
Ieave the facxllty and the behaviors exhibited at the
neighbor of the facility's house had also started in

. Furthermore, the Guardian said

Resujent #8 mmally was admitted to the locked
unit but had "graduated" and had done very well in
the unlocked assisted living unit for the past two
years,

In an interview conducted on at 10:49
a.m. Staff J said Resident #8 did not sign out
when leaving on and was seen on the
facility's camera looking around and walking

and forth by the office before leaving through the

front door.

In an interview conducted on at 11:29
a.m. Staff A said resident #8 was missing during
9:00 a.m, rounds on and did not sign

out of the facility. Additionally, Staff A said the
facility owner said the neighbor family did not want
Resident #8 out anymore so as soon as Resident
#8 saw the chance to sneak out of the facility,
Resident #8 left,
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In an interview conducted on at 1:58
p.m. Staff B said Resident #8 typically signed out
o get food but would never be gone more than
three to four hours and would never say exactly
where Resident #8 went. Additionally, Staff B said
they found out from Staff A on the prior shift
{7:00a.m. to 3:15 p.m.). Furthermore, Staff B said
they did not have elopement drills yet.

In an interview conducted on at 8:07
a.m. Staff C said when they reported for work on
the 11:00 p.m.-7:00 a.m. shift on Staff

C was told Resident #8 was not there and
everyone was worried and talked about calling law
enforcement but was not sure if anyone cailed or
not.

I an observation of the facility's video footage for
at 8:35 a.m. conducted on

at 2:12 p.m. Resident #8 was observed pacing

around the outdoor courtyard before entering the

facility foyer. Resident #8 was observed looking

around the office and reception area and leaving

through the facility's front door.

In an interview conducted on at 11:45
a.m. the Weliness Director said Staff A notified
them Resident #8 went to the store but did not
return. The Weilness Director said Staff B was
supposed to notify them on during the
3:00 p.m-11:00 p.m. shift if Resident #8 came

, but did not. The Wellness Director said they
calied Staff B the next morning and found out
Resident #8 never returned. The Wellness Director
said they did not follow the facility's elopement
policy because they did not call law enforcement
o report Resident #8 missing untit 8:34 a.m. on
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when the Wellness Director was made
aware. Additionally, the Weliness Director said
Resident #8 had been limited from leaving the
facility approximately a month ago and was not
happy about it.

Arecord review of the un-dated facility's elopement
policy revealed a missing resident was when
facility staff had not been able to locate the
resident on facility property for more than 30
minutes and the resident had not signed out or
was niot signed out by a responsible party from the
building. The Procedure listed the following:

3." Conduct 2 elopement drills annually and
document the implementation of the drills, A review
of procedures to address elopement must be
addressed. The Administrator and/or Facility
Director and direct care staff will be required to
participate in the drills. The drills are to be held
unannounced, and one drill must be held during
the hours of 8:00 p.m. to 6:00 a.m.

4. identify and monitor residents at risk.

Response to Missing Resident:

1. # the resident is unable to be iocated after a
thorough search of the facility focusing on areas
such as showers, closets, storage rooms, efc. &
search of the immediate grounds shall be initiated
by facility staff. A count shall be conducted
and the Administrator/Designee notified.

2. i the resident is found to be missing and unable
1o be located for over 30 minutes, the local police
depariment shall be contacted at the direction of
the Administrator/Facility Director and nofified of a
missing person.

3. Notify additionai off-duty personnel for search
assistance as needed.

5. # necessary, notify agencies such a emergency
management office, rescue squads, efc.
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6. The Administrator/Facility Director shalf notify

AHCA within 24 hours using a 1-day Adverse

Incident Report Form as required.”

In an interview conducted on at 1:50

p.m. the Assistant Administrator said there were

no elopement drills to provide, no re-education or

in-services were provided, and no elopement drills

were conducted after the incident.

Photographic evidence obtained.

Class 1

A030

A030 59A-36.007(5) FAC; 429.28( ) FS420.27
88=D | Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, 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.A.C.

{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 fo allow residents to
recommend changes to facility policies and
procedures. The facility must be able 1o
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
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full view in a common area accessible to 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 Hofline
1(888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)96- or 1{800)362-2873. The
telephone numbers must be posted in close
proximity o a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facifity 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 , heglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery of
services to residents by third party providers;

9. Assistive devices; and

10. Physicat .

(&) 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
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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.

429.28 Resident bill of rights.~

(1) No resident of a facility shall be deprived of any
civil or legat rights, benefits, or privileges
guaranteed by faw, 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 fiving 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.

{c) 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
personat 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
receiving and sending unopened correspondence,
aceess to a telephone, and visiting with any
person of his or her choice, at any time between
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the hours of 8 am. and 9 p.m. at a minimum.
Upon request, the facility shail 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 fo pursue
the highest possible level of independence,
L and i ion within the

{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
ins. 429.27.
{g) Share a room with his or her spouse if both are
residents of the facility,
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at regular
and frequent intervals except when prevented by
inclement weather.
(1) Exercise civil and religious fiberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{3} Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |,
for health care services, the provision of or
arrangement of transportation to health care

.y . and the performance of health care
services in accordance with 5. 429.255 which are

i with 2 and recognized

standards within the community.
{k) At least 45 days’ notice of relocation or
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termination of residency from the facility unless,
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 to other residents. in the case
of a resident who has been adjudicated mentaily

s , the guardian shall be given at least
45 days' notice of a nonemergency retocation 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 Ombudsman Program
for assistance with reocation and must include
the statewide toll-free telephone number of the
program, in order for a facility to terminate the
residency of an individual 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 shait
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 to associate with advocacy or special interest
groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, - , and
prohibitions set forth in this partis posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
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telephone number and e-maif address of the State
Long-Term Care Ombudsman Program and the
telephone number of the focal ombudsman
council, the Eider 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 councl, 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 p i i or for fsing
any other resident right. The facility must ensure a
resident's access to a telephone to cail the State
Long-Term Care Ombudsman Program or [ocat
ombudsman council, the Elder Hotfine
operated by the Department of Children and
Farnilies, and _ Rights Florida.

429.27 Property and personal affairs of residents -
{1)(a) A resident shalf 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

. or . 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
personat affairs of the resident, except that which
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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 record review and interview, the facility
failed to have a written grievance procedure for
receiving and responding to resident complaints or
a written procedure 1o allow residents to
recomimend changes to facility policies and
procedures for all residents of the facility.

Findings included:

During an attempted record review of the faciity's
grievance policy conducted on there
was no policy provided.

In an interview conducted on at 12:42
p.m. the Weliness Director said there was no
grievance policy.

In an interview conducted on at 400
p.m. the Assistant Administrator said they could
not find the grievance policy binder.

Class il

A032 59A.36.007(7) FAC Resident Care - Elopement
S50 standards

B9A-36.007

{7) ELOPEMENT STANDARDS,

{a) Residents Assessed at Risk for Elopement. All
residents assessed at risk for elopement or with
any history of elopement must be identified so

A030

A032
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staff can be alerted to their needs for support and
supervision. All residents must be assessed for
risk of elopement by a health care provider or a
mental health care provider within 30 calendar
days of being admitted to a facifity. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{(a), F.A.C., this requirement is satisfied. A
resident ptaced 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 this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make, at
a minimum, a daily effort to determine that at risk
residents have identification on their persons that
includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed-at high risk for elopement
at all-times.

2. The facility must have a photo identification of at
risk residents on file that is accessible {o alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative,

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must develop
detailed written policies and procedures for
responding to a resident elopement. At a
minimum, the policies and procedures must
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provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement response
poticies and procedures, including specific duties
and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrcgate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c¢) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and interview,
the facility failed to conduct efopement drills twice
per year for all staff. Furthermore, the facility fafled
fo have residents at risk for efopement have
identification on their persons that included their
name and the facility's name, address, and
telephone number for six (Resident #9, #10, #11,
#17, #18, and #19) of six sampled residents.

Findings included:

An attempted review the facility's elopement drills,
conducted on , revealed there were no
etopement drills available for review.

During an interview on at10:15a.m,,
Staff L stated all of the residents were at risk for
eiopement in the memory care unit. Staff L stated
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there was no identification on the residents’
person.
During an observation on at 10:15
a.m., Staff L showed the Surveyor Residents #17,
#18, and #19 had an armband that had the
facility's address. The armband did not include the
resident's name, facility's name and telephone
number.
During an interview on at 1:58 p.m.,
Staff B stated Staff B had not participated in an
elopement drill yet. Staff B was hired on
During an interview on at 1145 am.
the Assistant Administrator stated there was no
identification on the residents identified as an
elopment risk in the memory care unit. The
Assistant Administrator stated there were no
elopement drills to review. The Assistant
Administrator stated there was no elopement
in-services for staff after an elopement incident that
ocecurred on
Class Htl
A 152 50A.36.014(3) FAC Physical Plant - Safe Living A152
88D environ/Other
{3) OTHER REQUIREMENTS.
{a) All facilities must;
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

AHCA Form 3020-0001
STATE FORM

o

QIZH1

f continuation sheet 23 of 25



PRINTED: 03/10/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11565596 B.WiNG 03/03/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
301 SOUTH 10TH STREET
HAINES MANOR ALF
HAINES CITY, FL. 33844
o SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE couPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A182] Continued From page 23 A182

appurienances are maintained in good working
order,
{b) Pursuant o section 429.27, F.$., 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, comfortable bed with a mattress no
less 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 personal effects,
4. A table 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
comemodes must be provided with privacy during
use.
(e) Facilities must make available linens and
personal laundry services for residents who require
such setvices. 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 observation and interview, the facility
failed to provide a safe living environment by
ensuring the building was maintained and free of
hazards specifically uneven flooring with holes in
the memory care unit which affected 28 of 28
residents who resided in the memory care unit.
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Findings included:

An observation of the second floor memory care
unit, conducted on ato:30am,
revealed the memory care unit's floor was bubbled,
rough, peeling, missing in places and uneven in
other places (Photographic evidence obtained).

During an interview on at 1t.45am.,
the Assistant Administrator stated there had been
no work orders for the memory care unit's flooring
and the facility had not begun to replace the
flooring yet.

Class il
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