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Initiat Coraments

Abiennial re-licensure survey with generator
monitoring was conducted at Los Tres Milagros
Corp. on . Deficiencies were identified
at the time of the survey.

428.28(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shatl 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
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 facifity.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule

AQ00

A025
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59A-36.012, FAC.

{b) 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.
{c) 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.

{f) Maintaining a written record, updated as
needed, of any significant changes, any llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain a written record, updated as
needed of a significant illness resulting in medical
attention for one out of four sampled residents (1)
There was no documentation for the diagnosis
and treatment of a |

Findings included:
Interviewed on at 5:59 AM Staff 8
{caregiver) stated Resident 1 was receiving care

by hospice nurses for a |

Interviewed on at 10:25 AM the
Hospice Nurse stated that Resident 1 had a stage
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2, ontheleft , lateral with an
onset of 2 weeks and measurements of 3.temx
2.9 cmx 0.2, cm, open, not and
granulated with prognosis for improvement.

Areview of Resident 1's most recent health

assessment dated showed diagnoses

of . o . of the
region and .~ Physical limitations

showed non-ambulatory. status showed

bal. Nursing requi
showed hospice care. Special precautions
showed | precautions. No ,

. The activities of daily living (ADL)
showed the Resident needed total care with alt
ADL of ambulation, bathing, .» eating,
self-care, tolleting and transferring. Special diet
instructions showed pureed diet. The Resident
needed medication administration.

A review of Resident 1's most recent progress
notes showed:

N - She is admitted today to hospice

"-The Residentison ,_ andis
being repositioned every two hours fo prevent

. . She is eating and sleeping well”
" - Hospice nurse foliow up. Vital signs
are good”

Further review of Resident 1's record showed no
documentation fora
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AHCA Form 3020-0001
STATE FORM

Ll JETNt

i coninuastion sheet 3 of 14




Agency for Healih Care Administration

PRINTED: 03/26/2026
FORM APPROVED

{8) PHYSICAL . Residents for

whom a physician has prescribed a physicat
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prior to use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

10 have the applied each day; and,

3. in what manner and frequency staff will

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | . or decline in mobility or

function related to the use of the prescribed

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

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

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have a written care
plan for the use of physical for one out of
four sampled residents (1)

Findings included:
Observation on at 6:00 AM showed

Resident 1 was asieep in her bed with full
bedrails in the up position.
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Avreview of Resident 1's record showed no
documentation for a care plan for the use of
physical
Avreview of the admission and discharge log
revealed Resident 1's date of admission to the
facility was
Interviewed on at 12:30 PM when
asked for Resident 1's care plan Staff 8 and Staff
C (caregiver) did not answer.
Class il
A 056 59A-36.008(7) FAC Medication - Labeling and A056

8S=E| Orders

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, ¥ A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:

1. The resident’s name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pilt
organizers as described in subsection {2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
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contacted and requested to provide revised
instructions. For an “as needed" prescription, the
circumstances under which it would be
appropriate for the resident fo request the

ication and any limitati must be ified;
for example, "as needed for, |, not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmagcist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) Anurse may fake a medication order by
telephone. Such order must be promptly
do in the resident’s icati
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facitity must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati i ion are filled
or refilled in a timely manner,
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
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complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label containing the following:

. Practitioner's name,

. Resident's name,

. Date dispensed,

. Name and strength of the drug,

. Directions for use; and,

. Expiration date.

) Pursuant to Section 465,0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or 2 faxed or electronic copy of such
order,

[ I NE N NN

El

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to follow the

p ihing physici order when ini
medications for two out of four sampled residents
(1, 2) The medications were administered by a
hospice nurse more than two hours after the
prescribed time.

Findings included:

1

Areview of Resident 1's medication observation
record (MOR) revealed the medications

5 MG, ER 16 MG

8.6 MG,

capsules, 1 MG,
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100,000 units, Silver 1%
cream were ordered for 7:00 AM.

2)
Areview of Resident 2's MOR revealed the
medications Silver 1% cream,
25MG, ., 5 MG,
59MCG, | 10 MG,
. 100 MG, 20 MG,
1MG, 1% cream, )
10 MG, 400 MG, 005%
emulsion and . 100 MG were
ordered for 7:00 AM.

Interviewed on at 6:30 AM Staff 8
stated that a hospice nurse administered the
medications to Resident 1 and Resident 2.

Observation on at 8:30 AM revealed
that the nurse had not arrived and Resident 1 and
Residerit 2 had not received the 7:00 AM
medication dosages.

Interviewed on at 8:35 AM when
asked why the residents had not received the
medications the Owner stated, "Today is the first
day with a new hospice agency. itis always a
problem on the first day”

Observation on at 9:35 AM showed
that a hospice care nurse arrived to administer
the medications to Resident 1 and Resident 2.

Interviewed on at 9:40 AM the
hospice nurse stated she was late because
Resident 1 and Resident 2 had been admitted
with the agency the night before.

Class #Hl

A0S5B

AHCA Form 3020-0001

STATE FORM

L JETNt

i coninuastion sheet 8 of 14



PRINTED: 03/26/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11966971 B WING 02/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
10681 SW 182 STREET
LOS TRES MILAGROS CORP
MIAMY, FL 33157
o SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY 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)
A078] Continued From page 8 AQ78
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§8=D
{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 menths before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
axamination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. i any staff member has, or is suspected of
having, & cc 1! , such individual
must be immediately removed from duties untit a
written statement is submitted from a heatth care
provider indicating that the individual does not

itute a risk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring ficensing or
certification must be apprepriately licensed or
certified. All staff must exercise their

AHCA Form 3020-0001
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responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.

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

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

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

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence of an annual negative

examination report for one out of
three sampled staff {Administrator).

Findings included:
Areview of the Administrator's employee file

revealed that the most recent
examination report was dated

Interviewed on at 10:00 AM the

AHCA Form 3020-0001
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

. Place of birth, if known,

. Sovial security number,

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

iti ‘s medical ion form

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

2

3. Race,

4. Date of birth,
5.

6.

7
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Owner stated she would obtain a current
examination report for the
Administrator.
Class HHl
A 162 59A-36.015(3) FAC Records - Resident A162
88=D
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paragraph 58A-36.007(1)(f), F.AC.
HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their ~ recorded
semi-annually. This subsection does not apply to
residents who are recelving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that | not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.008, FAC., if
such consent is not included in the resident's
contract,
(h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 50A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 50A-36.018, FAC.
(3) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 428.27, F.8,
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
{1) ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for

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

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

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

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

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

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

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

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

A162
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59A-36.021 and 59A-36.022, F.A.C,, respectively.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a complete record for one out of
four sampled residents (2). The Resident's record
was missing demographic data and there was no
documentation for the | | of a health
care surrogate or the existence of a POA (Power
of Attorney)

Findings included:

Areview of Resident 2's demographic data sheet
revealed the Resident's date of birth, date of
admission, race, marital status and religion was
left blank.

Further review of Resident 2's record revealed a
resident contract signed by the Resident's
daughter. Further review showed no
documentation of a POA or for the designation of
the Resident's daughter as her health care
surrogate, health care proxy or guardian.

Interviewed on at 10:00 AM, the
Owner stated she would obtain the
documentation from the Resident's daughter.

Class Hl
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