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Initiat Coraments

A re-licensure survey and a generator monitoring
were conductec at Adam Home #2 INC on

. The provider had deficeincies
identified at the time of survey.

B59A-36.012(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationaf Academies, 2018, which are
incorporated by reference and available for
review at;
hitps:/fods.od.nib.gov/Healthinformation/Dietary
Reference_lntakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{h) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required, Unless a
resident chooses to eat less, the facifity must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.

{c) Al regular and therapeutic menus to be used
by the facility must be reviewed annuaily by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
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supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary fo accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional vaiue based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
patticipate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider

AHCA Form 3020-0001

STATE FORM

CPsY T

1 continuation shoet 20f 6



Agency for Healih Care Administration

PRINTED: 04/09/2026
FORM APPROVED

of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered {0 be meals for the
purposes of . the fime between meals.
{g) Food must be served attractively at safe and
pelatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
aiso be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to meet 11 out of 11
residents’ nutritional needs (Residents #1, #2, #3,
#5, #6, #7, #8, #9, #10, #11, #12) and it failed o
follow the planned menu.

Findings as follow:
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On between 7:00 AM and 8:00 AM

observed Staff C serving breakfast to the facility
residents. It was seen served hot chocolate
{chocolate with milk} and 2 slices of bread with
mayonnaise, Staif was not seen offering any
other food to the residents.

Review of the facility menu approved for a
licensed dietitian on and planned for

consisted on 4 ounces of assorted
juices, cup of dry cereal, cup of cooked
cereal, 1 slice of bread, margarine and 8 ounces
of mikk.

On at 7:00 AM Resident #10 was
asked if he liked 1o take juice at breakfast and he
answered "yes, but they did not give it to me”

On at 1:05 PM the Administrator
stated they have cereal and juices to offer but the
residents refuse to take it at breakfast time
adding she will be sure cereal and juice are
offered to the residents in the future.

Class Hl

A161] 420.275(2) FS: 59A-36.015(2) FAC Records - At61
§8=D | Staff

429275
(2) The administrator or owner of a facility shalt
maintain personnet records for each staff
member which contain, at a minimum,
do ion of background ing, if

i ion of £ with alf
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
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ficensure or certification is required under this
part or rule.

59A-36.016
{2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
ion, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. in addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-36.011, FA.C.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.8., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,
8. Documentation verifying direct care staff and

i icipation in resident

drills pursuant to paragraph 59A-36.007(8)(c}),

{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
{c) The facility must maintain the written work
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schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:

Based on observation, record review and

interview the facility failed to assure one out of

four sample staff (Staff D) signed an attestation of
i with the backs ing.

Findings as follow:

On at 6:55 AM observed Staff B
working in facility.

Review of the Facility Roster showed Staff D was
hired on 6.

Review of Staff D record showed there was not a
copy of the atiestation of compliance with the
background screening.

On at 1:05 PM the Administrator
stated Staff D did sign the attestation of
i with the back d ing but

the document was misplaced.

Class 1l
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