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Afoliow up survey to a monitoring visit was
conducted at Rainbow Home Care on

with a Limited Mental Health (LMH) component.

At the time of the survey, 3 of the 4 cited |
deficiencies have been corrected, and 1 ¢
remained uncorrected, a new deficiency was

also found .

$8=D
Records,
The facility shalt maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Eider Affairs and
Agency staff.
(1) FACILITY RECORDS. Facility records shall
include: .
(a) The facllity ' s license which shall be displayed
in a conspicuous and public place within the
facility.
(b} An up-to-date admission and discharge log
listing the names of all residents and each
resident ' s
1. Date of admission, the place from which the |
resident was admitted, and if applicable, a !
notation the resident was admitted with a
pressure ;and
2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is , the date of I
Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,

AC.
(c) A log listing the names of all temporary

{A 000} Iniial Comments {A 000}
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{b).

provided; and any steps taken to prevent
recurrence. These reports shall be made

interns
{e) The facility ' s emergency manageme

county emergency management agency,
described under Rule 58A-5.026, F.AC.,

facility staff is assured,
pursuant to Rule 58A-5.023, FAC.,

required under Rule 58A-5.021, FAC.;

by Rule 58A-5.021, FA.C.

{j) )f the facility advertises that it provides
care for persons with 's
related . a copy of all such facili

FS

(k) A grievance procedure for receiving a
" responding to resident complaints and

recommendations as described in Rule

emergency placement and respite care residents
if not included on the log described in paragraph

{d) An up-to-date record of major incidents
occurring within the last 2 years. Such record

shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided, by whom such services were

individuals having first hand knowledge of the
incidents, inciuding paid staff, volunteer staff,
emergency and temporary staff, and student

with documentation of review and approval by the

shall be located where immediate access by
(f) Documentation of radon testing conducted
{g) The facility * s liability insurance policy

{h) For facilities which have a surety bond, a copy ‘
of the surety bond currently in effect as required

{i} The admission package presented to new or

prospective residents (less the resident' s
contract) described in Rule 58A-5.0182, F AC.

advertisements as required by Section 429.177,

by the

nt plan,

as
which

special
of
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§8A-5.0182, FAC.

» (I All food service records required under Rule

58A-5.020, F.A.C., including menus planned and :

served, county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate fo operate.

{m) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years.

{n) All 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.

(o) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions

and moratoriums issued by the agency within the

last 5 years.

(p} Additional facility records requirements for
facilities holding  limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
{q) The facility ' s resident elopement response
policies and procedures.

(r} The facility ' s documented resident elopement |

response drills.

Based on record review and interview the
assisted living facility failed to maintain an
accurate log listing the names of all temporary

emergency placement and respite care residents

that were not included on the admissions and

- This Statute or Rule is not met as evidenced by. |
i

RAINBOW HOME CARE MIAMY, FL 33127
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discharge log
Findings include:

Record review found that the facility lacked 5
records for resident #1, resident #2, and resident
#3 who were previous residents. Record review
found that resident #1, resident #2, and resident
#3 were not included on the facility's admissions
and discharge log. Record review found the

" facility did not have a log for all temporary
emergency placement and respite care residents.

In an Interview with staff #3 on at
approximately 10:05 AM, she stated that resident
#1, resident #2, and resident #3 were admitted
and discharged to the facifity the same day as an
AHCA visit. She stated that the administrator took
all three residents in as a favor but she will no
fonger do any favors. Staff #3 confirmed that
resident #1, resident #2, and resident #3 were not
on the admission and discharge log nor did the
facility have a log for temporary residents. Staff
#3 confirmed that resident #1, resident #2, and
resident #3 did not have any records at the

| facility.
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AHM Form Approved

State Form: Revisit Report

(1) Provider! Suppller / CLIA/ (Y2 Multipte Construction I (¥3) Date of Revisit
identification Number i A. Building 611612012
ALT1953627 ! B. Wing | - —
Name of Facility : Street Address, City, State, Zip Code
RAINBOW HOME CARE | 3302 NW2 AVENUE
MIAMI, FL 33127 R

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected ard the date such corrective action was accomplished. Each
deficiency should be fully identified using sither the regulation or LSC provision number and the identification prefix code previously shown on the Stste Survey Report (prefix
codes shown to the left of each requirement on the survey report form).

Y4 #em ~{Y5) Date  (¥4) Hem ) {Y5) Date  (Y4) item (Ys) Date
Correction Correction Correction
Compieted Compiated

-~ 1D-Prefix-
Reg.# SEAS024ZIFAC

e o 06M91012 |- 1D Prefix~-AZBOS
Reg. # 408,809, 435.0202). 435.06

T

|

Completed | |
T e Azets:

i

i

5BAS. o Reg. # 59A-35.040, FAC
s : LsC o LSC
| s
Correction Correction Correction
Completed Completed Compieted
1D Prefix . ID Prefix . Pefix
Reg.# Rog. # ) ) | Reg#
Lsc '7 L8C R i Lsc
; |
Corraction Carraction } Correction
Completed Completed Completed
D Prefix e i ID Prefix B L ~ H oPefix
:
Reg. # | Reg. # . { Reg. #
Lsc 1 LsC _ LSC _
i
| |
Carrection Correction " Correction
Completed | Completed | Completed
1D Prefix » D Prefix L . IDPrefix R
Reg. # R Reg. # Reg. # B B
LsC H Lsc s Lsc
i
Correction Correction | Correction
Compileted Completed ! Compisted
1D Prefix . 1D Prefix . . i ID Prefix .
Reg.# © Reg# . [ Reg#
Ls¢ T I : LSC L : [
|
- Lo . S TR |
Reviewed 8y s Reviewed By i Date: i signature rveyor: Date:
_sutoagoney | ] : 2l ¢aln
Reviewed By ... Date: : Signature of Surveyor: Datls |
CMS RO :

Check for any Uncorrected Deficiencies. Was a Summary of
Uncorrected Deficiencies (CMS-2567) Sent to the Faclily?  ypg NO

Event ID:  GZX212
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FLORDA AGENCY FOR HEALTH CARE ADMINSTRATION

TH DUDEK
R R Botter Health Care for all Floridians L ™
,2012

Administrator
Rainbow Home Care Revised 3020 State Form
3302 Nw 2 Avenue
Miami, FL. 33127
Dear Administrator:
This letter reports the findings of a Monitoring/MPI Project revisits survey conducted on ,2012by
representative(s) of this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of
Correction (State Form 3020), which ref the d deficiencies and/or new deficiencies, identified

during the revisit,

You will not receive a copy of this report in the mail; you will only receive this faxed report. AH deficiencies
shall be corrected no later than , 2012,

The Quality A Questi ire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
hitp://ahea.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(305) 593-3100.

Sincerely,
] ]
A lens 79/)4%0 A
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
BBT7
Headguarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Taliahassee, FL 32308 Miami, FL 33166

hitpi/ahca.myflorida.com Phone (305) 593-3100; Fax (305) 593-3121




