Agency for Healih Care Administration

PRINTED: 04/06/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11643150

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

R
02/18/2026

NAME OF PROVIDER OR SUPPLIER

LOVING CARE CENTER, THE

MIAML, FL

33165

STREET ADDRESS, CITY, STATE, ZIP CODE
9210 SW 56TH STREET

x4y
PREFIX
THG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

(A 000}

{A082)
$8=D

Initiat Coraments

Arevisit to a relicensure survey and a generator
monitoring were conducted at Loving Care
Center, The on . The Provider had
deficiencies at the time of survey.

59A-36.011(4) FAC Training -/

“)

[ ). Pursuant fo section
381.0035, F.8., all facility employses, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection {12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failled to assure one out of
three sample staff (Staff B) receive the one time
education course on and within 30 days
of employment.

Findings as follow:

On at 08:10 AM, observed Staff B
assisting residents with the activities of daily
fiving.

Review of the Facility Roster in the Background

screening database showed Staff B was hired on

Review of Staff B's records showed the -

A 000}

4082}

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PRO IER 3

TITLE X6} DATE

STATE FORM

3

866512

I sontiovation sheat € of 3



PRINTED: 04/06/2026

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11943150 B WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9210 SW 56TH STREET
LOVING CARE CENTER, THE
MIAML, FL 33165
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 082} Continued From page 1 {A082}
training in records did not have the name and
credentials of the trainer.
On at 10:25 AM the Administrator
stated Staff B received the - training and
the Diploma was misplaced.
Class #ll
{A152) 59A-36.014(3) FAC Physical Plant - Safe Living A 152}
$8=0! Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

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

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 420.27, F .S, residents

must be given the option of using their own

belongings as space permits. When the facliity

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

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

the top surface of the matiress at a comfortable
1o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. A table or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facitity must maintain master or duplicate
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keys to resident bedrooms 1o be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use,

{e) Facilities must make available linens and
personat laundry services for residents who
require such services, Linens provided by a
facility must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to be well maintained.

Findings as follow:

On at 8:10 AM observed the facility
had the kitchen without cabinets and stove
appearing fo be under repair. it was observed
also in the facility laundry room there where
stored laundry detergents, cleaning and

liquids, there were also piled paint
buckets, it was observed the laundry room door
facing the Florida room was kept open, The door
did not have a lock. it was observed some tiles on
the family room floor were cracked.

On at 10:25 AM the Administrator
stated she was remodeling the kitchen but the
person in charge had not come fo finish the job.
She stated a week ago staff heard a sound and
observed how the floor tiles cracked up.
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