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Initiat Cormments

An unannotnced Relicensure with Limited Mental
Heaith (LMH), Limited Nursing Services (LNS) and
a Generator Monitoring survey were conducted on

. . at Future Smiles Senijor Living H,
LLC. The facility had deficiencies related to the
Relicensure survey identified at the time of the
visit,

Note: The facitity had no Limited Nursing Services
{LNS) residents at the time of the survey.

429.256( ). 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256
{3) Assistance with self-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph, an
syringe that is prefilled with the proper

dosage by a pharmacist and an thatis
prefited by the manufacturer are considered

icati in previ properly
iabeled containers.
{b) In the presence of the resident, confirming that
the medication is intended for that resident, orally
advising the resident of the medication name and
dosage, opening the container, removing a
prescribed amount of medication from the
container, and closing the container. The resident
may sign a written waiver to opt out of being orally
advised of the medication name and dosage. The
waiver must identify ali of the medications
intended for the resident, including names and
dosages of such medications, and must
immediately be updated each time the resident's
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medications or dosages change.

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

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

or her .

(d) Applying ,  medications.

{e) Returning the medication container to proper
storage.

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

section.

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

dose of ication into

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

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

inistration of medications by any inj

foute.

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

{d) Administration of | preparations.

{e) The use of irrigations or debriding agents used
in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.

{g) Assisting with medications ordered by the
physician or health care professionat with
prescriptive authority to be given "as needed,”
unless the order is written with specific
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that preciude | judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{(h) Medications for which the time of
adrainistration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
[6)) i with the self inis ion of
by an unki person as
in this section shall not be considered
administration as defined in s, 465.003.

59A-36.008

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

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

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

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

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

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

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

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

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

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

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

{g) As used in Section 429.256(4)(h), F.8., the
terms "judgment” and "discretion” mean

i ing vital signs and ing of

a resident's condition.

(h) All trained staff must adhere fo the facility's
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control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the facility
failed to ensure uniicensed staff followed statutory
guidelines for assisting with self-administration of
medication given "as needed/PRN" for 1 out of 5
sampled residents (Resident #2).

The findings included:

On Lthe | MOR (Medication
Observation Record) and Controfled Substance
Records for Resident #2 was reviewed. The MOR
showed that the resident was receiving "PRN" or
“as needed"” medication from unficensed staff
members by their initials documented each time
showing that the resident was given the
medication by them. During interview with the
Administrator at 11:00 AM on , she

ackr that the below ications were
initialed as given by unlicensed staff members.
{Staff B, D and E} to this resident who was not
able to ask for the medication or understand its
use due to

1., { } .25 mg to be given "every 4
hours as needed" was listed three times on the
MOR. It was initaled as given three times {3 pills)
every day from through ,and one
fime {one pill) on . This was also signed
on the Controlled Substance Record as given by
unlicensed staff members on and
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Observation of the bubble packs that contained the
medication revealed 30 pills in each of three packs
{90 pills total) dispensed on , with 13 pilis
missing. This indicated that the staff provided the
resident with 13 pilis within 7 days. The staff's
initials noted that there were 16 pills given within 7
days. It could not be determined when the current
supply of bubble packs was opened and begun to
be dispersed as there was no date documented on
the pack other than the prefilled pharmacy date of

Resident #2's health assessment (AHCA Form

1823) dated listed a diagnosis of
and status as severe
and

Florida Statute 429.256 notes that unlicensed staff

are able to assist with "self-administration of
ication”. It that this assi:

does not include the following:

a) Medications ordered by the physician or health
care professional with prescriptive authority to be
given "as needed,” unless the order is written with
specific parameters that preciude independent
judgment on the part of the unlicensed person, and
at the request of a competent resident; and

b) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
and the resident requesting the medication is
aware of his or her need for the medication and
understands the purpose for taking the medication.
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Therefore, the "as needed" medication for Resident

#2 provided by unficensed staff members was not

given fo the resident while following regulatory

guidelines. These findings were discussed with

the Administrator on at 11:20 AM.

Class 1l

AO054

A 054 594.36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer managed
in subsection (2), the facility must keep either the
original iabeled medication container; or a

fisting with the pi ription number,
the name and address of the issuing pharmacy,
the health care provider's name, the resident's
name, the date dispensed, the name and strength
of the drug, and the directions for use.

{b) The facility must maintain a daily medication
observation record for each resident who receives
i with self- inistration of icati

or medicatl nistration. A medi
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

the resident may have;
2. The name of the resident's health care provider
and the health care providet'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 i or ication errors.

{c) For medications that serve as chemical

, the facility must, pursuant to Section
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429.41, F.$., 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 an interview, it was
determined the facility failed to ensure the
Medication QObservation Record (MOR) was
completed at the time medication was provided for
4 of § sampled residents (Residents #2, #3, #4
and #5) who required assistance with
self-administration of medication.

The findings included:

During review of the MOR's, the
following omissions and errors were identified:

1) Resident #2

a. 8:00 PM dose on was not initialed as

givenfor

b. 2:00 PM doses on . and
were not inifisled as given for |

[ )

©. 8:00 PM doses from through

were not initialed as given for

2) Resident #3

a. 8:00 PM doses from through

waere not initialed as given for ,

( .

3) Resident #5

a. 8:00 PM doses from through

were not initialed as given for 500-

D3 and .

b. 8:00 PM dose on was not initialed as

given for and D3,
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4) Resident #6

a. 8:00 PM doses on and were

not initialed as given for .

b. 8:00 PM doses on were not initialed

as given for - . and

The Administrator was notified of these findings

during interview on at 11:30 AM. The

facility provided no additional information for review

at this time.

Class il

AQ77

AOQ77. 429,176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

429,176 Notice of change of administrator.~If,
during the period for which a ficense is issued, the
owner changes administrators, the owner must
notify the agency of the change within 10 days
and provide documentation within 80 days that the
new ini meets i requi
and has completed the applicable core
educational requirements under s. 42952, A
facility may not be operated for more than 120

ive days without an ini who
has the core i G

429.52

{4) A facility administrator must compiete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faiture 1o do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429,18,
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Administrators licensed in accordance with part 1l
of chapter 488 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to parficipate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
{1} ADMINISTRATORS. Every facility must be
under the supervision of an admmxstrator who is
It ible for the fon and of
the facility including the management of all staff
and the provision of appropriate care to all
residents as required by chapters 408, part i, 429,
partl, F.S., and rule chapter 59A-35, F.A.C,, and
this rule chapter.
{a) An administrator must:
1 Beat least .

2. if employed on or after , have,
at a minimum, a high school diploma orG E D
3. Be in compliance with Level 2 background
screening reguirements pursuant to sections
408.809 and 429.174, F.S,;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than S0 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to

. , are not required to take the

competency test unless specified elsewhere in
this rute; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, F.AC.
A who are not in i with
these reguirements must retake the core training
and core competency test requirements in effect
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on the date the non-compliance is discovered by
the agency or the department.

{P) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1)(a)4. of this rule, to termporarily
serve as the facility administrator for a period not
o exceed 90 days. During the 80 day period, the
individual temporarily serving as facility
administrator must:

1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC.; and,

2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental heaith facility.
{c) Admini may supervise a i of
either three assisted living facilities or a group of
facilities on a single campus providing housing and
health care Administrators who supervise more
than one facility must appoint in writing a separate
manager for each facility. However, an

pervising a i of three
assisted fiving facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core tralning and competency test
and ¢ d

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

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

, setve as an administrator of any
other facifity.
(&) Pursuant to section 429.176, F.S,, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , whichis
incorporated by reference and available onfine at:
hitp: firules. .asp?No=
Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
provider, who is an administrator of two (2)
assisted fiving facilities (ALFs), failed to appointa
separate manager for each facility as required.

The findings included:

Upon review of the facility records and information
contained on the website

hitps://quality healthfinder.fl.gov, it was discovered
that the Administrator for this facility was also the
administrator for another assisted living facility in
Port St. Lucie, Florida.

Review of the employee roster for this facility on
the Agency's Clearinghouse website revealed the
current Manager listed with a start of employment

date as . The roster for the

Administrator's second ALF lists the Manager as

employed since . Review of the website
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(https:/alfmacdonald-research.com/) that lists

CORE trained individuals with a passing exam in

Florida revealed the Manager was qualified on

During an interview with the Administrator and

Manager on at 11:18 PM, they confirmed

that there was not a separate Manager designated

for each facility. The facility provided no additionat

information for review at this time,

Class il

A084

A 084 59A-36.011(6) FAC 429.52(6), FS Training - Assis
Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
If- inistration of ications as i in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.8
prior to assuming this responsibility, Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i ini fon, and of
medications in assisted living facilities; procedures
and techniques for assisting the resident with
self-administration of medication including how to
read a prescription label; providing the right
medications 1o the right resident; common
medications; the importance of taking medications
as prescribed; recognition of side effects and
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adverse reactions and procedures to follow when
residents appear to be experiencing side effects
and adverse reactions; documentation and record
keeping; and medication storage and disposal.
Training shall include demonstrations of proper
techniques, including techniques for

control, and ensure unlicensed staff have
adequately demonstrated that they have acquired
the skills necessary to provide such assistance.
{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.§., and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and | s s and

dosage forms;

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

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

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

e. Complete a medication observation record;

1. Retrieve and store medication;

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

. Assist residents with syringes that are

AHCA Form 3020-0001
STATE FORM o808 X82611 f continuation sheet 14 of 17



PRINTED: 04/21/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11870372 B.WiNG 04/07/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1514 SW LEISURE LN
FUTURE SMILES SENIOR LIVING 1, LLC
PORT SAINT LUCIE, FL 34853
o SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
A084! Continued From page 14 AQ84

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

i. Assist with .
joUsea to petform
testing:

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

ievels;

1. Apply and remove stockings and
hosiery;

m. Placement and removal of . bags,
excluding the removal of the | or manipulation
of the site; and,

n. Measurement of R . rate,
temperature, and | , rate,

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

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

428.52

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

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure that 1 of 2 sarapled
unficensed staff members (Staff B), who provides
i with seif- in icatis
had completed the initial training on providing
assistance with seif-administered medications
provided by a qualified trainer.

The findings included:

The personnel file for Staff B was reviewed on
for documentation of a minimum of 6
hours of initial training on providing assistance with

If- i The
training found on file was a 6 hour course
completed on , signed by a representative

with credentials listed as "Director MDA™.

Raeview of the Florida Department of Health website
on reveated a "C.N.A." (Certified Nursing
Assistant} certification for a representative with the
same name, not an R.N. {Registered Nurse)
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license or Pharmacist license. it could not be
i if Staff B had icati
training by a qualified trainer.

The Administrator was notified of this finding on

at 11:30 AM. The facility provided no
additional documentation for review at the time of
the survey.

Class il

AHCA Form 3020-0001
STATE FORM o808 X82611 f continuation sheet 17 of 17



