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408.823( ) FS In-person Visitation
{1) This section applies to .
centers as defined in 5. 393.063,

hospitals licensed under chapter 395, nursing
home facilities ticensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facifities licensed under part | of chapter 429.

{2)(a) No later than 30 days after the effective date
of this act, each provider shail establish visitation
policies and procedures. The policies and
procedures must, at a minimum, include
control and education policies for visitors;
screening, personal protective equipment, and
other control protocols for visitors;
permissible length of visits and numbers of
visitors, which must meet or exceed the standards
in s5. 400.022(1)(b) and 429.28(1)(d), as
applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian, or
other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
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essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver to
provide such care.

{¢) The visitation policies and procedures required
by this section must aliow in-person visitation in
all of the following circumstances, unless the
resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider’s
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement o eat or drink which was
previously provided by a family member or
caregiver.

6. A resident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing fo follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the visitor
violates the provider's policies and procedures.
{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make the
visitation policies and procedures available to the
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agency for review at any time, upon request.

{f) Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and

P easily ible from the

of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a visitation policy posted on their
website.

Findings included:

During an attempted review the facility's visitation
poticy and procedures on the facility's website,
conducted on , revealed there was no
visitation policy and procedures posted on the
website.

During an interview on at 9:20 AM, the
Adrministrator stated he would check the website
and upload it. It was not uploaded prior to the end
of survey.

Class 1l

430.5025(4 & ) ! i
Training

{4) Empioyees of covered providers must complete
the following training for ‘s and
related forms of :

{a) Upon inni each

must receive basic written information about
interacting with persons who have

's
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or related forms of .
{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training program
provided by the departrent.
1. The department shall provide training that is
available online at no cost, The 1-hour fraining
program shall contain information on
understanding the basics about the most common

forms of , how o identify the signs and

symptoms of , and skills for

communicating and interacting with persons with
‘s or related forms of

. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of compiletion.

2. A covered provider must maintain a record of the
employee's completion of the training program
and, upon written request of the employee, provide
the employee with a copy of the record of
completion consistent with the employer's written
policies.

3. An employee who has completed the training
required in this subsection is not required to

repeat the program upon changing employment to
a different covered provider.

{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homernaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not imited
1o, behavior management, promoting the person' s
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independence in activities of daily living, and skilis
in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult family-care home, or an adult day care
center, each employee who provides personal care
must complete 3 hours of training in addition to
the training required in paragraphs () and (b). The
additional training must include, but is not limited
1o, behavior management, promoting the person's
independence in activities of daily living, skills in
working with families and caregivers, group and
individuat activities, maintaining an appropriate
environment, and ethical issues.
{e) For an assisted living facitity, adult family-care
home, or adult day care center that advertises and
provides, or is designated to provide, specialized
care for persons with ‘s or
refated forms of , in addition to the
training specified in paragraphs (g} and {b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care rust
complete an additional 4 hours of

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

and related forms of
, the stages of 's s
icati ies, medical i

and stress management.
3. Thereatter, each employee who provides
personal care must participate in at least 4 hours
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of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .- For this
subparagraph, the term "on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience {o help
develop and refine the employee’s skills for caring
for a person with or a related
form of . The continuing education must
cover at least one of the topics included in the

-specific training in which the employee
has not received previous training in the previous
calendar year. The continuing education may be
fuffilled and documented in a minimum of one
quarter-hour increments through on-the-job training
of the employee by a facility administrator or his or
her designee or by an electronic learning

. chosen by the facility administrator.
On-the-job training may not account for more than
2 hours of continuing education each calendar
year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {d}), or
paragraph {e} that Is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the

training and i of the

employee, if applicable, must be provided to the
covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or referring
an employee 10 a covered provider.
(7) For a certified nursing assistant as defined in
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s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

(8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.

{9) Each person employed, . or referred
o provide services before | , must
complete the training required in this section
pefore . Proof of completion of
equivalent training completed before |, | s
shall substitute for the training required in
subsection (4). Each person employed,

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure within thirty days of employment
employees completed a one-hour online training
with the depariment regarding ‘s
and related forms of forms of

for two (Staff B and C) of two sampled
employees.

Findings included:
An employee record review for Staff B and Staff C,

conducted on , revealed Staff B and
Staff C did not have a one-hour training regarding

and related forms of
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within thirty days of employment. Staff B
was hired on - Staff C was hired on

During an interview on at 1:45 PM, the
Administrator agreed Staff B and Staff C did not
have a training certificate in the employee records
regarding s and related forms of

Class il
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AG00; Initiat Comments

A re-i survey, a int ir
{complaint numbers: 2026001268 and
02600: ), and a foring visit were
conducted at Park View Estate of Brandon on
. Deficiencies were identified at the
tirne of survey,

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
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to 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
facifity, who shall use the information contained
therein to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form may only be used to record the
practitioner's direct observation of the patient at
the time of examination and must include the
patient's medical history. Such form does not

ission to, i i in, or
the delivery of services at the facility and must be
used only as an informative too! to assist in the

ination 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

AQ00

A008

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO! LER

TITLE {X6) DATE

STATE FORM

=3

Qeam1t

i continuation sheet 1 of 43




PRINTED: 03/23/2026

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
AL11569339 B.WiNG 03/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1502 BRYAN RD
PARK VIEW ESTATE OF BRANDON
BRANDON, FL. 33511
o SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY 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)
A008! Continued From page 1 A008

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 fulfilis 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
30 days before placement in the facility. The

rust 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 subrmitted to the facility owner or administrator.
Additionally, in the case of a mental health
resident, the Department of Children and Famifies
must provide documentation that the individual 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 living facility.
The documentation must be in the facility within
30 days after the mental heaith resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mental hospital
meets the requirements of this subsection related
to appropriateness for placement as a mental
health resident provided that it was completed
within 80 days prior to admission to the facifity.
The Department of Chidren and Families shalt

AHCA Form 3020-0001
STATE FORM

o

Qcamit

f continuation sheet 2 of 43



PRINTED: 03/23/2026

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
AL11569339 B.WiNG 03/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1502 BRYAN RD
PARK VIEW ESTATE OF BRANDON
BRANDON, FL. 33511
o SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY 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)
A008! Continued From page 2 A008

provide to the facility administrator any information
about the resident which would help the

i meet his or her ibifities under
subsection (1). Further, Depariment of Children
and Families personnet 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.

59A-36.006

(2) HEALTH ASSESSMENT. As part of the

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

health care practitioner as specified in either

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

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission 1o a facility pursuant to Section

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

following:

1. The physicat and mental status of the resident,

including the identification of any health-related

problems and functional fimitations,

2. An evaluation of whether the individual will

require supervision or assistance with the activities

of daily 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
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of s

- ) or any other
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 metin
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
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:
hitp: 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. ¥ the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed fully,
then the omitted items may be obtained by the
administrator or designee either oraily or in writing
from the health care practiioner. 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 facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided,
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{¢) Medical examinations of residents placed by
the department, by the Department of Children and
Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph {b).
(d) An assessment that has been conducted
through the Comprehensive, Assessment, Review
and Evaluation for Long-Term Care Services
{CARES) program may be substituted for the
medical examination requirements of Section
428.28, F.8. and this rule.
{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

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

Form, for residents who do not

wish to be

adrinistered in the case of or .

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from the examination
requirements of this subsection for up 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 emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the facility
failed to ensure residents received a complete and
updated heaith assessment form for one (#4)of one
sampled resident.

Findings included:

Acrecord review for Resident #4, conducted on

, revealed Resident #4's health
assessment form dated noted
Resident #4 required medication administration.
There was no and behavioral status noted
on that heaith assessment form. The health
assessment form did not note Resident #4 was
bedridden. Resident #4 was admitted on

During an interview on at 1:45 PM, the
Administrator agreed Resident #4 needed a new
health assessment form because her and
behavioral status and her bedridden was not noted.
The Administrator agreed Resident #4 required
medication administration and the facility did not
have a licensed staff to administer the

medications,

Class Hl

AD10: 420.26( ) FS; 59A-36.006(4) FAC Admissions -
88D | Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
T ible for ining the appropriater of
admission of an individual o the facility and for

ining the i appropri of

A008

A010
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residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medicat examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations.
in law or rule related to admission criteria or
continued residency for the type of license held by
the facility under this part. The following criteria
apply o the determination of appropriateness for
ission and i i of an indivi
in a facility:
{a) A facility may admit or retain a resident who
receives a heaith care service or treatment thatis
designed to be provided within a private residential
setting if all requirements for providing that service
or treatment are met by the facility or a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
recelving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the resident
can be met at the facility. The resident must have
a plan of care which delineates how the facility
and the hospice will meet the scheduled and
unscheduled needs of the resident, including, if
applicabie, staffing for nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is confined
0 a bed because of the inability to:
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a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physical .

2. A resident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. ¥ a facility is ficensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to anather without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

3)A ician, pl assistant, or

practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not have
financial interests in the facility.

59A-36.006

(4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a} through (¢} of this subsection,
criteria for continued residency in any licensed
faciiity must be the same as the criteria for
adraission. As part of the continued residency
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criteria, a resident must have a ~to-
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C, The resuits of the examination
must be recorded on the practitioner's form or on
AHCA Form 1823, which is incorporated by
reference in paragraph (2)(b) of this rule and must
be completed in accordance with that paragraph.
Exceptions to the requirement to meet the criteria
for continued residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 428.26(1)(c), F.$.
{p) Aresident requiring care ofa .

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care, or
the facility has a limited nursing services license
and services are provided pursuant to a plan of
care issued by a health care practitioner,
2. The condition is docurnented in the resident's
record; and,
3. #f the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged from
the facility.
{©A . #l resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents 1o receive services from a ficensed
hospice that coordinates and ensures the
provision of any additional care and services that
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the resident may need;

2. Both the resident, or the resident’s legal
representative i applicable, and the facifity agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained int the resident's file.

{d) The facility administrator is responsible for
itoring the i ' of
placement of a resident in the facility at all times.

{e) A hospice resident that meels the
qualifications of continued residency pursuant to
this subsection may only receive services from the
assisted fiving facility's staff which are within the
scope of the facility's license.

(f) Assisted living facility staff may provide any
nursing service permitted under the faciiity’s
license and total help with the activities of daily
living for residerts admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an interdisciplinary care plan that
described the care and services hospice and the
facility was providing to one (#4) of one sampled
resident.

Findings included:
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Assistance with Self-Admin

429.256
{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
o the resident. For purposes of this paragraph, an
syringe that is prefilled with the proper

dosage by a pharmagcist and an that is
prefilied by the manufacturer are considered

icati in previ i properly
labeled containers.
{b) In the presence of the resident, confirming that
the medication is intended for that resident, orally
advising the resident of the medication name and
dosage, opening the container, removing &
prescribed amount of medication from the
container, and closing the container. The resident
may sign a written waiver to opt out of being orally
advised of the medication name and dosage. The
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Avrecord review for Resident #4, conducted on
. revealed Resident #4 was admitted to
the facility on and into hospice
services on an unknown date. There was no
interdisciplinary care plan that noted the care and
services hospice provided and those that the
facility provided and was agreed upon by hospice,
the facility, and the resident or responsible party.
During an interview on at 1:45 PM, the
Administrator agreed Resident #4 did not have an
interdisciplinary care plan in her record.
Class il
A052 420.256(  ); 59A-36.008(3) Medication - A052
88=0
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waiver must identify all of the medications
intended for the resident, including names and
dosages of such medications, and must
immediately be updated each time the resident's
medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his

or her .

(d)yApplying ,  medications.

(e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this

section.

{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

dose of ication into

the dispensing cup of the
(4) Assistance with seif-administration of
medication does not include:
{a) Mixing, R . converting, or

.. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or crushing
a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any inj

foute.

{c) Administration of medications by way of a tube
inserted ina , of the body.

{d) Administration of | preparations.

{e) The use of irrigations or debriding agents used
in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.
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{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that preclude & judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{(h) Medications for which the time of
adrainistration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
[6)) i with the self inis ion of

ication by an unli person as
in this section shall not be considered
administration as defined in s, 465.003.

59A-36.008

(3) ASSISTANCE WITH SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with self-administration of medication must be

. or older, trained to assist with self
adrinistered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.$,, assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbatly prompting a resident
o take medications as prescribed.

{c) In order to facilitate assistance with
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self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

(d) Trained staff must observe the resident take
the medication. Any concerns about the resident's
reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. icati may be i and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.8., the
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STATE FORM o808 Qcamit f continuation sheet 14 of 43




PRINTED: 03/23/2026

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
AL11569339 B.WiNG 03/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1502 BRYAN RD
PARK VIEW ESTATE OF BRANDON
BRANDON, FL. 33511
o SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY 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)
A082] Continued From page 14 A0S2

terms "judgment” and "discretion” mean

i ing vital signs and ing or

a resident’s condition.

{h) Al trained staff must adhere fo the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rute is not met as evidenced by:
Based on observation, record review, and interview,
the facility failed to give medications in a timely
manner for two (#1 and #8) of three sampled
residents. Additionally, the facility failed to bring
the medication in its previously dispensed
container and pop the pills from the medication
pack in front of three (#1, #3 and #6) of three
residents sampled. Furthermore, the facility faited
to provide notification to primary care providers
when a resident did not take medications as
prescribed for two (#1 and #2) of three sampled
residents.

Findings included:

During a medication pass observation with the
Administrator for Resident #1, #3, and #6,
conducted on from 1:08 PM through
1:12 PM, the Administrator did not bring any
medication packs to Residents #1, #3, and #6 but
popped the pills at the medication cart with no
resident present. At 1:05 PM, the Administrator

gave Resident #1's prescribed ) 500
milligram (mg). At 1:09 PM, the Administrator gave
Resident #6's prescribed | 10 mg.

A medication observation record review for
Resident #1 and Resident #6, conducted on
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, reveated Resident #1's

) 500 mg and #6's 10
mg were due at 12:00 PM. Resident #1 and #2's
medication observation records revealed there
were medications that were circled and not given
to the residents because of an urknown reason.
Resident #1 and 2's primary care providers were
not notified of Resident #1 and Resident #2 not
receiving their medications as prescribed
{Photographic evidence obtained).

Arecord review for Residents #1 and #2,
conducted on , revealed there were no
notifications in Residents #1 and #2's records
concerning not receiving their medications.

During an interview on at 1:30 PM, the
Administrator agreed that he had given Resident
#1 and #6's medication late and popped the pilis at
the medication cart with no resident present,

Class il

A 054 59A.36.008(5) FAC Medication - Records
88=D
{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer managed
in subsection (2), the facility must keep either the
original iabeled medication container; or a
medication fisting with the prescription number,
the name and address of the issuing pharmacy,
the health care provider's name, the resident's
name, the date dispensed, the name and strength
of the drug, and the directions for use.
{b) The facility must maintain a daily medication
observation record for each resident who receives
i with seif- ins ion of icati

A0S52
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or medicatl nistration. A
observation record must be immediately updated
each time the medication is offered or
administered and include:
1. The name of the resident and any known

. theresident may have;
2. The name of the resident's health care provider
and the health care provider's telephone number,
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any rissed dosages, refusals to take

ication as i or ication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section

428.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have medication observation records note
the directions of use properly for medications for
two (#1 and #2) of two sampled residents.

Findings included:

A medication observation record review for
Resident #1, conducted on , revealed
Resident #1 had medicated creams prescribed
with no area noted to put the medications which
included 0.5% and

2.5% cream. Resident #1's
5% patch did not have a removat time
noted on the medication observation records.

A medication observation record review for
Resident #2, conducted on , reveated

A054
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Resident #2's 70 milligram (mg) was
due weekly but noted on the medication
observation records as daily. The was
given every day , -
, - at 8:00 AM.
Resident #2's Iron 325mg was supposed to be
every other day but documented as given every
day from N - at
8:00 AM.

During an interview on at 1:45 PM, the
Administrator stated that he wouid have pharmacy
fix alf concerns on the medication observation
records.

Class Hl

AU55 59A.36.008(6) FAC Medication - Storage and
$8=D! pisposai

{8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apariments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The

A054
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facility must maintain a list of all medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider to be hazardous if kept
in the personal possession of the person for whom
it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission as
required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all

times;

2. Located in an area free of dampness and
abnormal ®, except that a icati
requiring refri ion must be kept

Refrigerated medications must be secured by

being kept in a locked container within the

refrigerator, by keeping the refrigerator focked, or

by keeping the area in which the refrigerator is

located locked;

3. Accessible to staff responsible for filling

pill-t i assisting with self- inistration of
ication, or inister] ication, Such

staff must have ready access to keys or codes to

the medication storage areas at all times; and,

4. Kept separately from the medications of other

residents and properly closed or sealed.

{d) Medication that has been discontinued but has
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not expired must be returned to the resident or the
resident's representative, as appropriate, or may
be centrally stored by the facility for future use by
the resident at the resident's request. If centrally
stored by the facility, the discontinued medication
must be stored separately from medication in
current use, and the area in which it is stored
must be marked "discontinued medication.” Such
medication may be reused if prescribed by the
resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
stilt at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or have
expired must be disposed of within 30 days of
being determined abandoned or expired and the
disposal must be documented in the resident's
record. The medication may be taken to a
pharmacist for disposal or may be destroyed by
the administrator or designee with one witness.
{g) Facilities that hold a Special-ALF permit
issuied by the Board of Pharmacy may retum

i icinat drugs to the dispensing
pharmacy pursuant to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to have medication in a locked medication
cart for three Residents (#1, #3, and #6) of three
samped residents.

Findings included:
AHCA Form 3020-0001
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During the medication pass observation with the
Adrministrator for Residents #1, #3, and #6,
conducted on from 1:05 PM through
1:12 PM, the Administrator left the medication cart
unlocked each time he stepped away to assist
residents with medications. The medication cart
keys were kept on the wall right above the
medication cart.

During an interview on at 1:30 PM, the
Administrator agreed he left the medication cart
unlocked and unattended during the medication
pass observation.

Class HHl

A58 50A.36.008(7) FAC Medication - Labeling and
S50 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, F.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 individual 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 pill
organizers as described in subsection {2), no
individual other than a pharmacist may transfer

A0S5
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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
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be appropriate
for the resident to request the medication and any
limitations must be specified; 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
maedication that the facility is administering or
providing assistance with seff-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
facifity may then obtain a revised label from the
pharmacist 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 facility must rmake every reasonable effort
o ensure that prescriptions for residents who
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receive assistance with self-administration of

ication or icati ini ion are filled
or refilied in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 81N-1.008, F.A.C,, sample or complimentary
prescription drugs that are dispensed by a heaith
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

drugs are not di in the

manufacturer's labeled package, they must be
kept in a container that bears a labet containing
the following:
- Practitioner's name,
Resident's name,
Date dispensed,
Name and strength of the drug,
Directions for use; and,
. Expiration date.
{h) 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 a faxed or electronic copy of such
order.

@ oA eN

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and interview,
the facility failed to have a medication refilled ina
timely manner for one (#2) of three residents
sampled,

Findings included:

During an observation of the medication cart for
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Resident #2, conducted on at 115
PM, Resident #2's prescribed . 15
milligram (mg) was not available.

A medication observation record review for
Resident #2, conducted on , reveated
Resident #2 did not have the prescribed
. 18mg to be given at bedtime as the
medication was circled and not given on most
dates on ' - s
. . and

During an interview on at 1:30 PM, the
Administrator did not know anything about the
15mg for Resident #2.

Class 1l

AO77: 429,176 FS; 429.52(  ),59A-36.01(1) FAC
88=D Staffing Standards - Administrators

429,176 Notice of change of administrator.~If,
during the period for which a ficense is issued, the
owner changes administrators, the owner must
notify the agency of the change within 10 days
and provide documentation within 80 days that the
new ini meets regt
and has completed the applicable core
educational requirements under s, 429.52, A
facility may not be operated for more than 120

ive days without an ini who
has the core i G

42952

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment

A0S58
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as an administrator, Failure to do so Is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 428.19.
Administrators licensed in accordance with part 1l
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

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

59A-36.010
(1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
L ible for the ion and mai of
the facility including the management of ail staff
and the provision of appropriate care to all
residents as required by chapters 408, part i, 429,
part |, F.8., and rute chapter 59A-35, F.A.C,, and
this rule chapter.
{a) An administrator must:
1. Beatleast s
2. ¥ employed on or after . , have,
at a minimum, a high schoo! diploma or G.ED.;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 429.174, F.S.;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to
. , are not required to take the
competency test unless specified eisewhere in
this rule; and,
5. Satisfy the continuing education requirernents
pursuant to rule 59A-36.011, F.AC.
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A who are not in with
these requirements must retake the core training
and core competency test requirerments in effect
on the date the non-compliance Is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1)(a)4. of this rule, to temporarily
serve as the facility administrator for a pericd not
1o exceed 90 days. During the 80 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.AC.; and,
2. Complete all additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental health facility.
{c) A i miay supervise a of
either three assisted living facilities or a group of
facilities on a single campus providing housing and
health care Administrators who supervise more
than one facility must appoint in writing a separate
manager for each facl |ty However, an

g a i of three
assisted fiving facllmes each licensed for 16 or
fewer beds and all within & 15 mile of each
other, is only required to appoint two managers o
assist in the operation and maintenance of those
facilities.
{(d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

i and i

requirements as an administrator pursuant to
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paragraph (1)(a) of this rule. Managers who
attended the core fraining program prior {0

. , are not required to take the competency
test unless specified elsewhere in this rule. In
addition, a manager may not serve as a manager
of more than a single facility, except as provided in
paragraph (1)(c) of this rule, and may not

, serve as an administrator of any

other facifity.
{e) Pursuant to section 429.176, F.S,, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

fonm, AHCA Form 3180-1006, . which is
incorporated by reference and available onfine at:
hitpr/Awww firules. .asp?No=
Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Administrator had a high
schoot diploma for one (Administrator) of one
sampled employee.

Findings included:

An employee record for the Administrator,
conducted on , revealed the
Adrninistrator did not have a high school diploma
in the employee record.

During an interview on at 1:45 PM, the
Administrator agreed he did not have a high school
diploma in his employee record.

Class il
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Staff In-Service

428.52

{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 Jeast 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
signa that the the
required preservice orientation. The facility must
keep the signed statement in the employee s
personnel record.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living facility
licensed as a limited mental health facility under

s. 420.075 is exempt from the training
requirements under s. 430.5026{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.
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59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

{a) Faciliies must provide a preservice orientation
of at least 2 hours to all new assisted living facility
employees who have not previously completed
core training as detafled in subsection (1}.

{p) 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 i , the preservice ori i

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 shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents, other
than nurses, certified nursing assistants, or home
health aides trained in accordance with rule
59A-8.0095, F.A.C,, must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facifity must use its

control policies and procedures when
offering this training. Documentation of compliance
with the staff training requirements of 20 CFR
1910.1030, relating to borne |
may be used to meet this requirement.

AHCA Form 3020-0001
STATE FORM

o

Qcamit

f continuation sheet 29 of 43




PRINTED: 03/23/2026

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
AL11569339 B.WiNG 03/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1502 BRYAN RD
PARK VIEW ESTATE OF BRANDON
BRANDON, FL. 33511
o SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY 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)
A081] Continued From page 29 A081

{p) Staff who provide direct care to residents must
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shait
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 fiving facility,
2. Recognizing and reporting resident .
neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents, other
than nurses, CNAs, or home health aides trained
in accordance with rule 59A-8.0095, 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
living.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core tralning must
receive a minimum of 1-hour-in-service training
within 30 days of empioyment in safe food
handling practices.
{f) All facility staff shall recelve in-service training
regarding the facility's resident elopement
response policies and procedures within thirty (30)
days of employment.
1. Al facility staff shall be provided with a copy of
the facility's resident elopement response policies
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and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide direct care staff with the required
in-service trainings, which included a two-hours
pre-service orientation and controt training
prior to providing direct care as wells as elopement
response, incident reporting and adverse incident
reporting, and emergency procedures within thirty
days of hire for four (Administrator and Staff A,
Staff B, and Staff C) of four sampled employees,

Findings included:

An employee record review for the Administrator,
conducted on , revealed the
Adrninistrator did not have elopement response
training certificate. The Administrator was hired on

An employee record review for Staff A, conducted
on , revealed that Staff A's employee
record contained a pre-service orientation
certificate that was not signed by the administrator
or the employee dated . Staff A's
employee record did not contain an elopement
response training certificate. Staff A was hired on
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An employee record review for Staff B, conducted
on , revealed that Staff B's employee
record did not contain certificates for training for a
two-hours pre-service orientation,

control, incident reporting, adverse incident
reporting, and emergency procedures, Staff B was
hired on B

An employee record review for Staff C, conducted
on , revealed that Staff C's employee
record did not contain certificates for training for a
two-hours pre-service orientation,

control, incident reporting, adverse incident
reporting, and emergency procedures, Staff C was
hired on B

During an interview on at 1:45 PM, the
Administrator agreed that his own employee
record and Staff A's employee record did not
contain response training

The Administrator agreed Staff A's empioyee
record had a pre-service orientation certificate that
was niot signed by the employee and Staff B and
Staff C did not have one, The Administrator agreed
Staff B's employee record did not contain

control training certificate. The Administrator
agreed Staff B and Staff C did not have training
certificates for incident reporting, adverse incident
reporting, and emergency procedures.

Class il

59A-36.011(4) FAC Training - /

“)

IACQUIRED DEFICIENCY

A081

A082
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[ }. Pursuant to section

381.0035, F.S., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on and

, including the topics prescribed in the
section 381.0035, F.S, New facility staff must
obtain the training within 30 days of employment.
Dy fon of i must be i
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 employees had fraining regarding
. ¢ Jand |
L. () within thirty
days of employment for two (Staff A and Staff C) of
four sampled employee.

Findings included:

An employee record review for Staff A and Staff C,
conducted on , revealed Staff A and
Staff C did not have a training certificate for

7 training within thirty days of
employment, Staff Awas hired on
Staff C was hired on

During an interview on at 1:45 PM, the
Administrator agreed Staff A and Staff C did not
have training regarding /

Class il

A084 59A.36.011(6) FAC 429.52(6), FS Training - Assis
88=D | gelf-Admin Meds & Med Mgmt

A08B2
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59A-36.011
(6} ASSISTANCE WITH THE

SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
If- inistration of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i in fon, and of
medications in assisted living facilities; procedures
and techniques for assisting the resident with
self-administration of medication including how to
read a prescription label: providing the right
medications to the right resident; common

icati the i of taking
as prescribed; recognition of side effects and
adverse reactions ang procedures to follow when
residents appear to be experiencing side effects
and adverse reactions; documentation and record
keeping; and medication storage and disposal.
Training shall include demonstrations of proper
techniques, including techniques for
control, and ensure unlicensed staff have
adequately demonstrated that they have acquired
the skills necessary to provide such assistance.
{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
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accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms,
forms, and | . s
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

©. Recognize the need to obtain clarification of an
“as needed” prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the resident,
resident's health care provider or facility empioyer
of inability to assist in the administration of such
orders;

e. Complete a medication observation record;

1. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

. Assist residents with syringes that are
prefilied with the proper dosage by a pharmacist
and R that are prefilied by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it fo the
resident for seif-injection;

i. Assist with :
jUsea to perform
testing;

k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the titration of the

s dosage
and

levels;

1. Apply and remove stockings and
hosiery;

m. Placement and removal of , bags,

AHCA Form 3020-0001
STATE FORM

o

Qcamit

f continuation sheet 35 of 43




PRINTED: 03/23/2026

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (Xt) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11869339 BWING 03/17/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1
PARK VIEW ESTATE OF BRANDON 502 BRYAN RD
BRANDON, FL. 33511
(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES (v PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE paTe
DEFICENCY)
A084! Continued From page 35 AQ84
excluding the removal of the | or maniputation
of the site; and,
n. Measurement of R , rate,
temperature, and | , rate.

{c) Unlicensed persons, as defined in section
429.256(1)(b}, F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with seif- inf ications and
safe medication practices in an assisted living
facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of assi: with
self-administration of medication training must
complete an additional 2 hours of training that
focuses on the topics listed in sub-subparagraphs
{B)(b)2.h-n. of this section, before assisting with
the self-administration of medication procedures
listed in sub-subparagraphs {(6)(b)2.h-n.

428.52

(6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training provided
by a registered nurse or a licensed pharmacist
before providing assistance. Two hours of
continuing education are required annuatly
thereaffer. The agency shall establish by rule the
minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
AHCA Form 3020-0001
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failed to ensure employees assisting with
f-administration of medicatl a

minimum of two-hours continuing education for one

{Administrator) of four sampled employees.

Finding included:

During an observation of the Administrator,
conducted on at 1:05 PM - 1112 PM,
the Administrator assisted Residents #1, #3, and
#6 with their medications.

An employee record review for the Administrator,
conducted on , revealed the
Adrministrator's employee record did not contain
evidence the employee had completed a two-hours
continuing education annually for assistance with
self-administration of medications. The
Administrator completed the last two-hours
continuing education on . There were
no other training certificates for assistance with
self-administration of medications in the

irt record. The ini was

hired on

During an interview on at 1:45 PM, the
Administrator agreed that he had not completed
the two-h i on for assi

with self-administration of medications.

Class Hl

A 090 59A-36.011(11) FAC Training -
88=D

(] TRAINING.
{a) Currently employed facility administrators,

A084

A0S0
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managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{p) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 53A-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 employees had fraining regarding

within thirty days of
employment for two (Staff A and Staff B of four
sampled employees.

Findings included:

An employee record review for Staff A and Staff B,
conducted on , revealed there were no
{rainings regarding policies and
procedures in the employee records. Staff A was
hired on . Staff B was hired on

During an interview on at 1:45 PM, the
Administrator agreed Staff A and Staff B did not
have training regarding

Class il

A 151 50A-36.014(2) FAC Physical Plant - Existing A151
88D gacilities
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(2) EXISTING FACILITIES.

(@) An assisted living facility must comply with the
rule or building code in effect at the time of initial
ficensure, as well as the rule or building code in
effect at the time of any additions, modifications,
alterations, refurbishrent, renovations or
reconstruction. Determination of the instaliation of
a fire sprinider system in an existing facility must
comply with the requirements described in section
428.41,F.S.

{p) A facility undergoing change of ownership is
considered an existing facility for purposes of this
fule.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and interview,
the facility failed to comply with the rule or building
code in effect at the time of modification or
reconstruction of the or outer building or

shed.

Findings included:

During an observation, conducted on at
9:40 AM, there was a building being renovated in
the backyard. It appeared the building was once a
shed. There were three bedrooms and no
bathrooms inside the building. There were two
workers present.

During an interview with one of the construction
waorkers, conducted on at 8:45 AM, the
construction worker stated there were no
bathrooms in the building. The construction worker
stated there were no permits for the building.

Areview with the local county development
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{1) To obtain a limited mental heaith license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after recelving a limited mental
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental heaith residents must complete training of
no less than 6 hours refated to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408, Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011
{9) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.8., the
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services, conducted on at 1:54 PM,
the local county development services noted the
facility was non-compliant as they failed to obtain
a commercial building alterations (renovations)
permit for renovation fo an existing accessory
structure,
During an interview on at 10:00 AM,
the Administrator stated there was no bathroom
and it was for storage purposes.
Class il
AL243 429.075(1) FS; 59A-36.011(9) FAC LMH - Training AL243
88=D
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administrator, managers and staff, who have direct
contact with mental health residents in a licensed
limited mental heaith facility, must receive the
following training:
1. A minimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and must
be taken within 6 months of the facility's receiving
a limited mental health license or within 6 months
of employment in a limited mental health facility.
b. Training received under this subparagraph may
count once for 8 of the 12 hours of continuing
required for ini and
managers pursuant to section 429.52(5), F.S., and
subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
onfing, or through distance learning, biennially
thereafter in subjects deaiing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
(1) Mental health needs, services, behaviors and
appropriate interventions;
(li) Resident progress in achieving treatment goals;
{Iity How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
1o section 428.52(5), F.S., and subsection {1) of
this rule.
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4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up to
6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not have
o repeat the initial training should they change
employers provided they present a copy of their
training certificate to the current employer for
retention in the facility's personnel files. They must
aiso ensure that copies of the continuing
education training certificates, pursuant to

by {a)2. of this on, are retained
in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure employees had no less than
six-hours of fimited mental health training through
the department for four (Administrator and Staff A,
B, and C) of four sampled employees.

Findings included:

An employee record review for the Administrator
and Staff A, Staff B, and Staff C, conducted on

, revealed the Administrator, Staff A,
Staff B, and Staff C did not have a training
certificate in the employee records for limited
mental health training through the department. The
Administrator was hired on . StaffA
was hired on . Steff B was hired on

. Staff C was hired on

During an interview on at 1:15 PM,
Staff B {an unlicensed Medication Technician)
stated that she had not participated in the limited
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mental health training.

During an interview on at 01:45 PM,
the Administrator agreed there was no training for
fimited mental heaith for the Administrator, Staff A,
Staff B, or Staff C.

Class il

AHCA Form 3020-0601

STATE FORM

o

Qcamit

f continuation sheet 43 of 43




