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22000, Initial Comments 2z000

An unannounced bienniat relicensure survey was
conducted at Summer's Landing, an assisted
living facility located in Lynn Haven, FL.on
3/9/2026 - 3/10/2026. Deficient practice was
identified at the time of the survey.

ZZB14 435.12(2)(b-d), FS Background Screening Zz814
Cleatinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2)(b) Until such time as the fingerprints are
enrofled in the national retained print arrest
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 to a national
screening if the person returns fo a position that
requires screening by a specified agency.

2. Effective January 1, 2026, 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 fo a nationat
screening if the person retumns 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 January 1, 2024, initiat status and any
changes in status must be reported within 10
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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 January 1, 2024, 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 person with a current or
potentiat affiliation with a qualified entity for
electronic fingerprint submission to the
Department of Law Enforcement. The registration
must include the person ' s full first name, middle
initial, and last name; social security number;
date of birth; mailing address; sex; 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 maintain employment status for 2 of 3
employees sampled on the roster. (Employee A
and C;

The findings include:

Employee A, a Medication Technician, who
started employment at the facility on 1/8/26 and
Employee C, another Medication Technician, was
hired on 5/22/25.

Areview was conducted of the Agency for
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¥ i roster
revealed that Employee A or C were not listed.

On 3/10/26 at approximately 12:00 PM, an
interview was conducted with the Administrator
who acknowedged that she had not updated the
clearinghouse roster.

Unclassified

Initial Comments

An unannounced biennial relicensure survey was
conducted at Summer's Landing, an assisted
fiving facility located in Lynn Haven, FL on
3/9/2026 - 3/10/2026. A complaint survey for
complaint #2026002644 and an emergency
environmental control survey as well as a review
of the C: i
Plan was completed concurrent to this survey. A
revisit to a previous complaint survey was also
completed during this visit. Deficient practice was
identified at the time of the survey.

59A-36.007(7) FAC Resident Care - Elopement
Standards.

59A-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 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 admitied to a facility. If the resident
has had a health assessment performed ptior to
admission pursuant to paragraph 59A-36.006(2)

22814

AQ00

A032
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{a), F.AC,, this requirement is satisfied. 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 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.AC., 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 to all
facility staff and faw enforcement as necessary.
The facitity'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 Efopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement, Ata
minimum, the polictes and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsibie for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibifities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
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guardian, health care surrogate, 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 Efopement Drills, The facility
must conduct and document resident elopement
drills pursuant to Section 428.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure staff received training on
elopement response procedures, including
participation in elopement drills, for 3 of 3
sampled staff. {(Employees A, B and C)

The findings include:

Areview of the personnet files of Employees A, B
and C (all Medication Technicians) revealed no
documentation that these staff had participated in
an elopement drilf or received training on the
facility's elopement response procedures.

During an interview conducted on 3/10/26 at
approximately 9:10 AM, the Administrator
confirmed that the facility had not conducted an
elopement drill since she started working there in
May of 2025 and no documentation of staff
training regarding elopement response could be
located for the past year.

Class 1l

AD81 429.52(1 & 7) FS; 59A-36,011(2-3) FAC Training A0B1
88=D | - Staff In-Service

429.52
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{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 facifity 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 mental health facility
under 5. 429.075 is exemnpt 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 orientation 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
orientation are not required to 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.
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{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving 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.

{c) 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
orlentation must cover:

1. Resident's rights; and,

2. The facility's ficense type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali 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 heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in infection control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
infection controf policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to biood bome
pathogens, may be 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

A081
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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 to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident abuse,
neglect, and exploitation. The facility must use its
abuse 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-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
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 employment in safe food
handling practices.

{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 factity 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

i ion of the
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policies and procedures.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure that 1 of 3 employees sampled
received the required training in infection controf,
assisted daily fiving and behavioral needs,
elopement response, reporting major incidents,
reporting adverse incidents, facility emergency
procedures, incident reporting, resident rights,
recognizing/reporting abuse/neglect. (Employee

The findings include:

Areview of Employee C's (Medication Tech)
personnel fite revealed a hire date of 5/22/25. A
record review indicated that Employee C was
missing the required fraining for infection control,
assisted daily living and behavioral needs,
elopement response, reporting major incidents,
reporting adverse incidents, facility emergency
procedures, incident reporting, resident rights,
recognizing/reporting abuse/neglect.

An interview was conducted on 3/10/26 at
approximately 9:09 AM with the Administrator.
She acknowledged that Employee C never
completed the required training.

Class il

59A-36.011(4) FAC Training - HIV/IAIDS
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{4) HUMAN IMMUNODEFICIENCY
VIRUS/ACQUIRED IMMUNE DEFICIENCY
SYNDROME (HIV/AIDS). Pursuant to section
381.0035, F.8., all facility employses, with the
exception of employees subject to the
reguirements of section 456.033, F.S., must
complete a one-time education course on HiV
and AIDS, 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
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 3 employees sampled
received the required training in human
immunodeficiency virus and acquired
immunodsficiency virus (HIV/AIDS). (Employee
<)

The findings include:

Areview of Employee C's (Medication Tech)
personnel file revealed a hire date of 5/22/25.
Employee C was missing the required training for
human immunodeficiency virus and acquired
immunodeficiency virus.

An interview was conducted on 3/10/26 at
approximately 9:09 AM with the administrator.
She acknowledged that employee C never
completed the required training.

Class il

A090] 59A-36.011(11) FAC Training - Do Not A090
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{11} DO NOT RESUSCITATE ORDERS
TRAINING.
{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility’s policies and

P ing Do Not R i QOrders.
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facifity's policy and procedures
regarding DNROs within 30 days after
empltoyment.

{c) Training shall consist of the information
included in rule 59A-36.009, F A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 3 employees sampled
received the required training for do not
resuscitating order (DNRO) poticy and procedure.
{Employee C}

The findings include:

Areview of Employee C's (Medication Tech)
personnel file revealed a hire date of 5/22/25.
Employee C was missing training for DNRO order
policy and procedure.

An interview was conducted on 3/10/26 at
approximately 9:09 AM with the Administrator.
She stated Employee C never completed the
required training.

Class #ll
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Responsibilities

{1) GENERAL RESPONSIBILITIES. When food
service is provided by the facility, the

ini: or an indivi i d in
writing by the administrator, must be responsible
for total food services and the day-to-day
supervision of food services staff. In addition, the
following reguirements apply:
{a) If the designee is an individual who has not
completed an approved assisted living facility
core training course, such individual must
complete the food and nutrition services modute
of the core training course before assuming
responsibility for the facility’s food service. The
designee is not subject to the 1 hour in-service
training in safe food handiing practices.
{h) if the designee is a certified food manager,
certified dietary manager, registered or licensed
dietitian, dietetic registered technician, or heaith
depariment sanitarian, the designee is exempt
from the requirement io complete the food and
nutrition services module of the core training
course before assuming responsibility for the
facifity's food service as required in paragraph (1)
{a) of this rule.
{c) An administrator or designee must perform his
or her duties in a safe and sanitary manner,
{d) An administrator or designee must provide
reguiar meals that meet the nutritional needs of
residents, and therapeutic diets as ordered by the
resident's health care provider for residents who
require special diets.
{e) An administrator or designee must comply
with the food service continuing education
requirements specified in rule 58A-36.011, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
AL11910541 B WING 03/10/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
615 FLORIDA AVENUE
SUMMER'S LANDING
LYNN HAVEN, FL. 32444
(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) ™o CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A092] Continued From page 11 A092
A 092 59A-36.012(1) FAC Food Service - General AQ92
§8=D

AHCA Form 3020-0001

STATE FORM

DNMETT

1 continvation sheet 12 of 21




PRINTED: 03/17/2028

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
[o3
AL11910541 e — 03/16/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
615 FLORIDA AVENUE
SUMMER'S LANDING
LYNN HAVEN, FL. 32444
(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)
A092] Continued From page 12 A092

administrator failed to ensure the kitchen was
maintained in a sanitary manner during 1 of 1
observations of the kitchen refrigerator.

The findings include:

An observation of the facility kitchen was
conducted in the presence of Employee D
{kitchen staff) on 3/10/26 at 10:10 AM. The top
sheif of the refrigerator was observed to be soiled
with a black, speckled substance. (Photographic
evidence obtained.)

Employee D was interviewed concurrent to the

observation. She stated she had recently taken
over the kifchen and had been trying to address
kitchen maintenance.

Class il

A200 59A-36.025 FAC Emergency Environmental A200
$8=F | Control

59A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN, Each assisted living facility
shall prepare a detailed plan ("plan™) to serve as
a to its Comp i

Plan, to address
environmental control in the event of the foss of
primary electrical power in that assisted fiving
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted fiving facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure ambient air temperatures will
be maintained at or below 81 degrees Fahrenheit
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for a minimum of ninety-six (96) 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 at all times and that is
appropriate for resident care needs and life safety
i . For planning purposes, no less
than twenty (20) net square feet per resident
must be provided. The assisted Hving facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the calculation 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 allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
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 evacuees when the conditions stated
in Section 408.821, F.8. and subsection
59A-36.019(5), 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 facility 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 ambient
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temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours in the
event of the loss of primary electrical power. The
pian shall include information regarding the
systemns 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 zene
pursuant to Chapter 252, F, 8. must maintain an
aiternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generatot(s) to enable portability if
evacuation is necessary.

. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
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 multistory facility, whose comprehensive
emergency managerment 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, o ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
aiternate power source to maintain ambient
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours after the
{oss of primary electrical power during a declared
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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 licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. A facility 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 in a
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.

4. ¥f focal ordinances or other regulations limit the
armount 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 refiable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
1o ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a carbon
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.
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{b) Each existing assisted living facility that
undergoes any additions, modifications,
aterations, refurbishment, renovations or

ion that require ification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency 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 readily available fo 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.
{b) Within 30 days of the approval of the plan
from the county emergency managerment 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 facility shall submita
consumer-friendly summary of the emergency
power plan 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
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June 1, 2018, have implemented the plan
required under this rule.

{b) Each new assisted living facility shalt
implement the plan required under this rule prior
0 obtaining a license.
{c) Existing assisted living facifities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
or

reconstruction.

{8) 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 fuel
required for the operation of the alternate power
source. The procedures shalf ensure that
residents do not experience complications from
fluctuations in ambient air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a dectared
state of emergency, specifically, a description of
the methods to be used te 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
maintenance of medicines requiring refrigeration;
3. Wellness checks by assisted living facifity staff
to monitor for signs of dehydration and heat
injury; and

4, A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
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{b) Each assisted living facility shall maintain the
written 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 electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, “readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available 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
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.8_, including, but
not fimited to, license revocation, license

fon, and the i ition of ini

fines.

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN,

{a) Assisted [iving 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
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for electronic ication has
been granted, each resident and the resident's
legal 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
{egal representatives unless a significant
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 electronic
format, facility staff must be readily available to
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 and staff interview, the
facility failed to acquire a carbon monoxide alarm
in 1 of 1 onsite residential buildings. This failure
had the potential to affect all 35 residents residing
in the facility at the time of the survey.

The findings include:

An observation of the facility generater was

on 3/10/26 at i 9:28 AM
with the Maintenance Director, Observation of
the interior facifity was conducted with the
Maintenance Director on 3/10/26 at

A200
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approximately 9:45 AM. No carbon monoxide
alarm was found. The Maintenance Director
stated the facility did not have a carbon monoxide
atarm. He then called the fire alarm company
and confirmed a carbon monoxide alarm was not
embedded in the fire alarm system.

Class il
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