PRINTED: 11/17/2025
FORM APPROVED

Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER A BUILDING: COMPLETED

AL11910546 BwWING 10/30/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
12167 NW FREEMAN ROAD
BRISTOL, FL 32321

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE

DEFICIENCY)

VARNUM'S REST HOME LLC

AD00 Initial Comments A000

An unannounced relicensure survey, including a
review of the facility's Limited Mental Health and
Limited Nursing Services licenses, was
conducted on through at
Varnum's Rest Home, an assisted living facility in
Bristol, FL. Deficient practice was identified at
the time of the survey.

A030 59A-36.007(5) FAC; 429.28( ) FS429.27 A030
$8=D Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.8,, 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 allow
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
fult view in a common area accessibie to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
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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 bave a written statement of
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 responsibilities;

2. and tobacco use;

3. Medication storage;

4, Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requiremnents;

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

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by 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 living environment,
free from and neglect.

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

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as fo 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
correspondence, access fo a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions fo extend visiting hours for
caregivers and out-of-fown 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,
autonomy, and interaction within the community.
{fy Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
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attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and io be outdoors at
regular and frequent intervals except when
prevented by inclement weather,
{i) Exercise civil and religious fiberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious 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 health
care services in accordance with s. 429.255
which are consistent with established and
recognized standards within the community.
{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 to a
facility providing a more skilied levet 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 . , 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
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resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toli-free
telephone number of the program. in order for a
facility to terminate the residency of an individual
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

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

{2) The administrator of a facility shall ensure that
a written notice of the rights, ,and
prohibitions set forth in this part is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-maif address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
councit, the Eider Hotline operated by the
Department of Children and Famiies, 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
iong-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
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resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access 1o a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman counci, the Elder

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

429,27 Property and personal affairs of
residenis.-
{1)(a) Aresident 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 faw,
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 shall
such admission or presence confer on any of
such persons any authority or responsibifity 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 upon interviews and record review, the
facility has failed to provide and implement a
grievance procedure for receiving and responding
to resident complaints.

The findings include:

When the Assistant Adminstrator (AA) was
ARCA Form 3020-0001
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interviewed on about the facility's

grievance policy and grievance log, she stated,
"We do not have a policy for that.”

Asecond interview was conducted on to
confirm the lack of a facility grievance procedure.
The AA stated, "We have a suggestion box so
that the residents can make suggestions. On
occasion we will get a suggestion about going on
an outing but no complaints. The residents will
come to one of us and we immediately take care
of any issues they may have. We do not have a
grievance policy or procedure.”

The Business Office Manager was interviewed on
to confirm the tack of a formal grievance
procedure. She stated, “If a resident has a
complaint about anything, we will make a note of
itin their chart and on the progress notes.” No
written evidence of this occurring was observed.

Class il

A 055 59A-36.008(6) FAC Medication - Storage and A055
$8=0 Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accormmodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may aiso store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
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medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a fist of all medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider to be hazardous if
kept in the personat possession of the person for
whom itis prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with seif-administration
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,

4. Kept separately from the medications of other
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residents and properly closed or sealed.

{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident’s representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications fo the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. if, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness,

{g) Faciiities that hold a Special-ALF permit
issued by the Board of Pharmacy may return
dispensed medicinal drugs to the dispensing
pharmacy pursuant to Rule 84B16-28.870, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to dispose of expired
medications for 3 of 4 residents sampled.
{Resident #1, # 6, #10)
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The findings include:

On at approximately 1:25 PM, a
medication pass was observed with Medication
Technician D. Observation of medication cart #1
revealed a bottle of Centrum Silver with an
expiration date of . for Resident #1.

Record review for Resident #1 revealed an order
for Centrum Silver for 1 fablet by daily at
8:00 AM.

The Medication Observation Record revealed
Resident #1 did receive Centrum Silver 1 tablet
by on at approximately 8:00 AM.

On at approximately 1:35 PM, an
observation of the over the counter medications
on medication cart #1 revealed 20
milligrams({mg} with an expiration date of

, for Resident #6.
Record review for Resident #6 revealed an order
for the medication 20 mg to take 1
tablet by every morning.

The Medication Observation Record revealed
Resident #6 did receive on

Further observation of medication cart #1
revealed | 81mg with an expiration date of
for Resident #10.

Record review for Resident #10 revealed an
order for | 81mg to take 1 tablet by
every morning. Resident #10 did receive this
medication on .

Class 11l
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AD75 429.255(. )FS Use of Personnel; Emergency AQ75
$5=D' Care (

{3)(a) An assisted living facility licensed under
this part with 17 or more beds shall have on the
premises at all times a functioning automated
external defibriflator as defined in s, 768.1325(2)
().
{b) The facility is encouraged to register the
focation of each automated external defibriliator
with a local emergency medical services medical
director.
{c) The provisions of ss. 768.13 and 768.1325
apply to automated external defibriflators within
the facility.
{4) Faciiity staff may withhold or withdraw

. . or the use of an
automated external defibriltator if presented with
an order not fo executed pursuant to
s. 401.45. The agency shall adopt rules providing
for the implementation of such orders. Facility
staff and facilities may not be subject to criminal
prosecution or civi fiability, nor be considered to
have engaged in negligent or unprofessionat
conduct, for withholding or withdrawing

. . or use of an
automated external defibrillator pursuant to such
an order and rules adopted by the agency. The
absence of an order not to executed
pursuant to s. 40145 does not preclude a
physician from withholding or withdrawing

. . or use of an
automated external defibriltator as otherwise
permitted by law.
{5) The agency may adopt rules to implement the
provisions of this section refating to use of an
automated external defibrillator.

This Statute or Rule is not met as evidenced by:
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Based on observation and interviews, the facility
faited to maintain the Automated External
Defibritlator { ) in safe operating condition by
allowing the defibrillator pads to expire for 1 of 1
sampled s,

The findings include:

On X , at approximately 2:00 PM,
an observation was conducted with the Office
Manager/Medication Technician concerning the
Automated External Defibriliator ( ) located in
the kitchen/medication storage/preparation room
on the wall to the left of the doorway. Upon
examination of the , it was discovered that
the defibrillator pads had expired. (Photographic
evidence obtained)

The Medication Technician/Office Manager
confirmed the pads were expired on

Class il

Sﬁ};SDZ 59A-36.015(3) FAC Records - Resident A162
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
ame,
. Race,

. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case

NOOAWN S
z
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of an emergency; and,

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, .or
other services to be provided, supervised, or
implemented by the facility that require a heaith
care provider's order,

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 58A-36.007(1)(f), F.A.C.

{fA . _ record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
living must have their | recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that  _  not be taken,

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.008, F.A.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rute 59A-36.008, F.A.C.
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{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 4298.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. {...) CF-ES 10086,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww flrules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the |, ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 53A-36.006,
FAC

{o0) The resident’s ,DH
Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
licensed capacity of an assisted living facility, but
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who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{a) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility,

{r) Additional resident records requirements for
facilities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based upon record review and interviews, the
facility failed to maintain resident records at the
facility for 4 out of 4 residents reviewed.
{Residents #1, #2, #3, and #4)

The findings include:

Upoen record review, Resident #1, who was
admitted to facility on , & current health
assessment was observed in her medical record
dated . Resident#1 is seenby, ,
services but he has no documentation from his
v provider in the medical record.

Resident #2, who was admitted 1o facility on
, has a current health assessment

dated observed in the medical record.
He has been seen by home health care for

care services since . No
documentation from the home health facility was
ARCA Form 3020-0001
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present in the record. He is also seen by
services but has no documentation in
the medical record.

Resident #3 was admitted to facility on
with a heaith assessment dated
observed in the medical record. He is
also seen by, services but has no
documentation in the medical record.

Resident # 4 was admitted to the facility on
with a health assessment dated
. She is also seen by |
services but has no documentation observed in
the medical record.

Class It

2;241 429.075( ) 59A-36.020(2) FAC LMH - Records . AL241
429.075
{3) Afacility that has a limited mental heaith
ticense must:
{a) Have a copy of each mental health resident's
community living support plan and the

agreement with the mental heaith
care services provider or provide written evidence
that a request for the community tiving support
plan and the agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able fo live
in the community in an assisted living facility that
has a limited mental health license or provide
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written evidence that a request for documentation
was sent to the department within 72 hours after
admission.

{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.

{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community living support plan.

{4) A facility that has a limited mental heaith
ficense may enter into a , agreement
with a private mental health provider. For
purposes of the limited mental heaith license, the
private mental health provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) Afacility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required in rule 59A-36.015, F.A.C., satisfies this
condition provided that ail mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must include:

1. Documentation, provided by a meniat health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security . or supplemental security
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income and o as
foliows:

a. An affirmative statement on the Alternate Care
Certification for | .

{ ) forrm, CF-ES 1008, , which is
hereby incorporated by reference and available
for review at:

hitp:/iwww flrules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving S8 or
$8D! due to a mental

b. Written verification prowded by the Social
Security Administration that the resident is
receiving SSI or SSDI for a mental . Such
verification may be acquired from the Sccial
Security Administration upon obtaining a release
from the resident permitting the Social Security
Administration to provide such information, or

c. Awritten statement from the resident's case
manager or other mental health care provider that
the resident is an adult with severe and persistent
menta} . The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determinatior:

{1y The resident is eligible for, is receiving, or has
received mentat health services within the last §
years, or

{Il) The resident has been diagnosed as having a
severe or persistent mental

2. An appropriate placement assessment
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, , nurse, or an individual
supervised by one of these professionals.

a. Any of the following documentation that
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contains the name of the resident and the name,
signature, date, and license number, if appficable,
of the person making the assessment, meets this
requirement:
{l) Completed Alternate Care Certification for

. . ) form,
CF-ES Form 1008,
{Il} Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{11} Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.
b. A mental health resident returning fo a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident's residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.
3. A Community Living Support Plan, Each
mental health resident and the resident's mentat
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident’s admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph {2)(c),
whichever is later, that:
a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. Includes the clinical mental health services to
be pravided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

AL241
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¢. Includes any other services and activities to be
provided by or arranged for by the mental heaith
care provider or mental health case manager o
meet the resident’s needs, and the frequency and
duration of such services and activities,
d.Includes the of the facility to
facilitate and assist the resident in attending

and arranging transportation to

for the services and activities
tdenhfled in the plan that have been provided or
arranged for by the resident's mental health care
provider or case manager,
e. Includes a description of other services to be
provided or arranged by the facility,
f. includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

to the resident that indicate the

|mmedlate need for professional mental heailth
services,
g Is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file, If the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,
h. Is updated at least annually or if there is a
significant change in the resident’s behaviorat
health,
i include the
described in subparagraph (2)(c)4 If |nc!uded
the mental heatth care provider must also sign
the pian; and,
j. Must be available for inspection fo those who
have legal authority to review the document.
4. Agreement. The mental heaith
care prowder for each mental health resident and
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the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement
assessment, whichever is later. The statement:
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental heatlth resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid heatth plan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.S.;

¢. , cover all mental health residents of the
facility who are clients of the same provider; and,
d. ., beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facility
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort,
The documented request must include the name,
title, and phone number of the person to whom
the request was made and must be kept in the
resident’s file.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide signatures of the resident, the
resident mental heaith case manager and the
facility administrator or manager within 72 hours
of admission on the residents community living
ARCA Form 3020-0001
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support plan and the agreement with

the mental heaith care servsce provider in 3 of 36
residents sampled. (Residents #11, #12, #13)

The findings include:

On , at approximately 11:30 AM, a
review of the facility's discharge and admission
log revealed three new admissions under the
Limited Mental Health Program in | of
2025. Arecord review of the following residents’
charts revealed a Community Living Support Plan
with a Agreement without signatures
of the re5|dents without a signature of the mental
health case manager, and without signatures of
the facitities administrator or manager within 72
hours of admission:
Resident #11 was admitted on | B
with a diagnosis of .
and a history of and paranoia
Resident #12 was admmed on .., s
with a diagnosis of
and & history of and paranoia
Resident #13 was admitted on R
with a diagnosis of Adjustment and
mixed JEN and behavior.

On at approximately 2:00 PM, an
interview was conducted with the Assistant
Administrator. The Assistant Administrator
confirmed there were no signatures of the
residents, no signatures of the mental health
case manager and no signature of the facilities
adminisirator or manager on Residents #11, #12,
and #13's Community Living Support Plans with a
Agreement.

Class i1l
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