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Initiat Coraments

A Change of Ownership and Complaint
{#2025019241) survey was conducted at The
Barclay at Parksquare on
- . Deficiencies were
identified at the time of the survey.

59A-36.004 FAC Licensure - Requirements

59A-36.004 License Requirements.

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

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

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

{4} CONTIGUOUS PROPERTY. if & facility
consists of more than one building, all buildings
included under a single license must be on

AQ00

A004
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contiguous property. "Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be 1o include additi i

property with the approvat of the agency to
ensure continued compliance with the
reguirements and standards of Chapters 408,
Part 1}, 429, Part |, F.S. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

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

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

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the faciity
failed to have current inspection from the health
and fire rescue on site.

Findings:

In an interview on at 1:14PM, the
Administrator was asked for the group care
sanitation report, she stated that she could not
find it, and she asked the others and they did not
know.
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Review of county health department record
inspection revealed missing air curtains, two door
refrigerators at 50 Fahrenheit (out of room
temperature), three compartments sink kitchen
water accumulation, needed to clean and sanifize
floor, and change of ownership. Facifity in
process of obtaining new license.
Review of fire rescue depariment record
inspection revealed pending correction failure to
design, install, inspect, test, and maintain smoke
control system,
Class Hl
A025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=G | - Supervision

429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.
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59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate 1o the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facifities must offer personat
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident's whereabouts, The resident may travel
independently in the community.

{d) Contacting the resident's heaith care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident’s family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:

Based on interview and record review, the facifity

failed to ensure required supervision for one out

of 23 sampled residents (Resident #2) who was

assessed as requiring supervision in the form of
intaining a general of
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This failure resulted in the residents eloping from
the facility without staff knowledge, posing a
direct threat to the resident's heaith, safety, and
security.

Findings included:

Interviewed on at 1:20 PM Participant
#1 (Resident Family Member) stated, "she
{Resident #2] saw the door on the side of the
building wide open and she walked through it,"
and further stated the resident "waiked over to
{grocery store] and got herself some bananas. |
got her and | brought her . She wasn't found
by anybody else.” Participant #1 further stated
that law enforcement had contacted her regarding
the resident.

Interviewed on at 1:27 PM Participant
#2 {Private Duty Caregiver) stated, " sat at the
door in the lobby where | could see her, The
residents began to leave, and 1 did not see her, {
checked the theater room then the bathroom. |
came down and asked at the front desk if she
could check the cameras. She said she had no
access. We [Participant #1] went by the [store]
and found her in a police car.”

A review of the facility's adverse incident report
documented a prior elopement on at
4:20 PM in which Resident #2 left the facifity
through an open door, and law enforcement was
contacted after a facility search. The resident was
thereafter located offsite of the facility premises
and was returned to the facility by the resident's
daughter at approximately 5:30 PM.

A review of Resident 2's health assessment dated
showed diagnoses including
Do , balance
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problems, and memory loss. The assessment
identified the resident as an eloperment risk and
required supervision with activities of daily living.

A review of the facility Missing Resident-
Elopement Plan and ., Policy revealed
that morning rounds and security checks were
required to include monitoring of the doors,
delayed egress systemns, and nurse call devices
in the memory care unit. The policy required alert
signage at the memory care exits and egress
doors and required staff and visitors to report to
residents near exits or actively seeking behavior,

Class #

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=G| standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residenis must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
potlicies and procedures, the facility must make,

AHCA Form 3020-0001
STATE FORM 520 POSENT i coninuastion sheet 6 of 42



Agency for Healih Care Administration

PRINTED: 04/30/2028
FORM APPROVED

at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff frained
pursuant to paragraph 59A-36.011(10)a) or (¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and taw enforcement as necessary.
The facifity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsibie for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{¢) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.
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This Statute or Rule is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed to ensure that
residents identified as an elopement risk have
identification on their persons, including their
name and the facility's name, address, and
telephone number for three out of 14 sampled
residents (Resident #2, 3 and 11).

Findings included:

1)On at 1:20 PM Resident #2's
daughter stated, "my mother had come from the
activities room and had gone to the bathroom.
Resident#2 saw the door on the side of the
building wide open and she walked through it.
The building by the offices. The side door was
open and so she went out. The private duty nurse
went in to check on my mom in the bathroom and
told me | wilf wait for you in the front area."

In an interview on at 1:20 PM Resident
#2's daughter stated, she was being checked on
by private duty nurse while she was in the
bathroom. The nurse informed the resident that
she would wait for her in the front area, which
was part of her usual routine, Resident #2
agreed. When the resident exited the bathrocom,
she noticed another door open and walked
through it, which led her outside where she could
see the side of the building. When she realized
she was outside she attempted fo go inside
but found that the door was locked. Because the
resident was familiar with the area, she watked to
the nearby grocety store to get some bananas
without paying and then left the store. The private
duty nurse and her daughter began searching for
Resident #2 and later found her with the police.
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The daughter believes that the police may have
contacted her but wasn't sure. The daughter
placed Resident #2 in the car and returned her to
the facility. The facility did not have 24-hour
staffing and the residents had never done this
before. The private duty nurse had been caring
for Resident #2 for several years. The facility had
recommended Resident #2 to be moved to
memory care. The daughter stated she did not
require that level of care. Resident #2's daughter
fater had her evaluated by a nurse at another
facility that could provide the appropriate services
and care she needed and that Resident #2
transiioned there.

In an interview on at 1:27 PM Resident
#2's private duty nurse stated that she had
worked with Resident 2 for many years. The
resident was placed and seated in the activity
room in the theater, while the private duty nurse
sat in the lobby where she could see her when
the activities ended. As the other residents began
to leave, she did not see her. Resident 2 usually
went to the nearby bathroom so the private duty
nurse assumed she was there. She checked the
activity room and then the bathroom and did not
find her. She also checked her apartment and
she was not there, The private duty nurse asked
the facility to review the cameras, but the front
desk didnt have access. The private duty nurse
stated there was no way the residents could have
left without being seen. The resident's daughter
and the private duty nurse later went to a nearby
grocery store, where they found the Resident #2
seated in a police car with bananas in her

The daughter and the private duty nurse were
asked if Resident #2 had any identifiers on her
persons to identify who she was and where she
belonged and they both stated "no.”
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Areview of database showed an adverse incident
report submitted by the facility documented on

. at 4:20 PM showed that Resident #2
left the facility through an open door. After a
search by the facility, law enforcement was
calied.

A review of the admission and discharge log
documented Resident #2 was admitted on

discharged on and .
Areview of the health assessment for Resident
#2 dated showed diagnoses of

- ) o .
and medial collateral igament (MCL). Physical.or
sensory limitations was balance problems. The

- or behavioral status was memory loss.
The nursing/ treatment/ . . service
requirement: assist with bathing and had
precautions. She is an elopement risk. She is
independent with ambulation, . eating,
grooming, foileting, and fransferting and needed
supervision for bathing, She is on a regular diet
and requires assistance with self-administration.
The health assessment documented that the
resident was an elopement risk at the time of
admission.

2)0n at 9:37 AM Resident #3 was
observed with private duty and had a pendant on,
When asked if she had any identifiers on herself
1o identify who she was and where she belonged?
Resident #3 stated "no". The private duty nurse
stated, "she does not have anything like that only
the pendant to press if the need assistance.”

Resident #3's health assessment dated
showed diagnoses as restless |, .
T Y without resicua) ,
. and . Physical or sensory
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fimitations was hard of hearing. The or
behavioral status baseline history of
The nursing/ treatment/ ., service
requirement were | ., toimprove

lower extremity strength for improved
ambutation and improve safety with transfers.
Resident was not an elopement risk. Resident
was independent with all activities of daily living.
Resident was on a regular diet and needed
assistance with seiff-administration.

3)On at 7:56 am observed Resident
#11 asleep in bed, No identifiers could be seen in
her person.

In an interview on at 8:22 AM Staff B
stated, "She confirmed that she has done
elopement drills. She confirmed that Resident #11
was an elopement risk and denied she had any
identifier on her that showed she's an elopement
risk. When asked how they know if a resident is
an elopement risk she stated, it is on board,

Areview of Resident #3 the health assessment
dated showed diagnoses as mild

- . Resident had no physical or
sensory limitations. The or behavioral
status was . . Resident was
an elopement risk. Resident was independent
with ambulation and transferring, supervision with
eating. Resident needed assistance with bathing,

... and grooming. Resident was on a

regular diet and needed assistance with
self-administration.

A record review of the facility elopement drills
were conducted on and

Class #
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429.256
{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled 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 all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{¢) 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 seff-administration under this
section.

{g) Assisting with the use of a
removing the cap of a

, including
, opening the unit

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969444 B WING 03/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2940 NE 207 STREET
THE BARCLAY AT PARKSQUARE
AVENTURA, FL. 33180
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A082] Continued From page 11 A0S2
A052 429.256(  ); 59A-36.008(3) Medication - A052
88=D Assistance with Self-Admin

AHCA Form 3020-0001

STATE FORM

POSE1

I contingation sheat 12 of 42




Agency for Healih Care Administration

PRINTED: 04/30/2028
FORM APPROVED

dose of solution, and pouring the
i dose of icati
the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing, . . converting, or
.. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{¢) 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 s ,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
that preciude i 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
administration, the amount, the strength of
dosage, the method of adminisiration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
(5) with the self-administration of
i by an unki person as
in this section shall not be considered
administration as defined in s, 465.003.

into
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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
administered 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.8.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
1o take medications as prescribed.

{c) in order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
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,
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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
orgarizer 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. Medications may be separately prescribed 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.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and ing or
assessing a resident's condition.
{h) Al trained staff must adhere to the facility's
control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to assist the residents
with self-administration of medications within one
hour before or after of the ordered timeframe for
two out of 23 (Resident #3 and Resident 14)
sampled residents.

Findings included:

On at 9:32 AM observed Staff C
assisting Resident #14 with s 500
mg. 50 mg, usP
50 mg, 50 mg, and
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0.5 mg was not given during the time frame of
7:00 AM to 9 :00 AM.

On at 9:51 AM observed Staff C
assisting Resident #3 with N 500
mg cap, s 5mg, N
100 mg cap, Prevagen Reguiar Strength,
81 mg, 10 mg tab, and
. 5 rng was not given during the time
frame of 7:00 AM fo 9 :00 AM.

Review of the electronic medication sheet system
showed Resident #3, and 14's medications were
not checked outside of the time allotted between
TAM to 9 AM.

On at 9:38 AM Staff C acknowledged
she was running late fo assist with the
medications.

Class il

AU55] 50A-36.008(6) FAC Medication - Storage and A035
$5=01 Disposal

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

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
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if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

The ication is ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility'’s rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
{ocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refri ion must be kept refri
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-t ’ assisting with self- inistration
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at alf imes; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11969444. B.WING 03/18/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
2940 NE 207 STREET
THE BARCLAY AT PARKSQUARE
AVENTURA, FL 33180
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A055 Continued From page 16 A0S5

AHCA Form 3020-0001

STATE FORM

POSE1

I contingation sheat 17 of 42




Agency for Healih Care Administration

PRINTED: 04/30/2028
FORM APPROVED

{d) that has been 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 to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold & Special-ALF permit
issued by the Board of Pharmacy may return

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

g
FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interviewed, and record
review the facility failed to ensure ali over the
counter medications were kept in a locked
cabinet, locked cart, or other locked storage
receptable, room, or area always.
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Continued From page 18

Findings included:

Interviewed on at 9:20 AM Resident
#6 stated that she did not keep her medications
anymore and said that the facility staff brough
them to her.

Observation on al 9:24 AM revealed
over the counter medications
subsalicylate upset reliever, |
220 mg, , . two bottles of
spray, L 16 mg
stimulant , three bottles of
HCl tablet 180 mg . adult daily
,and 600 mg with D3
were unsecured.

Areview of Resident 6's heaith assessment dated
showed inthe or behavioral
section the resident had slight memory loss. The
resident needed assistance with
self-administration of medication.

Class Hil

420176 F§; 429.52(  ),69A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-If,
during the pericd 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 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 429.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational

A0S5

AQ77
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requirements.

429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429,19,
Administrators licensed in accordance with part 1l
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

(5) Administrators are required to participate 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 administrator who is
7t ible for the fon and mai of
the facility including the management of all staff
and the provision of appropriate care to all
residents as reguired by chapters 408, part #,
428, part 1, F.S,, and rule chapter 59A-35, FAC,,
and this rule chapter.

{a) An administrator must:

1.Beatleast |, .l

2. { employed on or after . s
have, at @ minimum, a high school diploma or
GED,;

3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 429.174, F.S.;

4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,, no later than 80 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to
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L. , are not required 1o take the
competency test unless specified elsewhere in
this rule; and,

5. Satisfy the continuing education requirements
pursuanl to rule 59A-36.011, FAC.
who are not in with

these requirements must retake the core training
and core competency test requirements in effect
on the date the non-comnpliance is discovered by
the agency or the department.
{b) 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 temporarily
serve as the facility administrator for a period not
0 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, FAC.; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or imited mental health facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facifities 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

F supervising a i of three
assisted living 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
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screening, core training and competency test
i and continuing i

requirements as an administrator pursuant to
paragraph {1){a) of this rule. Managers who
attended the core training program prior to

. , are not required {o take the
competency test untess specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facllity, except
as provided. in paragraph {1){c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) 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 3180-1008, , which
is incorporated by reference and available onfine
at:

:iweww firules. org/Gateway/reference.asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by
Based on interview and record review, the facility
failed to ensure that it was under the supervision
of an administrator who is capable of managing
operations, including the oversight of all staff and
the provision of care {o residents.

Findings:

In an interview on at 7:04AM,
Assistant Director of Nursing stated that former
administrater was no longer the interim

nis itis now StaffA inis )
She confirmed the new administrator started
around three weeks ago.
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In ant interview on at 1:14PM, the
Adrministrator was asked for the group care
sanitation report, she stated that she could not
find it, and she asked the others and they did not
know.

In an interview on at 2:02PM, When
the new Administrator was informed about the
two administrators in the background screening,
the Administrator stated, "We did the change in
the background screening.”

Review of background screening revealed alf
active employees were listed as eligible. interim
Administrator was added; however, a new
administrator was added, and he has no end
date.

Class Hl

B59A-36.010(2) FAC Staffing Standards - Staff

{2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.

1. Evidence of a negative

examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care

AQ77

A078
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provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's staterent that the
individuat does not constitute a risk of

2. if any staff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not

ftute a risk of itting & i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident’s
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FA.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
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position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 420.174, F.S.

This Statute or Rute is not met as evidenced by:
Based on interview and record review the facility
failed to ensure that staff performed assigned
duties consistent with their training and
qualifications for one out of seven sampled staff
(Staff B).

Findings include:

During an interview on at 8:22 AM
with Staff B (Caregiver/Med-Tech), she asked
what she would do if a resident required

. . ) She
stated that she would first calf the nurse and then
begin . She demonstrated with her
that she would do . ; when asked
how many . she would do she stated
that she would not stop until help arrives. When
asked if she would provide any rescue breaths,
she stated that she would do "maybe four to five"
rescue breaths.

According to the American Association,
"For healthcare providers and those trained:
conventional using ) and
-to- breathing at a ratio of 30:2

s -to-breaths".
During the same interview on at 8:22
AM, Staff B was asked what she would do if she
witnessed a staff member aresident. She

stated that she would tell the nurse. When asked
if she would report it, she pointed at a resident
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rights poster.

Areview of Staff B's file showed that she was

hired on and had completed training

in residents’ rights and the same day; there

was no documentation that Staff B had a valid
and first aid certification

Class il

A 093 59A-36.012(2) FAC Food Service - Dietary A093
$8=D gtandards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp: firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:

od.nih. t ion/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutrifional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident cheoses to eat less, the facility must
serve the standard minimum portions of food
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according fo the Dietary Reference Intakes.
{c) Alf regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

tionist, or a regi dietetic ich
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility fites and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,
1. Dally food servings may be divided among
three or more meals per day, including snacks,
as necessary fo accommedate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents,
{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.
{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.
1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
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be identified on the menus developed for use in
the facility.
2. The facility must document a resident's refusat
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered 10 be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to have a supply of water sufficient for
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drinking and failed to have a plan for obtaining
water in an emergency, with the plan coordinated
with and reviewed by the local disaster
preparedness authority for 118 out of 118
{Resident #1-118) sampled residents,

Findings included:

On at 10:12 AM arrived at the tenth floor
and observed the emergency food which included
tuna, peanut butter, saltines, pudding, canned
vegetables, milk, canned fruit, canned stew,
juices and mini waters, Observed 10 cases of six
one-galion jugs (60 gallons). Then 130 cases of
mini water bottles, each pack is 1.5 galions.
There was a total of 255 gallons. The facility was
required o have 354 gallons.

On at 2:02 PM When informed about
the shortage of emergency water, Staff J asked
how much they are short? and the Administrator
stated "ok.”

Class il

A 160 59A-36.015(1) FAC Records - Facility A 160
88=D
59A-36.015 Records.

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

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

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

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

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

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

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rute 59A-36.006, F.A.C.
{h) I the facility advertises that it provides special
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care for persons with 's or
related , @ copy of all such facility
advertisements as required by Section 428.177,

{i) A grievance procedure for receiving and
responding to resident compiaints and
recommendations as described in Rule
59A-36.007, F.AC.

{i) Alt food service records required in Rule
59A-36.012, F.A.C,, including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

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

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC.,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.

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

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
1o subsection 59A-36.007(10), FAC,;

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

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility’s policy on assistive devices;
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{u) The facllity's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental heaith,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that it maintained an admission
and di jog that the addresse:
o which residents were discharged.

Findings:

During an interview on at 2:02 PM the
Administrator was asked about the admission
and discharge log that did not contain the
discharge addresses. She stated that she did not
know that they needed {o have that.

A review of the admission and discharge log
revealed that the facility had documented

discharge locations such as " | Lin

hospice"”, *, , at hospital”, and "

home."

Class 1l
A 200 59A-36.025 FAC Emergency Environmental A200
$8=D | Control

59A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.

(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan”) to serve as
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a o its Comp:

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
living facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident fo congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C,, are met, The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
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temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
focal zoning and the Florida Building Code.

3. Each assisted living facifity is unique in size;
the types of care provided; the physical.and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power, The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facifity in an evacuation zone
pursuant to Chapter 262, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facifities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility’s
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

c. A muttistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
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and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours after the
{oss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a ficensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areaina
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96} hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fue! necessary for ninety-six {96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuef source
and meets the onsite fuel supply requirements
under this rule.

4. if focal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
living facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fue! at least 24
hours prior to depletion of onsite fuel.
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{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
afternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
monoxide atarm.
{2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.
{b) Each existing assisted living facility that

any additions, i i
alterations, refurbishment, renovations or
reconstruction that require modification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved pian in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted fiving facility staff must
be readily available to access and produce the
plan, For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflotida.com,
{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
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power pian to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10} business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
(a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
, have implemented the plan
required under this rule.
{b) Each new assisted. living facility shait
implement the plan required under this rule prior
o obtaining a license.
{c) Existing assisted living facifiies that undergo
any additions, modifications, alterations,

i , renovations or ion that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,

or

reconstruction.

(5) POLICIES AND PROCEDURES.

{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facifity can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source, The procedures shall ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used fo mitigate the potential
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for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of el requiring refrigt
3. Wellness checks by assisted living facility staff
to monitor for signs of and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical.address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
living facility staff roust be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident’s legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
law.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.8., including, but
not limited to, license revocation, license
4 fon, and the i ition of ins
fines.
{7y COMPREHENSIVE EMERGENCY
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MANAGEMENT PLAN
(a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comprehensive emergency management plan,
{8) NOTIFICATION.

{a) Within five (5} business days, each assisted
fiving facility must notify in writing, unless
permission for electronic ication has
been granted, each resident and the resident's
legal representative:

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvais of the plan
do not require notification to residents or their
legal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity, If
the notifications are maintained in an i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to have the current Comprehensive
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428.275
{2) The administrator or owner of a facility shalf
maintain personnet records for each staff
member which contain, at a minimum,
of background ,if

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

B59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
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Emergency Management Plan on site.
Findings:
In ant interview on at 12:03PM, When
asked for the CEMP submission the Administrator
stated that the previous management company
email address is . She further stated that
Miami-Dade requires a two-factor authentication,
but they cannot get into the email, and she is
waiting for access. When asked if she had a
copy, she said she had a copy of the plan itseif
downstairs but confirmed that she did not have
the copy of submission or approval.
Review of Comprehensive Emergency
Management Plan submission was unable to be
located by the facility.
Class #l
A 161 420.275(2) FS; 59A-36.015(2) FAC Records - At61
$8=D | Staff
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must contain, at a minimum, a copy of the
ication, with
fumished, and documentation verifying freedom
from signs or symptoms of communicable
« In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,,
5. Documentation verifying direct care staff and
ini participation in resident
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity
.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
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failed to ensure that it maintained up-to-date
personnel records for three out of seven sampled
staff (The Administrator, Staff B, and Staff C).

Findings include:

During an interview on at
approximately 1:14 PM the Administrator was
asked to provide her missing job application. A
subsequent observation revealed that the
document was never provided.

A review of the Administrator's employee record
did not show that she had a job application on file.

Areview of Staff B's (Caregiver/Med-Tech)
employee record did not show that she had
references furnished as a part of her employment
application.

Areview of Staff C's (Caregiver/Med-Tech)
employee record revealed that she had not
completed training in elopement response or
activities of daily living.

Class il
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