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22841 408.823( ) F'S In-person Visitation
88=D
{1) This section applies to ,
centers as defined in 5. 393.083,

hospitals licensed under chapter 395, nursing
home facilities ficensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

{2)(a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures. The policies
and procedures must, at a minimum, include
control and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b} and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physical
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours dally in
addition to any other visitation authorized by the
provider, This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
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providers may not require an essential caregiver
to provide such care.

{c) The visitation policies and procedures
required by this section must allow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider's
care is struggling with the change in environment
and tack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient Is experiencing
emotional distress or grieving the loss of a friend
or family member who recently .

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. A resident, client, or patient who used to talk
and interact with others is seidom speaking.

7. For hospitals, childbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shali provide their visitation
policies and procedures to the agency when
applying for initial icensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{f) Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation and interview,
the facility failed to develop in-person visitation
policies and procedures including controt
and education policies for visitors such as
soreening, length of visits, personal protective
equipment, end of life situations and essential
caregiver designation as required.

Findings:

A review of the facility’s policies and procedures
book and there were no policy/procedures for the
in-person visitation requirements.

On at 12:45 PM, an interview with the
Administrator confirmed the finding. She further
stated that she thought she had a copy of the
in-person visitation policiesiprocedures because
she had to submit to the agency when she
completed her renewal application in

. However, the administrator could not
locate them at the time of the survey.

Class #l
Initial Comments

A re-licensure survey and generator monitoring
was conducted at Extending Lovable Living
Assistance, LLC. Assisted Living Facifity on

. The provider had deficiencies at the
time of the survey visit.

22841
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{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged o participate in
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
coungil, & monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up o 3 hours may be counted toward
the required activity time.
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to post an activities calendar providing 12
hours per week required of scheduled activities in
a common area where residents normaily
congregate.

Findings:

An observation on at 10 AM, the facility
did not have an activities calendar posted with
documented scheduled activities available for the
residents to choose to participate in. In further
observation, there was only one male resident
living at the assisted living facility.

On at 10:05 AM, an interview with
resident #1 he stated he enjoys his own activities
such as word search puzzles and being on his
computer daily. He stated that he goes on outings
with the Administrator a few times a week since
he is the only resident.

On at 10:10 AM, an interview with the
Administrator confirmed the finding.

Class #ll

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2}, the facility must keep
either the original labeled medication container;
ora fcation fisting with the ipti
number, the name and address of the issuing
pharmacy, the heaith care provider's name, the
resident's name, the date dispensed, the name

A028
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and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
ications or medication administration. A

medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident’s health care
provider and the health care provider's telephone
number,
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.$., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to update the
Medication Observation Record {MORs) for 1 of 1
sampled resident (#1) skipped a prescribed
medication dose.

Findings:

An observation on at 12 PM (noon),
resident #1 refused and skipped his dose of
prescribed 100 milligrams (mg) for
high

A review of resident #1's record revealed
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. The 1823 Health Assessment
fisted medical history of

admission
dated

and
. . . Hehas unsteady
gait using his walker and scooter. He needs
assistance with activifies of daily living (ADLs) in
ambutation, bathing, ., and transferring.
He has a low salt diet and needs assistance with
self-administration of medications.

Areview of the Medication Observation Record
{MORs) for did not have resident #1's
name, physician's name, and diagnosis
fisted, In further review an order from the
pharmacy prescribed medication

100mg, dated with directions to be taken
one tablet by , three times daily at 8AM,
12PM (noon), and 4PM. Resident #1 did not take
and skipped the |, 100mg ,12PM
{noon) dose beginning through
days), with a line crossed out on the MORs.,

(14

On at 12:05 PM, an interview with
resident #1 said that he stopped and did not want
to take the 12 PM (noon) dose of the

100mg and only wanted to take two times daily in
the morning and evening. it was explained that he
cannot stop his . medications.
without the doctor approving it while living in the
facifity. He said that he did not know that was the
rules and said he had just seen his doctor
yesterday {

On at4 PM, an exit interview with the
Administrator confirmed the findings.

{Photographic Evidence Obtained)

Class #Hl
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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
a to its Comp i
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 io ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) 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 that is
apprepriate for rasident care needs and life safety

i For planning no less
than twenty (20) net square per resident
must be provided. The assisted fiving 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
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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 evacueses when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(8), F.A.C., are met. The plan shait
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
local 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
pian 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 facility in an evacuation zone
pursuant to Chapter 252, 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 fiving facilities located on a single
campus with other facilities under common
ownership, may share fuel, aiternative power
resources, and resident space available on the
campus f such resources are sufficient to
support the requirements of each facility's
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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.

©. A muitistory facility, whose comprehensive
emergency management plan is to move
residents to a higher fioor during a flood or surge
event, must place its alternative power source
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 fuet source and fuel
storage.

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

a. Afacility 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 area ina
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
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements
under this rule.
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4. ¥ jocal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
fiving 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 reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary o
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate 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

ion that require mc of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county smergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan 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 living facility staff must
be readity 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.
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{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.myflorida.com.
{c) The assisted living facifity shall submita
consumer-friendly summary of the emergency
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 fen
{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 shail
implement the plan required under this rule prior
o obtaining a license,
{c) Existing assisted living faciities that undergo
any additions, modifications, alterations,

i , renovations or rec ion that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall impiement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations 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 facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fus!
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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 emergency, specifically, a description of
the methods to be used to mitigate the potential
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 icil requiring i {

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
writien 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 efectronic format, assisted
living facility staff must be readily available o
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
irmmediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily avaitable 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
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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.S_, including, but
not limited to, license revocation, ficense

fon, and the i ition of inis

fines.
{7) COMPREHENSIVE EMERGENCY
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

ission for ic c ication has
been granted, each resident and the resident's
iegal 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 approvals of the plan
do not require notification to residents or their
jegal i uniess a signifi
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
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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 observation, facility documentation and
interview, the facility could not test the portable
generator as itwas | and needed
repairs, and the facility failed to maintain monthly
generator testing logs to ensure the portable
generator onsite was properly functioning with a
sufficient alternate power source in an assisted
fiving facility as required.

Findings:

An observation on at 12:35 PM, the
portable generator was stored in the garage and
had one flat tire. The Administrator could not test
the portable generator because she could not pull
it out with the flat tire.

A review of the facility's written Comprehensive
Emergency Management Plan approved on
documented that the portable generator
1o be tested every month. There was no
evidence or no jogto
review if the portable generator was being tested
monthly as required.

On at 12:38 PM, an interview with the
Adrministrator confirmed the findings.

{Photographic Evidence Obtained)
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AQ56 50A-36.008(7) FAC Medication - Labeling and A056
$8=0 | Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pill
organizers as described in subsection {2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
{c) if the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident fo request the

ication and any limitati must be
for example, "as needed for, |, not to exceed 4
tablets per day." The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must

AHCA Form 3020-0001

STATE FORM

Qsgott

I contingation sheat 16 of 19



Agency for Healih Care Administration

PRINTED: 05/06/20268
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11968565 BWNG 04/14/2026
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
14514 STORYS FORD RD
EXTENDING LOVABLE LIVING ASSISTANCE, LLC
ORLANBO, F1. 32832
(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 REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE

A086| Continued From page 16

be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) Anurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati inistration are filted
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 81N-1.008, F A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
label.containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,

A0S58
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6. Expiration date.

{1 Pursuant to Section 465.0276(2)(¢c), F.S.,
pefore dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to contact the
healthcare provider fo provide a revised
medication order for 1 of 1 sampled resident (#1}
refusing and skipping a dose fime for one
prescribed medication as required.

Findings:

An observation on at 12 PM (noon),
resident #1 refused and skipped this dose of
prescribed 100 miligrams {mg) for
high .
Areview of resident #1's record revealed
admission - The 1823 Health Assessment
dated listed medical history of
and

. . . Hehas unsteady
gait using his watker and scooter, He needs
assistance with activities of dally living (ADLs) in
ambulation, bathing, ., and transferring,
He has a low salt diet and needs assistance with
self-administration of medications.

Areview of the Medication Observation Record
{MORs) for , listed an order from the
pharmacy that the prescribed medication

100mg, dated had directions

of 1 tablet by  three times dally at 8AM,
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12PM (noon), and 4PM.

On at 12:08 PM, an interview with
resident #1 said that he stopped and did not want
0 take the 12 PM {noon) dose of the |

100mg and only wanted to take two times daily in
the morning and evening. it was explained that he
cannot stop his . medications
without the doctor approving it while living in the
facility. He said that he did not know that was the
rules and said he had just seen his doctor
yesterday { )

On at 12:07 PM, an interview with the

ini: or ing the physici order
that resident #1 can only take his
100mg only two times daily. She confirmed that
she did not get an order for change from his
physician and was honoring resident #1's rights to
his request not taking the 12 PM (noon) dose.

There was no documented evidence that the
healthcare provider provided a revised order of
change for resident #1's | 100mg to
only twice daily instead of three times from the
existing written prescribed order. There was no
documented evidence that the Administrator
notified the healthcare provider that resident #1
stopped taking the 12 PM (noon) dose of
100mg prescribed.

On at4 PM, an exit interview with the
Administrator confirmed the findings.

{Photographic Evidence Obtained)
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