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Initiat Coraments

Arevisit to a re-licensure survey was conducted
al isa Adult Home Care on .
Deficiencies were found fo be uncorrected at the
time of survey.

B59A-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 ication listing with the ipti
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
tcations or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. theresident may have;

2. The name of the resident’s health care
provider and the health care provider's telephone
number,
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
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.
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This Statute or Rule is not met as evidenced by:
Based on observation and record review the
facility failed to ensure that it maintained an
accurate medication observation record (MOR)
for one out of six sampled resident (Resident #5).

Findings include:

An observation on at 7:14 AM

revealed that Staff B (Caregiver) completed a

medication pass for Resident #5. Staff B assisted

Resident #5 to take her prescribed dose of
Tablet 50 MG.

An observation on at 7:25 AM
revealed that Resident #5's 50 MG
tablet was not present in the pack after the
medication pass.

Areview of the medication observation record for
Resident #5 revealed that Staff B had not signed
off for the 50 MG tablet in the 7 AM
prescribed time slot for that day.

Class il

42942( ) FS; 59A-36.023(3)(2) FAC Pharmacy
& Dietary; Uncorrected Deficiencies

429.42 Pharmacy and dietary services.-
{1} Any assisted fiving facility in which the agency
has documented a class | or class |l deficiency or
class ienci i
medicinal drugs or over-the-counter preparations,
including their storage, use, delivery, or
administration, or dietary services, or both, during
a biennial survey or a monitoring visit or an

{A054}
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in resp toa int, shall, in
addition to or as an alternative to any penaities
imposed under s. 428.19, be required to employ
the consuttant services of a licensed pharmacist,
a licensed registered nurse, or a registered or
ficensed dietitian, as applicable. The consuitant
shall, at & minimum, provide onsite quarterly
consuttation until the inspection team from the
agency determines that such consultation
services are no longer required.
{2) A corrective action plan for deficiencies
related to assi with the self- ini
of ication or the administration of
must be developed and implemented by the
facility within 48 hours after notification of such
deficiency, or sconer if the deficiency is
determined by the agency 1o be fife-threatening.

59A-36.023(3)
{3) EMPLOYMENT OF A CONSULTANT.

{a) Medication Deficiencies.

1. #aclass 1, class H, or uncorrected class 1t
deficiency directly relating io facility medication
practices as established in Rule 59A-36.008,
F.A.C., is documented by agency personnel
pursuant to an inspection of the faciiity, the
agency must notify the facility in writing that the
facility must employ or contract the services of a
pharmacist ficensed pursuant fo Section
455.0128, F.S., or registered nurse as
determined by the agency.

2. After developing and implementing a corrective
action plan in compliance with Section 429.42(2),
F.8.,, the initial on-site consultant visit must take
place within 7 working days of the notice of a
class | or class I deficiency and within 14 working
days of the notice of an uncorrected class Ili
deficiency. The facility must have available for
review by the agency a copy of the license of the
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consultant pharmacist or registered nurse and the
consultant's signed and dated review of the
corrective action plan no later than 10 working
days subsequent to the initial on-site consultant
visit,

3. The facility must provide the agency with, at a
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the consultant and facility
administrator that deficiencies are corrected and
staff has been trained to ensure that proper
medication standards are followed and that such
consultant services are no longer required, The
agency must provide the facility with written
notification of such determination.

This Statute or Rule is not met as evidenced by:
Based on observation and record review, the
facility failed to correct a Class Il deficiency due
1o their medication practices, which would require
the facility o employ the consultant services of a
ficensed pharmacist or licensed registered nurse.

Findings include:

An observation on at 7:14 AM
revealed that Staff B {Caregiver) completed a
medication pass for Resident #5. Staff B assisted
Resident #5 to take her prescribed dose of

Tablet 50 MG.
An observation on at 7:25 AM
revealed that Resident #5's 50 MG
tablet was not present in the pack after the

medication pass.

A review of the medication observation record for
Resident #5 revealed that Staff B had not signed
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off for the 50 MG tablet in the 7 AM
prescribed time slot for that day.
Areview of the facility's previous deficiencies
revealed that it obtained two Class il deficiencies
for ication: Records and ication: Labefing
and Orders on
Class il
{A 152} 50A-36.014(3} FAC Physical Plant - Safe Living {A 152}
$8=0 | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to

section 428.28(1)(a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
10 ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chait, if requested,
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{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on obsetvation and interview, the facility
failed to ensure that it maintained a safe living
environment that was free of hazards.

Findings include:

An observation on at 7:34 AM
revealed that behind an unlocked gate in the
backyard, there was a 25- boat with the
propeller exposed.

During an interview on at 7:57 AM
with the Administrator, she stated that they puta
fence around the boat and that the residents
"never go there." When informed that the
fence was unlocked and accessible, she
confirmed.

Class il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

A152)

A162
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. Name,

. Race,

. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of

other health insurance ,

8. Name, address, and telephone number of next

of kin, legal representative, or individuat

designated by the resident for notification in case

of an emergency; and,

9. Name, address, and telephone number of the

resident's health care practioner and case

manager, if applicable.

{b) A copy of the Resident Health Assessment

form, AHCA Form 1823 or the health care
itioner's medical fon form

in Rule 59A-36.006, F.AC.

{c) Any orders for medications, nursing services,

therapeutic diets, ,or

other services to be provided, supervised, or

implemented by the facility that require a health

care provider's order.

{d) Documentation of a resident's refusal of a

therapeutic diet pursuant to Rule 58A-36.012,

F.A.C., if applicable.

{e) The resident care record described in

paragraph 58A-36.007(1)(f), F.A.C.

A record thatis initiated on admission.

Information may be taken from AHCA Form 1823

or the resident's heaith assessment. Residents

receiving assistance with the activities of daily

fiving must have their recorded

semi-annually. This subsection does not apply to

residents who are receiving licensed hospice

services when such residents, their

representatives, or their physicians request in

writing that not be taken.

NO WA BN

AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
R
AL11965168 B.WING 05/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
4363 W 146 AVENUE
1SA ADULT HOME CARE
MIAMY, FL 33175
(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) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A182] Continued From page 6 A182

AHCA Form 3020-0001

STATE FORM

CeXB12

i coninuastion sheet 7 of 10




PRINTED: 06/11/2026

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11965168 B WING 05/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4363 SW 146 AVENUE
1SA ADULT HOME CARE
MIAML, FL 33175
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 182 Continued From page 7 A182

{g) For facilities that will have unlicensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C,
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F 8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
{1) if the resident is an recipient, a copy of
the Department of Children and Famifies form
Alternate Care Certification for |
. ). CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp:ifwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facifity can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the | ofa
health care surrogate, health care proxy,

AHCA Form 3020-0001

STATE FORM

CeXB12

i coninuastion sheet 8 of 10



PRINTED: 06/11/2026

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11965168 B WING 05/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4363 SW 146 AVENUE
1SA ADULT HOME CARE
MIAML, FL 33175
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A182] Continued From page 8 A182

guardian, or the existence of a power of atiorney,
where applicable.

{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident's ,DH
Form 1896, if applicable.

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

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

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to obtain an updated health assessment
that reflected a change in condition for one out of
six sampled resident {Resident #2).

Findings include:

Areview of Resident #2's resident record
revealed that the resident sustaineda  on
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that resulted in her . from the
of her . The resident was transported

to a hospital by Emergency Medical Services

{ ). whers she was seen for * . .

iytic bone on ,and A

Resident #2 was instructed to "Return to the ED

{Emergency Department] or to PCP [Primary

Care Physician] for removal of staples in

days. Please see PCP for further evaluation of
and s .

During an interview on at 7:37 AM
with Resident #2, she was asked when she had
her stitches taken out, to which she stated that
she had the staples taken out "maybe around
three days ago”. When asked if she saw a doctor,
she stated no and further stated that only a nurse
carme and took out the stitches.

During an interview on at 7:54 AM
with the Administrator, she was asked if Resident
#2 had gone to see her PCP, to which she stated
that the resident had an | scheduled
but she did not want to go anymore, so the

s was canceled.

Areview of Resident #2's health assessment
revealed that it was last updated on i
there was not a health assessment completed
post-

Class Hll
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