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Initiat Coraments

A complaint investigation {2026003537) was
conducted at La Milagrosa Home Care inc. on

through . Deficiencies
were identified at the time of survey.

B59A-36.004 FAC Licensure - Requirements.

59A-36.004 License Requirements,

(1) SERVICE PROHIBITION. An assisted living
facifity may not represent that it provides any
service other than a service for which it is
ficensed to provide.

{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.AC,, as well as
do fon of i with fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.A.C.

{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL, A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approvat must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C,, as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 58A-36.005, F.A.C.

{4) CONTIGUOUS PROPERTY. i a facility
consists of more than one buiiding, alf buildings
included under a single licenise must be on
configuous property. "Contiguous property”
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means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be expanded fo include additional contiguous
property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part ll, 428, Part |, F.8. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Centrat Office.
The annual inspections must be submitted no
{ater than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Chapter 408,
part li, and Section 429.14, F.8., and rule
Chapter 59A-35, F.A.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have an updated and approved
sanitation and fire inspection report reviewed
annually.

Findings included:

Areview of the facility's record showed that an
annual sanitation inspection was conducted on

. The inspection resuit was
"Unsatisfactory’ because the facility was under
construction at the time of the inspection. A total
of four risk factors were identified during the
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assessment.

Areview of the facility's record showed that an
annual fire inspection was conducted on

. The inspection resuits were
unsatisfactory. The inspector's comments
showed suspected illegal construction, and
occupancy was not permitted until all refevant
disciplines had been reviewed and approved,

Interviewed on at 9:30 AM Participant
#5 [Department of Health Inspector} stated the
facility should have contacted the sanitation
department to report that the facility was ongoing
construction.

On at 9:50 AM the Administrator
acknowledged that the facility faifed to notify the
Department of Health and Fire Department
regarding the planned renovation, which resulted
in unsatisfactory inspections,

Class #Hl

A030 59A-36.007(5) FAC; 429.28( )FS420.27
$8=1 | Resident Care - Rights & Facility Procedures

59A-36.007

{B) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.AC.

{b) In accordance with Section 429.28, F.S,, the
facility must have a written grievance procedure
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for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
poticies and procedures. The facility must be able
1o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- or 1{800)962-2873. The
telephone numbers must be posted in close
proximity o a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 89A-36.008, F.A.C. The rules
and procedures must at @ minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services 1o residents by third parly providers;
9. Assistive devices; and

10. Physical

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11942793 B.WING 03/12(2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
3341 SW 7 STREET
LA MILAGROSA HOME
MIAMY, FL 33135
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
A030! Continued From page 3 AQ30

AHCA Form 3020-0001
STATE FORM

Ll SW7E1

i coninuastion sheet 4 of 25




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
AL11942793 B WING 03/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3341 SW 7 STREET
LA MILAGROSA HOME
MIAML, FL 33135
(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)
A030! Continued From page 4 AQ30

{e) Residents may not be required fo perform any
work in the facifity without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is empioyed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone 1o facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.~

{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by iaw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect,

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
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{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access fo a telephone, and
visiting with any person of his or her choice, at
any time between the hours of @ a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
, and i ion within the

{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the managerment of
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

.y , and the performance of heaith
care services in accordance with s. 429.255
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which are consistent with established and

e i within the ity.

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo other residents. In the
case of a resident who has been adjudicated
mentally , , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ol Program for assi: with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility fo i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shalf
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, , and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
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explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mait address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be faken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, adminisirator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
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such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed were treated with
consideration, respect and recognition of their
dignity for six out of six sampled residents
{Residents # ).

Findings included:

Observation on between 8:28 AM
-8:46 AM revealed that the facility was
undergoing construction. Muttiple rooms were in
the process of being remodeled. Flooring had
been removed in several areas, bricks were
exposed and ladders were present and
unsecured. Additionally, a window that had
previously been exposed where residents resided
had new sheetrock installed over the area, with
visible paint disturbances noted. {photographic
evidence obtained) All residents were relocated
1o the front of the house; no residents were
present at the part of the house. Further
observation showed that five residents were
seated in the foyer, where a domino table
designed for four people was positioned in the
middie of the area.

Interviewed on at 8:57 AM the
Administrator stated that construction at the
facility had begun “two days ago." When asked
weather he understood the potential danger of
having residents inside of the facility while
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construction was ongoing and hazards were
exposed, he stated that "none of them [residents]
move around,” and therefore he wasn't
concerned about the hazards or dust. He further
stated that the residents were placed outside "to
keep them safe while we do construction on the
inside.”

During the interview, the Administrator later
changed his statement and uncovered that
construction had been ongoing for “four days"
rather than two. When asked whether it was
appropriate to have residents on site while the
facility was under construction, he responded that
"it's only been a few days."

Observation on at 10:31 AM revesled
that both the window seal and the blinds in

# had accumulated dust in the area where
Residents #4 and #8 resided.

Interviewed on at 10:13 AM Resident
#1 stated that staff placed the residents "in the
front or patio while construction is going on."

Interviewed on at 10:23 AM Resident
#3 stated that construction had started "about
four days ago: and that the residents were taken
“to the patio.” Resident #3 further stated, "It
wasn't that hot, but | prefer to be and she
further stated that the residents were outside for
“about an hour and a haif in the morning."
Resident #3 also stated that they were now eating
in the foyer area where the domino table was
{ocated because construction was ongoing, and
that the six residents "had been taking tumns to
eat” and Resident #3 also stated "l would be
happy to have my private room again."

Interviewed on 7208 at 10:31 AM Resident
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#4 stated that "construction has been going on for
about three weeks” and that staff "put us outside
when the construction is happening" for "about
two hours in the are in the morning."
Resident #4 further stated that they "alternate
where to eat sometimes because of the
construction.”

According to the National Weather Service, the

ternperatures recorded were as follows: on
. it was 82 degrees; on

was 83 degrees; on , itwas 81

degrees; and on , it was 84 degrees.

Lt

During an inferview on at 8:43 AM
Staff C (Caregiver) stated that Resident #1 had
been sharing a room with Staff B,

A review of Resident 1's health assessment dated
showed medical diagnoses of
R . and .
Activities of daily living (ADL) showed that
Resident #1 required assistance with alt ADLs
except eating needed supervision.

A review of Resident 2's heaith assessment dated
showed medical diagnoses of
hypertensive , diastolic
,and LADLS
showed that Resident #2 was independent with
all ADLs except eating needed supervision.

Areview of Resident 3's health assessment dated
showed medical diagnoses of
., and type 2.
Activities with daily living (ADL) showed the
resident needed assistance with all ADLs except
ambulation needed supervision.

A review of Resident 4's health assessment dated
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{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to 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 apartments 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
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showed medical diagnosis of
. ADLS showed that Resident #4
needed assistance with ail ADL except eating
needed supervision.
A review of Resident 5's health assessment dated
showed medical diagnosis of
. The resident
required assistance wsth bathing, -
self-care, toileting, transferring and required
supervision with ambulation and eating.
Areview of Resident 6's health assessment dated
showed medical diagnoses
., type 2, and.
. ADL showed that the
resident required assistance with ADLs except
ambulation needed supervision.
Class #
A 055, 50A-36.008(6) FAC Medication - Storage and AQ55
$5=01 Disposal
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if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

The ication is ined and
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 arrangements and the conditions 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
{ocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refri ion must be kept refri
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 ’ assisting with self- inistration
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at alf imes; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.
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{d) that has been but
has not expired must be refurned 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
still 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 & Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensit
pharmacy pursuant fo Rule 64816-28.870,

g
FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure all prescribed and over the
cournter medications were kept in a locked
cabinet, locked cart, or other locked storage
receptable, room, or area always.
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(2) EXISTING FACILITIES.

{a) An assisted living facility must comply with the
rule or building code in effect at the time of initial
licensure, as welt as the rule or building code in
effect at the time of any additions, modifications,
alterations, refurbishment, renovations or
reconstruction. Determination of the instaliation of
a fire sprinkler system in an existing facility must
comply with the requirements described in
section 428.41, F.8.

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

This Statute or Rute is not met as evidenced by:
Based on observation, interview, and record
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Findings included:
Observation on at 8:37 AM in the
office area revealed unsecured medications. A
container of SOL 10 GM/ 15 was
observed placed on a chair without proper
security. Additionatly, a metat cabinet containing
i ications was found .
The medications observed in the cabinet included
HCI and Degludec injection
200 units/mi. Further observation of the
unsecured metal cabinet revealed
over-the-courtter medication
During an interview on at 2:15 PM the
Owner stated that the medications needed fo be
destroyed.
Class il
A151] 59A-36.014(2) FAC Physical Plant - Existing A151
$8=F | Facilities
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review the facility failed to comply with the
building code in effect while the facility was
undergoing modifications, renovations, or
reconstruction.

Findings included:

Observation on at 8:30am showed
that the facility was being modified, renovated, or
reconstructed. There was construction in the
kitchen, dining room, living room, rooms in the
rear of the facility and

During an interview on at 8:42am
Staff C stated that the construction had only
taken place for two days.

Observation on at 8:45am showed
that there was dust on the floors and walls of the
facility. The ceilings of the dining room, kitchen,
and rear of the facility were scrapped. The
kitchen was being remodeled, and alterations
were made to plumbing. In the dining room there
was an exit to the yard patio and there was
a concrete form for a ramp that had not yet been
poured. One of the walls in the dining room was
knocked out. The concrete form on the outside
prevented egress through the door. in the
kitchen there was an adjoining room with two
refrigerators, the floor had holes cut into it. In the
rooms in the rear of the facility walls were widen
exposing concrete and uneven floors. On the
outside of the facility in the rear patio there was
furniture and construction materials.

During an interview on at 9:32am the
Administrator stated that he did not know if the
remodeling was being done to local construction
code. The Administrator stated that the owner
would know.
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Continued From page 16

During an interview on at 9:45am the
Owner stated that she did not know that the
facility needed fo let the health department about
the construction. When asked what about the city
permits, she said that she did not need to get
permits because they were not making changes
to the structure, when asked if she was sure that
the work was being done to code.

During an interview on at 9:48am the
Local Municipal Code Compliance Inspector
stated that work had been done without permits
including the windows & doors, kitchen plumbing,
rear egress ramp, and remodeling including
knocking down walls and electrical work. The
Inspector stated that the facility might have done
the work to code, but that would be determined by
an inspector that specialized that area of
construction code and after permits was obfained
and plans from the facility are submitted.
According 1o the Inspector the facility must first
present the plans for the proposed work to the
city and obtain a permit. The Inspector stated that
a citation for commencing work without permits
would be issued.

During an interview on at 9:50am the
Owmer stated that she would obfain the permits
and ensure the building code was followed.

Class #ll

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to

A 151

A182
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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

waorking order.

{b) Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

suppfies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms o 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, interview, and record
review the facility failed to provide a safe living
environment, free of hazards to the residents.
One out of Six residents were exposed to
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potentiaily hazardous dust and unsafe living
conditions during extensive renovations lasting
more than 3 days.

Finding included:

Observation on at 8:30am showed
that the facility was being renovated. There was
construction in the kitchen, dining room, fiving
room, rooms in the rear of the facility and

Observation on at 8:40am showed
that Resident # 1 was sitting by the kitchen less
than two (2) from a broken wall and uneven
floor and six (6) from the dining room with
broken wall and uneven concrete floors. in the
kitchen there was unlocked cleaning supplies
under the sink.

During an interview on at 8:42am
Staff C stated that the construction had only
taken place for two days.

During an interview on at 8:45am the
visiting Home Health Aide (HHA), stated that she
had been at the facility for a week and the
remolding was going on. The HHA stated that she
could not say if the construction had occurred for
longer because she was out of town before the
week, and the last ime she was there was about
a month ago and there was no construction then.

Observation on at 8:45am showed
that there was dust on the floors and walls of the
facility. The ceilings of the dining room, kitchen,
and rear of the facility were scrapped. In the
dining room there was an exit to the yard
patio and there was a concrete form for a ramp
that had not yet been poured. The concrete form
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prevented egress through the door. In the
kitchen there was an adjoining room with two
refrigerators, the floor had holes cut into i, and
there was exposed pluming coming out of the
walls. In the rooms in the rear of the facility, walls
were widen eto expose concrete and uneven
floors. On the outside of the facility in the rear
patio there were furniture and construction
materials. There were power tools in the kitchen
and outside of the facility unsecured.

During an interview on at 9:30am the
Administrator stated that the resident would be
placed outside during construction, when asked
what was being done to safe guard the resident
during construction.

According to the National Weather Service the
average high temperature for Miami, Florida in
, and was 82.9F.

During an interview on at 9:32am the
Administrator stated that he did not know if the
remodeling was being done to local construction
code. The Administrator stated that the owner
would know.

Areview of the health department inspections
report dated 1206 showed that the facility
failed to notify the department about the
construction.

During an interview on at g:45am the
Owner stated that she did not know that the
facility needed fo let the health department about
the construction. When asked what about the
cities permits, she said that she did not need to
because they were not changing to structure.
When asked if she was sure about that she did
not answer,
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According to the local code department permits
were required for any new structures, pools or
additions like screen enclosures, fences, sheds
and carports, any new plumbing, electrical or
mechanical air conditioning work, exterior repair
work fike the replacement of windows, doors,
siding or a new roof, Interior renovations like
knocking down a wall or altering or repairing the
electrical or plumbing system, including the
replacement of a hot water heater or gas
appliance.

Observations on at 9:50am showed
that the fire sprinkler systems were moved in the
dining area, several of the windows and egress
were blocked.

A review of records showed that the focal fire
inspection was dated

During an interview on at 10:00am
the Administrator laughed and stated no, when
asked if he believed that the facility he would
pass the fire inspection in its current state,

Areview of Resident # 1 health assessment

dated showed that she was

diagnosed with s .
), and

According to the Mayo Clinic, was an
ongoing condition caused by damage to the

- was caused by long-term exposure
to irritating smoke, fumes, dust or chemicals.

During an interview on at 10:12am
Resident # 1 stated that she did not have any

. issues and that the construction did not
bother her.

AHCA Form 3020-0001

STATE FORM

SW7E1

1 contingation sheet 21 01 25




Agency for Healih Care Administration

PRINTED: 04/06/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11642793

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

03/12/2026

NAME OF PROVIDER OR SUPPLIER

3341 SW 7 STREET

LA MILAGROSA HOME

MIAML, FL

33135

STREET ADDRESS, CITY, STATE, ZIP CODE

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)

A182

A 160
8§8=D
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During an interview on at 10:22am
Resident # 3 stated that the construction did not
bother her, and there was no dust. Furthermore,
Resident # 3 stated that they would be outside
during construction for about hours but that it
was not hot.

During an interview on at 10:31am
Resident # 4 stated that the construction did not
bother her and there was not a lot of dust.

Observation on at 10:33am showed

that in Resident # 4 room the blinds had a thick

fayer of white dust on them and swiping your
across them left you white.

During an interview on at 11:30am the
Administrator stated that the resident would be
moved out of the facility, when asked if he
thought it was safe and appropriate for the
resident to be at the facility during the
renovations.

Class 1

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper

A182

A160
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format, upon request.

(1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge log
fisting the names of alf residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitied with a R ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facitity but
intending to return pursuant to Rule 56A-38.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in patagraph
().

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C,, that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.A.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-36.013, FA.C.

{g) The admission package presented o new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.AC.
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{h) If the facllity advertises that it provides special
care for persons with 's or
related . a copy of all such facifity
advertisemenis as required by Section 428.177,

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, FA.C.

(i) Alt food service records required in Rule
89A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports, Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
license or certificate to operate.

{k) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 429.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 5 years.,

{n) The facitity's resident elopement response
policies and procedures.

{0) The facitity's documented resident elopement
response drills,

{p) The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FAC;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical ;
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{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility’s policy on visitation pursuant fo
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-38.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to display the facility records in a
conspicuous and public area.

Findings included:

Observation on at 8:30am showed
that the facility was being renovated. There was
construction in the kitchen, dining room, living
room, rooms in the rear of the facility and

During an interview on at 11:30am the
Administrator stated facility records display board
was in the . {photographic evidence
obtained)

Observation on at 19:30am showed
that the facility display board with the facility
records was in a room under construction af the
rear of the facilty.
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