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A164. 59A-36.015(4) FAC; 429.35(1) & (3) FS Records At64
88=D | - Inspection Availability

59A-36.015

{4) RECORD INSPECTION.

{a) The resident’s records must be available to
the resident; the resident's legal representative,
designee, surrogate, guardian, attorney in fact, or
case manager; or the resident's estate, and such
additional parties as authorized in writing or by
law.

{b) Pursuant to Section 429.35, F.S,, agency
reports that pertain to any agency survey,
inspection, or monitoring visit must be available
o the residents and the public. In facilities that
are co-located with a licensed nursing home, the
inspection of record for alt common areas is the
nursing home inspection report.

429,35 Maintenance of records; reports.-

(1) Every facility shall maintain, as public
information available for public inspection under
such conditions as the agency shall prescribe,
records containing copies of all inspection reports
pertaining to the facility that have been issued by
the agency fo the facility. Copies of inspection
reports shall be retained in the records for 5
years from the date the reports are filed or
issued.

{3) Every facility shall post a copy of the last
inspection report of the agency for that facility in a
prominent location within the facility so as to be
accessible to all residents and to the public. Upon
request, the facility shall also provide a copy of
the report fo any resident of the facility or fo an
applicant for admission to the facility.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
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failed to have a resident's records available for
inspection and availability. The facility failed to
have the record on site.

Findings:

Record review of resident #4 revealed that she
was admitfed to the facility on and
discharged on

Record review of the Admission Discharge fog
noted that resident #4 | , and was not
on hospice.

On at 11:36AM when interviewed for
clarification, the Administrator stated that
Resident#4 was not a Hospice resident. She
stated that Resident #4's family took her to the
hospital for her advanced . She stated
that Resident 4 was transferred to the hospital on
. She stated that Resident #4's daughter
advised that Resident #4 on .

An interview on »at 11:36AM, The
Administrator stated that she did not have
Resident 4's file at the facility for review.

Class #l

A165 42023( & ) FSRisk Mgmt & QA
8S=E
428.23 Internal risk management and quality
assurance program, adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident

A164

A 185
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reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
{2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:
1. H
2. or damage;
3. Permanent H

) or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or
7. An event that is reported fo law enforcement or
its personnel for investigation; or
(b} Resident elopement, if the elopement places
the resident at risk of harm or injury.
{3) Licensed facilities shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.
(4} Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
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portal is offline, by electronic mail, a fuil report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

{6) L neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415,

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professionat
who is subject to disciplinary action, in which
case the provisions of s, 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
$. 456.073 apply.

{8) if the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
reguiatory hoard.
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{10} The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to report an incident to the Agency's
incident report system. The facility failed fo report
an incident in which a resident was transferred to
a higher tevel of care. The facility faled to report
one {Resident #1) out five sampled residents that
had been transferred to the ER or the hospital.

Findings:

Record review of Resident #1's progress notes
indicates that on , Resident #1 was
transferred to the hospital by rescue for low

On at 3:00PM, regarding the incident,
the Administrator stated that Resident #1 was
taken via rescue to the hospital for low

, . The Administrator stated that Resident
#1 returned to the facility the same day at 11:00
PM.

Record review of Resident #1's hospital
discharge record revealed that she was
diagnosed with a and
orders for treatment were prescribed.

Class i

A 167 50A-36.018 FAC; 429.24 FS Resident Contracts
88=D
59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident

A185

A167
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or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c) Alist of any additionai services and charges to
e provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be atfached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.8.;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{9) A refund policy that must conform to section
429.24(3), F.8

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, heaith care
facility, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;

{i) A provision stating whether the facility is
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affiliated with any refigious organization and, if so,
which organization and its relationship to the
facility;
{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident raust make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. in the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. if there is
disagreement regarding the appropriateness of
placermnent, provisions outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C,, and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4}, of that rule;
{1) The facility's policies and.procedures for
self-administration, assistance with

1f- inistration, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rute; and,
{m) The facility's policies and procedures related
0 a properly executed DH Form 1896,

(2) The resident, or the resident's representative,
must be provided with a copy of the executed
confract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
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as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
written statement setfing forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

428.24 FS

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thereto, between the
ficensee and the resident or his or her designee
or legal representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the ficensee shall keep on file in the facility alt
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration,

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and of the residents,
other than those specified in s, 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
‘Whenever money is deposited or advanced by a
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resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:

{a) Such funds shall be deposited in a banking
institution in this state that is focated, if possible,
in the same community in which the faciiity is
located; shall be kept separate from the funds
and property of the facility; may notbe
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or .

{b) If a licensee agrees to reserve a bed fora
resident who is admitted to a medical facifity,
including, but not limited to, & nursing home,
health care facility, or | facility, the
resident or his or her responsible party shail notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{¢) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
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facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

{5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

. imposed upon it by this part or rules
adopted.under this part.

{6) In tieu of the provisions of this section,
facifiies certified under chapter 651 shall comply
with the requirements of s. 651.055.

{7) Notwithstanding the provisions of this section,
faciities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, |, hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unitis fully vacated. Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other simitar or like
residential units.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to offer one (Resident
#1) out of five sampled residents a contract for
execution by the resident or the resident's legal
representative before or at the fime of admission.
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Findings:

On at 8:00AM, Resident #1 was
observed at the facility.

On at 12:30PM, the Administrator
stated that Resident#1 was admitted to the facility
on

Record review of the facility's Admission
Discharge log reveals that Resident #1 was noted
to be admitted on

Record review of Resident #1's file revealed that
her son was her proxy.

On at 12:30, on an interview, the
Administrator stated that she sent a contract to
resident #1's proxy via email on

On , when the administrator was
asked why she did not give the contract before
, the Administrator stated that the
proxy of resident #1 did not live here.
Furthermore, the administrator stated that she
just wanted them to leave because the facility
could not mest the demands of the resident's
proxy.
Record review of resident #1's file revealed a
contract signed by the Administrator dated
. There was no signature or date in
the resident section.

Class Hll

Initiat Comments

A1B7

A0CO
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A Complaint investigation #2026001599 was
conducted at Molina ALF, LLC on .
Deficiencies were found at the time of the survey.
A030 59A-36.007(5) FAC; 420.28( ) FS420.27 A030
$8=D

Resident Care - Rights & Facility Procedures

59A-36.007

{8) 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-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to 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 fo 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 toli-free
telephone number of the Florida Hotline,
1{800)86~ or 1{800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written staternent of
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its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilitie:
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and
6. Administrative and

and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility 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 employed 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 o a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls o 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,
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425.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, 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 iiving 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.
{d) Unrestricted private communication, including
receiving and sending unopened

re , access to a , and
visiting with any person of his or her choice, at
any time between the hours of ¢ am. and 9 p.m.
at a minimurn, 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 b ton within the 8

{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 s. 428.27.
{g) Share a room with his or her spouse if both
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are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regutar and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious fiberties, including
the right to independent personat decisions. No
religious befiefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making | |
for health care services, the provision of or
arrangement of transportation to health care

, and the performance of heaith
care services in accordance with s. 428.255
whxch are consistent with established and

andards within the i
(k) At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation fo a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally s , 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
O Program for i with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
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facility to i the resi of an i

without notice as provided hereir, 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 shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be 2 member of, to be
active in, and 1o 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 s posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail 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
{ong-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 taken 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
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Program or local ombudsman council, the Elder

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

428.27 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, administrator, 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
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 Interview and record review, the facility
failed to treat a resident with respect in relation to
honor and privacy. The facility failed to be
considerate and respectful in written
communication regarding a resident's private
care one (Resident #1) out of five residents,

Findings:
On at 11:00AM, the Administrator

stated that Resident #1's proxy communicated in
writing via text or email daily.
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On at 11:00AM, in an interview, the
Administrator stated that the resident’s proxy was
concerned about the resident not moving her

and relayed that via text messages. The
Administrator also stated that Resident #1's proxy
started to accuse her of not serving the food. He
requested movement logs. The
Administrator stated that she sent a picture of
Resident #1's with the evidence that the
resident had a maovement.

Record review of Resident #1's progress notes
revealed that there is documentation regarding
the concern with movements and the
interventions carried out.

Class il

A 036 5OA-36.007(10) CONTROL
§$=E| PROCEDURES

{10y CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, N
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an N exposure to transmissible

agents in s . N

. nonintact skin, and mucuous

during the provision of personal

services. Standard precautions include:

A030

A038
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hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.

{c) The facifity must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and.after each use
according fo the manufacturer's
recommaendations.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility

failed to ensure that proper control
measures were implemented and carried out in
order to prevent the spread of between

residents. The facility failed to ensure that proper
confrol was carried out for 2 out of 5
sampled residents.

Findings:

On between 10:45AM and 11:30AM,
Staff B and staff C were observed providing

care to Resident#3. Both staff were
weating disposable gloves.

On at 11:00AM, Staff C was
observed to take the dirty under,  from
Resident #3, leave the room and take that under
. and place it on the floor of Resident #2's
room. Staff C did not change her gloves.

On at 11:00 AM, Staff B was observed o
leave the room of resident #3 and proceeded to
the room of resident #2. Staff B was observed to
enier the closet of resident #2 to remove clean

supplies of under | and diaper,
Staff B did not remove her gloves.

An interview with Staff B on at 11:00AM,
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when asked how they prevent the spread of
between residents. Staff B stated that
they clean the facility with Clorox and use masks.

An interview of Staff C on at 11:00
AM Staff C stated that they clean the place, use
Clorox and gloves.,

Aninterview of Staff B on at
11:00AM, when asked what equipment they use,
Staff B ackr the di pancy
and stated that they would use gloves.

On , at 11:00AM, it was observed that
Staff B and Staff C did not take the initiative to
change their soiled gloves until they prompted to
do so.

On interview with the Administrator on

, at 11:00 AM, the Administrator
acknowledged the discrepancy since she
witnessed it. The Administrator stated that more
training would be provided.

Record review of empioyee files of Staff B
revealed a certificate of training on
Controf for 3 hrs. on

Record review of the employee file of Staff C
revealed a fraining certificate for Control
for

Class il

A 054 59A-36.008(5) FAC Medication - Records
88=E
{8) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep

A038
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either the original labeled medication container;
ora ication fisting with the ipti
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 assistance with seif-administration of
medications or medication administration. A
medication 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 missed dosages, refusals to take

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

, the facility must, pursuant to Section

429.41, 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 inferview, the facility
failed to maintain accurate Medication records for
a resident. The facility failed to document
medication provided to 1 {Resident #1) out of 5
sampled residents. The facility failed to
accurately complete the MOR. (Medication
Observation Record}

Findings:
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Arecord review of the handwritten MOR of
Resident #1 for the month of , revealed
that the following were not documented: .
Physician Name, medication schedule. The
schedule just started AM, PM no time.

Record review of the MOR revealed that Resident
#1 had ordered medication for High
. . The medication was .

,and .o

Record review of the MOR revealed that the
10mg one tablet oral daily for high
was not signed of as given

Record review of the MOR revealed that the
100mg oral, two times a day was not
signed off on -2028 in the PM, oron
and -2026 in the AM or PM.

Record review of the MOR revealed that the
. bmg, one tablet oral daily- was not
signed off on oron .

Record review of the MOR revealed that

Polyethylene ,,  17grams daily- to prevent
s -was not signed off as given from
-2026 to

On an Interview with the Administrator on
, at 12:30PM, she stated that
Resident #1 came from a previous ALF with
medication. The Administrator stated that she
wrote and completed a Medication
Observation Record MOR based off the
medication provided.

Record review of the MOR of Resident #1
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revealed that Staff C initialed some of the
prescribed medication for Resident #1 as being
provided on and

On at 12:30PM in an interview, Staff
C stated that she did not recall if she provided the
medication that were not signed off for Resident
#1on and

Record review of Staff C's employee file revealed
a training certificate for 6 hours of Assistance with
Self administration of Mediation dated

Record Review of the administrator's employee
file revealed a training certificate for 6 hours on
Assistance with Self administration of medication
and medication management dated

Class il

A080| 420.52( ) FS; 50A-36.011(1) FAC Training -
$8=D | Core & Competency Test

428.52

{2) Administrators and other assisted fiving facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shall develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following

A054

A080
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topics:
(a) State law and rules refating fo assisted living
facilities.
{b) Resident rights and identifying and reporting
.neglect, and | .

{c) Special needs of eiderly persons, persons with
mental iiness, and persons with R

and how to meet those needs.
{d) Nutrition and food service, including

itation practices for

storing, and serving food.
{e) Medication management, recordkeeping, and
proper techniques for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's and
related

59A-36.011

{1} ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core fraining
requirements established by the department
pursuant to section 429.52, ¥.8., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 76%. ini who
have attended core training prierto

and managers who attended the core training
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program priorfo | , shall not be
required to take the competency test.
Administrators ficensed as nursing home
administrators in accordance with chapter 468,
partll, F.S

{c) Adm
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shali not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirernents and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
compstency test fee shall be remitted fo the entity
administering the test. A new fee is due each time
the test is taken.

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

ini ich in the continui
education fraining for a minimum of 12 contact
hours every two years and must retake and
complete successfully the CORE competency
test

Findings:
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Record review of the Administrator's employee
file revealed that the initial CORE was dated
and the latest CORE update of 12
hours was dated
Interview of the Administrator on at
4:00PM, the Administrator stated that she would
investigate it.
Class il
A 152 59A-36.014(3) FAC Physical Plant - Safe Living At52

88=F . Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilittes 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 429.27, F.8., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure 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. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,
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Continued From page 26

5. A comfortable chair, if requested,

{¢) The facility must maintain master or duplicate
keys to resident bedrooms to 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
personal 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 ensure a safe and decent living
environment free of hazards and ensure that all
existing architectural, mechanical, and electricat
and systems, and appurtenances were
maintained for five out of five sampled residents.

Findings:

On at approximately 9:00AM
observed a bottle of bleach on fop of a wheeled
walker in the covered patio where 3 residents
were seated.

On at approximately 9:00AM
observed parts of a dismantled bedframe on the
right side of the patio where residents were
seated.

On at 9:00AM in an interview, Staff B
stated that they were in the middle of doing the
faundry and that that the bed frame was from a
room where a hospital bed was placed.

Class #Hl

A182
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{4) RECORD INSPECTION.

{a) The resident’s records must be available to
the resident; the resident's legal representative,
designee, surrogate, guardian, attorney in fact, or
case manager; or the resident's estate, and such
additional parties as authorized in writing or by
law.

{b) Pursuant to Section 429.35, F.S,, agency
reports that pertain to any agency survey,
inspection, or monitoring visit must be available
o the residents and the public. In facilities that
are co-located with a licensed nursing home, the
inspection of record for alt common areas is the
nursing home inspection report.

429,35 Maintenance of records; reports.-

(1) Every facility shall maintain, as public
information available for public inspection under
such conditions as the agency shall prescribe,
records containing copies of all inspection reports
pertaining to the facility that have been issued by
the agency fo the facility. Copies of inspection
reports shall be retained in the records for 5
years from the date the reports are filed or
issued.

{3) Every facility shall post a copy of the last
inspection report of the agency for that facility in a
prominent location within the facility so as to be
accessible to all residents and to the public. Upon
request, the facility shall also provide a copy of
the report fo any resident of the facility or fo an
applicant for admission to the facility.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
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failed to have a resident's records available for
inspection and availability. The facility failed to
have the record on site.

Findings:

Record review of resident #4 revealed that she
was admitfed to the facility on and
discharged on

Record review of the Admission Discharge fog
noted that resident #4 | , and was not
on hospice.

On at 11:36AM when interviewed for
clarification, the Administrator stated that
Resident#4 was not a Hospice resident. She
stated that Resident #4's family took her to the
hospital for her advanced . She stated
that Resident 4 was transferred to the hospital on
. She stated that Resident #4's daughter
advised that Resident #4 on .

An interview on »at 11:36AM, The
Administrator stated that she did not have
Resident 4's file at the facility for review.

Class #l

A165 42023( & ) FSRisk Mgmt & QA
8S=E
428.23 Internal risk management and quality
assurance program, adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident

A164

A 185
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reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
{2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:
1. H
2. or damage;
3. Permanent H

) or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or
7. An event that is reported fo law enforcement or
its personnel for investigation; or
(b} Resident elopement, if the elopement places
the resident at risk of harm or injury.
{3) Licensed facilities shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse
incident, and the status of the facility's
investigation of the incident.
(4} Licensed facilities shall provide within 15
days, through the agency's online portal, or if the
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portal is offline, by electronic mail, a fuil report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

{6) L neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415,

{7) The information reported to the agency
pursuant to subsection (3) which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professionat
who is subject to disciplinary action, in which
case the provisions of s, 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
$. 456.073 apply.

{8) if the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shall report
this fact to such regulatory board.

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
reguiatory hoard.
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{10} The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to report an incident to the Agency's
incident report system. The facility failed fo report
an incident in which a resident was transferred to
a higher tevel of care. The facility faled to report
one {Resident #1) out five sampled residents that
had been transferred to the ER or the hospital.

Findings:

Record review of Resident #1's progress notes
indicates that on , Resident #1 was
transferred to the hospital by rescue for low

On at 3:00PM, regarding the incident,
the Administrator stated that Resident #1 was
taken via rescue to the hospital for low

, . The Administrator stated that Resident
#1 returned to the facility the same day at 11:00
PM.

Record review of Resident #1's hospital
discharge record revealed that she was
diagnosed with a and
orders for treatment were prescribed.

Class i

A 167 50A-36.018 FAC; 429.24 FS Resident Contracts
88=D
59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident

A185

A167
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or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c) Alist of any additionai services and charges to
e provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be atfached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.8.;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{9) A refund policy that must conform to section
429.24(3), F.8

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, heaith care
facility, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;

{i) A provision stating whether the facility is

AHCA Form 3020-0001
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affiliated with any refigious organization and, if so,
which organization and its relationship to the
facility;
{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident raust make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. in the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. if there is
disagreement regarding the appropriateness of
placermnent, provisions outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C,, and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4}, of that rule;
{1) The facility's policies and.procedures for
self-administration, assistance with

1f- inistration, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rute; and,
{m) The facility's policies and procedures related
0 a properly executed DH Form 1896,

(2) The resident, or the resident's representative,
must be provided with a copy of the executed
confract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
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as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
written statement setfing forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

428.24 FS

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thereto, between the
ficensee and the resident or his or her designee
or legal representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the ficensee shall keep on file in the facility alt
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration,

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and of the residents,
other than those specified in s, 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
‘Whenever money is deposited or advanced by a
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resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:

{a) Such funds shall be deposited in a banking
institution in this state that is focated, if possible,
in the same community in which the faciiity is
located; shall be kept separate from the funds
and property of the facility; may notbe
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or .

{b) If a licensee agrees to reserve a bed fora
resident who is admitted to a medical facifity,
including, but not limited to, & nursing home,
health care facility, or | facility, the
resident or his or her responsible party shail notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{¢) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
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facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

{5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

. imposed upon it by this part or rules
adopted.under this part.

{6) In tieu of the provisions of this section,
facifiies certified under chapter 651 shall comply
with the requirements of s. 651.055.

{7) Notwithstanding the provisions of this section,
faciities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, |, hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unitis fully vacated. Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other simitar or like
residential units.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to offer one (Resident
#1) out of five sampled residents a contract for
execution by the resident or the resident's legal
representative before or at the fime of admission.
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Findings:

On at 8:00AM, Resident #1 was
observed at the facility.

On at 12:30PM, the Administrator
stated that Resident#1 was admitted to the facility
on

Record review of the facility's Admission
Discharge log reveals that Resident #1 was noted
to be admitted on

Record review of Resident #1's file revealed that
her son was her proxy.

On at 12:30, on an interview, the
Administrator stated that she sent a contract to
resident #1's proxy via email on

On , when the administrator was
asked why she did not give the contract before
, the Administrator stated that the
proxy of resident #1 did not live here.
Furthermore, the administrator stated that she
just wanted them to leave because the facility
could not mest the demands of the resident's
proxy.
Record review of resident #1's file revealed a
contract signed by the Administrator dated
. There was no signature or date in
the resident section.

Class Hll

Initiat Comments

A1B7

A0CO
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A Complaint investigation #2026001599 was
conducted at Molina ALF, LLC on .
Deficiencies were found at the time of the survey.
A030 59A-36.007(5) FAC; 420.28( ) FS420.27 A030
$8=D

Resident Care - Rights & Facility Procedures

59A-36.007

{8) 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-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to 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 fo 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 toli-free
telephone number of the Florida Hotline,
1{800)86~ or 1{800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written staternent of
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its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilitie:
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and
6. Administrative and

and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility 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 employed 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 o a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls o 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,
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425.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, 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 iiving 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.
{d) Unrestricted private communication, including
receiving and sending unopened

re , access to a , and
visiting with any person of his or her choice, at
any time between the hours of ¢ am. and 9 p.m.
at a minimurn, 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 b ton within the 8

{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 s. 428.27.
{g) Share a room with his or her spouse if both
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are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regutar and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious fiberties, including
the right to independent personat decisions. No
religious befiefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making | |
for health care services, the provision of or
arrangement of transportation to health care

, and the performance of heaith
care services in accordance with s. 428.255
whxch are consistent with established and

andards within the i
(k) At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation fo a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally s , 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
O Program for i with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
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facility to i the resi of an i

without notice as provided hereir, 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 shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be 2 member of, to be
active in, and 1o 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 s posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail 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
{ong-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 taken 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

AHCA Form 3020-0001
STATE FORM

DBZOH

i contingation sheat 16 of 27




PRINTED: 04/20/2028

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
AL11970636 B WING 02/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9830 SW 12TH TER
MOLINAALF LLC
MIAMY, FL 33174
(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 16 AQ30

Program or local ombudsman council, the Elder

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

428.27 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, administrator, 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
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 Interview and record review, the facility
failed to treat a resident with respect in relation to
honor and privacy. The facility failed to be
considerate and respectful in written
communication regarding a resident's private
care one (Resident #1) out of five residents,

Findings:
On at 11:00AM, the Administrator

stated that Resident #1's proxy communicated in
writing via text or email daily.
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On at 11:00AM, in an interview, the
Administrator stated that the resident’s proxy was
concerned about the resident not moving her

and relayed that via text messages. The
Administrator also stated that Resident #1's proxy
started to accuse her of not serving the food. He
requested movement logs. The
Administrator stated that she sent a picture of
Resident #1's with the evidence that the
resident had a maovement.

Record review of Resident #1's progress notes
revealed that there is documentation regarding
the concern with movements and the
interventions carried out.

Class il

A 036 5OA-36.007(10) CONTROL
§$=E| PROCEDURES

{10y CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, N
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an N exposure to transmissible

agents in s . N

. nonintact skin, and mucuous

during the provision of personal

services. Standard precautions include:

A030

A038
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hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.

{c) The facifity must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and.after each use
according fo the manufacturer's
recommaendations.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility

failed to ensure that proper control
measures were implemented and carried out in
order to prevent the spread of between

residents. The facility failed to ensure that proper
confrol was carried out for 2 out of 5
sampled residents.

Findings:

On between 10:45AM and 11:30AM,
Staff B and staff C were observed providing

care to Resident#3. Both staff were
weating disposable gloves.

On at 11:00AM, Staff C was
observed to take the dirty under,  from
Resident #3, leave the room and take that under
. and place it on the floor of Resident #2's
room. Staff C did not change her gloves.

On at 11:00 AM, Staff B was observed o
leave the room of resident #3 and proceeded to
the room of resident #2. Staff B was observed to
enier the closet of resident #2 to remove clean

supplies of under | and diaper,
Staff B did not remove her gloves.

An interview with Staff B on at 11:00AM,
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when asked how they prevent the spread of
between residents. Staff B stated that
they clean the facility with Clorox and use masks.

An interview of Staff C on at 11:00
AM Staff C stated that they clean the place, use
Clorox and gloves.,

Aninterview of Staff B on at
11:00AM, when asked what equipment they use,
Staff B ackr the di pancy
and stated that they would use gloves.

On , at 11:00AM, it was observed that
Staff B and Staff C did not take the initiative to
change their soiled gloves until they prompted to
do so.

On interview with the Administrator on

, at 11:00 AM, the Administrator
acknowledged the discrepancy since she
witnessed it. The Administrator stated that more
training would be provided.

Record review of empioyee files of Staff B
revealed a certificate of training on
Controf for 3 hrs. on

Record review of the employee file of Staff C
revealed a fraining certificate for Control
for

Class il

A 054 59A-36.008(5) FAC Medication - Records
88=E
{8) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep

A038
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either the original labeled medication container;
ora ication fisting with the ipti
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 assistance with seif-administration of
medications or medication administration. A
medication 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 missed dosages, refusals to take

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

, the facility must, pursuant to Section

429.41, 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 inferview, the facility
failed to maintain accurate Medication records for
a resident. The facility failed to document
medication provided to 1 {Resident #1) out of 5
sampled residents. The facility failed to
accurately complete the MOR. (Medication
Observation Record}

Findings:
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Arecord review of the handwritten MOR of
Resident #1 for the month of , revealed
that the following were not documented: .
Physician Name, medication schedule. The
schedule just started AM, PM no time.

Record review of the MOR revealed that Resident
#1 had ordered medication for High
. . The medication was .

,and .o

Record review of the MOR revealed that the
10mg one tablet oral daily for high
was not signed of as given

Record review of the MOR revealed that the
100mg oral, two times a day was not
signed off on -2028 in the PM, oron
and -2026 in the AM or PM.

Record review of the MOR revealed that the
. bmg, one tablet oral daily- was not
signed off on oron .

Record review of the MOR revealed that

Polyethylene ,,  17grams daily- to prevent
s -was not signed off as given from
-2026 to

On an Interview with the Administrator on
, at 12:30PM, she stated that
Resident #1 came from a previous ALF with
medication. The Administrator stated that she
wrote and completed a Medication
Observation Record MOR based off the
medication provided.

Record review of the MOR of Resident #1
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revealed that Staff C initialed some of the
prescribed medication for Resident #1 as being
provided on and

On at 12:30PM in an interview, Staff
C stated that she did not recall if she provided the
medication that were not signed off for Resident
#1on and

Record review of Staff C's employee file revealed
a training certificate for 6 hours of Assistance with
Self administration of Mediation dated

Record Review of the administrator's employee
file revealed a training certificate for 6 hours on
Assistance with Self administration of medication
and medication management dated

Class il

A080| 420.52( ) FS; 50A-36.011(1) FAC Training -
$8=D | Core & Competency Test

428.52

{2) Administrators and other assisted fiving facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shall develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following

A054

A080
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topics:
(a) State law and rules refating fo assisted living
facilities.
{b) Resident rights and identifying and reporting
.neglect, and | .

{c) Special needs of eiderly persons, persons with
mental iiness, and persons with R

and how to meet those needs.
{d) Nutrition and food service, including

itation practices for

storing, and serving food.
{e) Medication management, recordkeeping, and
proper techniques for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's and
related

59A-36.011

{1} ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core fraining
requirements established by the department
pursuant to section 429.52, ¥.8., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 76%. ini who
have attended core training prierto

and managers who attended the core training
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program priorfo | , shall not be
required to take the competency test.
Administrators ficensed as nursing home
administrators in accordance with chapter 468,
partll, F.S

{c) Adm
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shali not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirernents and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
compstency test fee shall be remitted fo the entity
administering the test. A new fee is due each time
the test is taken.

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

ini ich in the continui
education fraining for a minimum of 12 contact
hours every two years and must retake and
complete successfully the CORE competency
test

Findings:
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Record review of the Administrator's employee
file revealed that the initial CORE was dated
and the latest CORE update of 12
hours was dated
Interview of the Administrator on at
4:00PM, the Administrator stated that she would
investigate it.
Class il
A 152 59A-36.014(3) FAC Physical Plant - Safe Living At52

88=F . Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilittes 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 429.27, F.8., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure 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. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,
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Continued From page 26

5. A comfortable chair, if requested,

{¢) The facility must maintain master or duplicate
keys to resident bedrooms to 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
personal 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 ensure a safe and decent living
environment free of hazards and ensure that all
existing architectural, mechanical, and electricat
and systems, and appurtenances were
maintained for five out of five sampled residents.

Findings:

On at approximately 9:00AM
observed a bottle of bleach on fop of a wheeled
walker in the covered patio where 3 residents
were seated.

On at approximately 9:00AM
observed parts of a dismantled bedframe on the
right side of the patio where residents were
seated.

On at 9:00AM in an interview, Staff B
stated that they were in the middle of doing the
faundry and that that the bed frame was from a
room where a hospital bed was placed.

Class #Hl

A182
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