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initial Comments

An unannounced Complaint CCR #2012003472
survey of your Assisted Living Facifity was
conducted on . The facility was not in
compliance with 58A-5, FAC and FS Chapter
428, Part |, for Assisted Living Facilities. The
following are the deficiencies found at the time of
the visit

58A-5.0182(6) FAC; 429.28 FS Resident Care -
Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the

fo Rule

58A-5.0181, FAC.
{b) In accordance with Section 429.28, F.8., the
facility shall have a written grievance procedure
for receiving and responding to resident
and for o
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.
{c) The address and telephone number for
lodging complaints against a facility or facility staff
shall be posted in full view in a common area
to all resi The and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with
1(800)342-0823; the Florida Local Advocacy
Council, 1(800)342-0825; and the Agency
Consumer Hofline 1(888)418-3456.
(d) The statewide tofl-free telephone number of
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the Florida Hotline " 1(800)96 or
1(800)962-2873 " shall be posted infull viewina
area to ali
{e) The facllity shall have a written statement of
ns house rules and pmwdures which shall be
inthe
pursuant to Rule 58A-5.0181, F.A. C. The rules
and procedures shall address the fagjlity ' s
policies with respect to such issues, for exampie,
as resident responsibilities, the facility ' s !
and tobacco policy, medication storage, the
delivery of services to residents by third party
provnders resldent elopement and other
and
schedules; and requwemen's
(f) Residents may not be required to perform any

work in the facility without compensation, except
that facility rules or the facility contract may
include a requlrement that residents be

for cl g their own sleeping areas
or apartments. Ifa resident is employed by the
facility, the resident shall be compensated, ata
minimum, at an hourly wage consistent with the
federal minimum wage law.
{g) The faczllty shall provide residents with

access to a telephone fo facilitate the
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility shall not prohibit unidentified
telephone calls to residents. For facilities with a
licensed capacity of 17 or more residentsin  ~
which residents do not have private felephones,
there shall be, ata minimum, an accessible
telephone on each floor of each building where
residents reside.
(h) Pursuant to Section 428.41, F.S,, the use of
physical shalll be fimited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order

biannually, and the consent of the resident or the

A030
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resident' s representative. Any device, including
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical

429.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
by law, the Constitution of the State

of Florida, or the Constitution of the United States
as a resident of a facility. Every residentof a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
(b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
(¢} Retain and use his or her own ciothes and
other personal properly in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents,
@ icted private
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-fown guests, and in other
similar situations.
{e) Freedom to participate in and benefit from

ty services and activities and fo achieve
the highest possible level of independence,

and i ion within the

{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's

P G g

or
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attomney in fact authorizes the administrator of the

facility to provide safekeeping for funds as

provided in s. 428.27.

{g) Share a his or her spouse if both

are residents of the facility.

{h) Reasonable opportunity for regular exercise

several imes a week and to be outdoors at

regular and frequent intervals except when

prevented by inclement weather,

0] ise civil and religious fiberties, includi

the right to independent personal decisions. No

igious beliefs or practices, nor any

at religious services, shall be imposed upon any

resident.

{i) Access fo adequate and appropriate health

care consistent with established and recognized

standards within the community.

(k) At least 45 days * notice of relocation or

termination of residency from the facility unless,

for medical reasons, the resident is oemﬁed bya
fo require an toa

facﬂlty providing & more skilled level of care or the

resident engages in a pattern of conduct that is

harmful or offensive to other residents. In the

case of a resident who has been adjudicated

mentally , the guardian shall be
given at least 45 days ' notice of a
ion or
shall be set

forth in writing. In order for a facility to terminate
the residency of an individuat without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.

(!) Present gri and

in policies, procedures‘ and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or repnsa! Each facility shall
establish a grievance procedurs to facilitate the
residents ' exercise of this right. This right

AFCA Form 3020-0001
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includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on observation, and interview the facility
falled to treat 50f5 residents with consideration
and respect and with due recognition of personal
dignity, individuality, and the need for privacy.

Findings include:

Observation was made on : at 8:30am of
the condition of the facility during the tour and the
resident’s were not maintained in a
dignified, sanitary and orderly manner. The
appeared gloomy, dark and damp some smelled
of ; some of the did not have curtains
on the windows for the privacy of the residents
who were all female. The residents clothing were
in plastic bags on shelves in their . The
facility did not have any of the emergency
numbers posted anywhere in the facility. Many of
the did not have light bulbs in them to
enhance lighting. When walking thru the facility to
enter the back the facility there is a step
down to the next landing, in which residents could
potentially . The facility's front door was left
open aimost the entire survey and insects were
all over the facility and biting the surveyors and
residents.

The administrator was interviewed on ‘at
10:00am, she stated that she and her husband
operate three of their ALF ' s each. A relative is
the administrator of the last one which makes 7

AHCA Form 3020-0001
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ALF ' s operated by the family.

Class i

58A-5.0185(4) FAC Medication - Administration
(4) MEDICATION ADMINISTRATION.

{a) For facilities which provide medication

administration a staff member, who is licansed to
. ications. must be available (o

ini ications in with a
heatth care provider ' s order or prescription label.
{b) Unusual reactions or a significant change in
the resident * s health or behavior shall be
documented in the resident ' s record and
reported immediately to the resident " s health
care provider. The contact with the health care
provider shall also be documented in the resident
''s record

{c) Medication administration inciudes the
conducting of any examination or testing such as
glucose testing or other procedure
necessary for the proper administration of
medication that the resident cannot conduct
himself and that can be performed by licensed

staff.

{d) A facifity which performs clinical laboratory
tests for residents, including glucose
testing, must be in compliance with the federal
Clinical Laboratory Improvement Amendments of
1988 (CLIA) and Part | of Chapter 483, F.8. A
valid copy of the State Clinical Laboratory License
and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the

A030
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* own equi ion about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health
Care Administration, 2727 Mahan Drive, Mail
Stop 32, FL 32308; telep
(850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that a staff
member, who is licensed to administer

s availabi "
medications in accordance with a health care
provider ' s order or prescription label.

Findings include:

On . ... .. at830am an Observation of the
care for resident ' s medications was made there
were icati and i in
the kitchen area of the facility. While touring the
kitchen, the surveyor observed 3 small plastic
cups filled with medication sitting on a kitchen
shelf. The employee (SE#2) was asked, why they
were there, she implied she could not understand
the language, but she then took the cups of
medications away. There were no employee files
in the facility to prove SE #2 is trained in the
areas of medication administration or any other
training.

Observation during the tour revealed there were
no employee files in the facility at the time of the
entrance at 8:00 am. The administrator arrived at
the facllity about a half hour later and brought the
files of only her and her husband's personnel
records to the facility, and none of the residents
files were in the facility . The employee who was

A053
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waorking that day also did not have any
documentation on site for the surveyor 10 review.

Class lif

A 055 58A-5.0185(6) FAC Medication - Storage and ADS55
$8=D| Disposal :

{6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
of and to

to remain as indep as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apariments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the
or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter

ications for resi shall be ly stored

if:

1. The facility administers the medication;

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

3. 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;

§. The facility determines that because of
physical arrangements and the conditions or
habits of resk the p ion of
medication by a resident poses a safety hazard to
other residents; or

ICA Form 3020-0001
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6. The facility* s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.
(b) Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
locked storage receptacie, , orarea atall
times;
2. Located in an area free of dampness and
except thata i
shall be refri
Reﬂigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
{ocated locked;
3. Accessible to staff responsible for filling
-/ > ith self- "

p
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and

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

(c) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. * Such medication may be reused if
re-prescribed by the resident ' s health care
provider.

{d) When a resident ' s stay in the facility has
ended, the administrator shall return all
medications to the resident, the resident ‘s
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification

AHCA Form 3020-0001
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and waiting at least 15 days, the resident's
medications are stilf at the facility, the
i shall be i d
may disp ofin with
(e).
{e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall 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
withess.
{f) Facllities that hold a Special-ALF permit issued
by the Board of Pharmacy may retumn dispensed
icinal drugs to the dispensing p
pursuant to Rule 64816-28.870, F.AC.

and

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to keep the residents
medications In a locked cabinet, locked cart, or
other locked storage receptacie, . orareaat
all times.

Findings include:

On at 8:30am an Observation of the
care for resident ' s medications was made in
which there were medications unlocked and
un-monitored in the kitchen area of the facility.
While touring the kitchen, the surveyor observed
3 small plastic cups filled with medications sitting
on a kitchen shelf. The employee (SE#2) was
asked, why they were there, she implied, she
didn't understand the language, but she then took
the cups of medications away. There were no
employee files in the facility to prove she is
trained in the areas of medication administration
or any other training.

A055
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Observation during the tour revealed that there
were no employee files in the faciiity at the time of
the entrance at 8:00 am. The administrator
arrived at the facility about a half hour later and
brought the files of only her and her husband's
personnel records to the facility, and none of the
residents files were in the facility . The employee
who was working that day also did not have any
documentation on site for the surveyor to review.

Class Il

A074 58A-5.018(3)(b) Staffing Standards - Personnel | A074
$8=G| File (BGS)

{3) BACKGROUND SCREENING,

(b) The results of employee screening conducted
by the agency shall be maintained in the
employee ' s personnel file.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to provide the results of

the (staff#2) g
and to maintained it in the employee s
personnel file.

Findings include:

Observation was made on - at 08:00am,
there were no resident files or employee files in
the facility at the time of the entrance. The
administrator arrived at the facility about a half
hour later and brought the files of only her and
her husbands personnel records to the facility
and none of the residents files were in the facility
atall. The employee (Staff #2) who was working
AFCA Forr 3020-0001
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that day did not have any documentation on site
and the administrator did not have the information
for the surveyor fo review.

These findings were discussed with the
administrator on tat 11:45 am.

Class Il

A 077 58A-5.019(1) FAC Staffing Standards -

Administrators

Staffing Standards,

{1) ADMINISTRATORS. Every facility shall be

under the supervision of an admlnlstrator who is

ible for the operation and of

the facility including the management of all staff

and the provision of adequate care to all

residents as required by Part | of Chapter 428,

F.8,, and this rule chapter.

(a) The administrators shall:

1.Beatleast. ., ;

2. If employed.on or after - . 1990, have

a high school diploma or general equivalency

diploma (G.E.D.), or have been an operator or
of a licensed assisted living facility

in the State of Florida for at least one of the past

3yearsin whwh the facility has met minimum

on or after

;, 1995, must have a hngh school
diploma or G ED,;
Bein i with Level 2

screening standards pursuant to Section

420,174, F.8.; and

4. Complete the core training requirement

pursuant to Rule 58A-5.0191, FAC.

(b} Administrators may supervise a maximum of

either three assisted living facilities or a

AD74

AQ77

of housing and health care facilities
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or agencies on a single campus. However,
administrators who supervise more than one
facliity shall appoint in writing a separate ”
manager " for each facility who must:
1.Beatleast ;and
2. Complete the core training requirement
pursuant to Rule 58A-5.0181, F.AC.
(c) Pursuant to Section 429,176, F.S., facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10} days of
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1006, 2006, which is
incorporated by reference and may be obfained
from the Agency Central Office. The Agency
Central Office shalt conduct a background

ing on the new ini in
accordance with Section 429.174, F.S., and Rule
58A-5.014, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and lack of
records the facility failed to ensure that the facility
is operatlng under the supervnsm ofan

0 is for the
and mamtenance of the facility including the
management of all staff and the provision of
adequate care to all residents.

Findings include:

1) Observation. was made on ' at 8:30am
of the condition of the facility during the tour and
the resident's were not maintained ina

AQ77

dignified, sanitary and orderly manner. The
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appeared gloomy, dark and damp some smelled
; some of the « did not have curtains

on the windows for the privacy of the residents
who were all female. The residents clothing were
in plastic bags on shelves in their . The
facllity did not have any of the emergency
numbers posted anywhere in the facility. Many of
the : did not have light bulbs in them to
enhance fighting. When walking thru the facility to
enter the back the facility there is a step
dowr {o the next landing, in which residents could
potentially . The facility's front door was left
open almost the entire survey and insects were
all over the facility and biting the surveyors and
residents.

2) Observations of the care for resident ' s
medications which were left unlocked and
un-monitored in the kitchen area of the facility.
While touring the kitchen, observed 3 small
plastic cups filled with medications sittingon a
kitchen shelf. The empiloyee did not have any
documentation to prove she is trained in the
areas of medication administration or any other
training.

3) Observation during the tour revealed that there
were no resident files or employee files in the
facility at the time of the entrance on

8:00 am, the administrator arrived at the facal:ty
about a half hour fater and brought the files of
only her and husbands personne! records to the
facility and none of the residents files were in the
facility at all. The employee(SE#2) who was
working that day did not any documentation at all
on site and the administrator did not have the
information for review.

4) The outside areas, back yard and the

AHCAForm 3020-0001
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surrounding areas with large old paint containers
and the over growth of plant life surrounding the
front and sides and back of the facility, could be a
haven for snakes, rodents, all types of insects.

Class It

58A-5.0191(12) FAC Training - Documentation &
Monitoring

(12) TRAINING DOCUMENTATION AND

MONITORING.

{a) Except as otherwise noted, certificates, or

copies of certificates, of any training required by

this rule must be documented in the facility ‘s
files. The ion must include

the following:

1. The title of the training program;

2. The subject matter of the training program;

3. The training program agenda;

4. The number of hours of the training program;

5. The trainee ' s name, dates of participation,

and location of the training program;

6. The training provider ‘ s name, dated signature

and credentials, and professional ficense number,

if applicable.
(b) Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c) The facility must provide the Department of
ElderAﬁalrs and the Agency for Health Care
with training ion and
training certificates for review, as requested. The
department and agency reserve the right to
attend and manitor all faciiity in-service training,
which is infended to meet regulatory
requirernents.

AO77

A091
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This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility
failed to provide and maintain in the personnel
files, the training of staff #2 who is providing care
to the residents.

Findings include;

On at 8:30am an Observation of the
care for resident ' s medications was made in
which there were medications unlocked and
un-monitored in the kifchen area of the facility.
While touring the kitchen, the surveyor observed
3 small plastic cups filled with medications sitting
on a kitchen shelf. The employee (SE#2) was
asked, why they were there, she implied, she
didn't understand the language, but she then took
the cups of medications away. There were no
employes files in the facility to prove she is
trained in the areas of medication administration
or any other training.

Observation during the tour revealed that there
were no employee files in the facility at the time of
the entrance at 8:00 am. The administrator
arrived at the facility about a half hour later and
brought the files of only her and her husband's
personnel records to the facility, and none of the
residents files were in the facility . The employee
who was working that day also did not have any
documentation on site for the surveyor to review.

Class ill

A 152 §8A-5.023(3) FAC Physical Plant - Safe Living A152
$8=D | Environ/Other
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A 152 Continued From page 16 A152
(3) OTHER REQUIREMENTS.

(a) All facilities must,
1. Provide a safe living environment pursuant to
Section 429.28(1)(a), F.S.; and
2. Must be maintained free of hazards; and
3. Must ensure that all existing architectural,
ical and b and

appurtenances are maintained in good working
order.
{b) Pursuant to Section 429.27, F .S, residents
shall be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident |

sleeping area must have at least the following
furnishings:
1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the matiress a comfortable
height to ensure easy access by the resident;
2. Acloset or wardrobe space for hanging
clothes;
3. Adresser, chest or other furniture designed for
storage of personal effects;
4. Atable, bedside lamp or floor lamp, and waste
basket; and
5. A comfortable chair, if requested.
(¢} The facility must maintain master or duplicate
keys to resident 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 shall be free of tears, stains and not be

AHCA Form 3020-0001
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This Statute or Rule is not met as evidenced by:
Based on observation, and interview the facility
failed to Provide a safe living environment and to
maintain it free of hazards for the residents
residing in the facility.

Findings include:

1) Observation was made on at 8:30am
of the condition of the facility during the tour and
the resident ' s were not maintained in a
dignified, sanitary and orderly manner. The
appeared gloomy, dark and damp some smelled
of ; some of the did not have curtains
on the windows for the privacy of the residents
who were all female. The residents clothing were
in plastic bags on sheives in their . The
facility did not have any of the emergency
numbers posted anywhere in the facility. Many of
the + did not have light bulbs in them to
enhance lighting. When walking thru the facility to

r the back the facility there is a step
down 1o the next landing, in which residents could
potentially . The facility's front door was left
open almost the entire survey and insects were
all over the faciiity and biting the surveyors and
residents.

2) The outside areas, back yard and the
surrounding areas with large old paint containers
and the over growth of plant life surrounding the
front and sides and back of the facility, could be a
haven for snakes, rodents, all types of insects.
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Class lii

58A-5.024(2) FAC Records - Staff

{2) STAFF RECORDS,
{a) Personnel records for each staff member shall
contain, ata mlnlmum a copy of the original

and verification of freedom from communicable
including . In addition,

records shall contain the iollowing, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, F.A.C.;
2. Copies of all licenses or certifications for alt
staff providing services which require licensing or
certification;
3. Documentation of compliance with level 1
background screemng for all staff subject to

as required under Rule

5BA-5.019, F.AC;

4. A copy of the job description given to each staff
member pursuant to Rule 58A-5.019, F.A.C,, for
facilities with a licensed capacity of seventeen
(17} or more residents; and

5. Documentation of faczllty direct care staff and

in residen
drills pursuant to paragraph 58A-5. o1sz(sxc),
FAC.

(b} The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting 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 58A-5.018,
F.AC.

{c) The facility shall maintain the facility * s written

A182
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work schedules and staff time sheets as required
under Rule 58A-5.019, FA.C,, for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility
failed fo provide proof of personnel record for
each staff member (SE#2) that contained the
minimum requirements.

Findings include:

On at 8:30am an Observation of the
care for resident ' s medications was made in
which there were medications unlocked and
un-monitored in the kitchen area of the facility.
While touring the kitchen, the surveyor observed
3 small plastic cups filled with medications sitting
on a kitchen shelf. The employee (SE#2) was
asked, why they were there, she implied, she
didn't understand the language, but she then fook
the cups of medications away. There were no
employee files in the facility to prove she is
trained in the areas of medication administration
or any other training.

Observation during the tour revealed that there
were no employee files in the facifity at the time of
the entrance at 8:00 am. The administrator
arrived at the facility about a half hour later and
brought the files of only her and her husband's
personnel records to the facility, and none of the
residents files were in the facility . The employee
who was working that day also did not have any
documentation on site for the surveyor to review.
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Class Hl
A 162 58A-5.024(3) FAC Records - Resident A162

58=D
{3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
() Resident demographic data as follows:
1. Name;
2 ..
3. Race;
4, Date of birth;
5. Place of birth, if known;
6. Sacial security number,;
7. Medicaid and/or Medicare number, or name of
other health insurance :
8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident would like to have nofified in case of an
emergency, and relationship to resident; and
9. Name, address, and phone number of heaith
care provider, and case manager if applicable.
(b} A copy of the medical examination described
in Rule 58A-56.0181, FAC.
{c) Any health care provider ' s 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) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
F.AC.
(e} The resident record described in paragraph
58A-5.0182(1)(e), FAC.
{f) A weight record which is initiated on
admission. Information may be taken from the
resident s health assessment. Residents
with the activities of daily
fiving shall have their weight recorded

AHCAForm 3020-0001
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semi-annually.

(g) For facilities which will have unlicensed staff
asgisting the resident with the seif-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FA.C., if
such consent is notincluded in the resident' s

contract.
() For facilities which manage a pill organizer,
assist with self- inistration of ications or

of

administer medications for a resident, the
required ication records maintained p
to Rule 58A-5.0185,F.A.C.
(i) A copy of the resident * s contract with the
facifity, including any addendums to the contract,
as described in Rule 58A-5.025, FAC,
(i) For a facility whose owner, administrator, or
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 under
Section 429,27, F.S.
{k) For any facility which 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 under Section
429.27,F.S.
{1) A copy of Alternate Care Certification for
e ) Form,
CF.ES 1008, 1998 if the resident is an

recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
(m) D of the ofa
health care surrogate, guardian, or the existence
of a power of attorney where applicable,
(n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is

At62
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A 162

Continued From page 22

a hospice patient as required under Rule
58A-5.0181, FAC.
{0} For ap , or
single family homes that are desngnated for
independent living but which are licensed as
asssted fiving facilities solely for the purpose of
services o resi in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
fimited nursing, or extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
this subsection;
3. The medical examrnailon described in Rule
58A-5.0181, F.A.
4. The resident 's oontract described in Rule
58A-5.025, FAC,; and
5. Ahealth care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.
{p) Except for resident contracts which must be
retained for 5 years, all resident records shall 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 shall be provided
a copy of their resident records upon departure
from the facility.
{q) Additional resident records requirements for
facilities holding a limited mental heaith, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.028,
58A-5.030 and 58A-5.031, F.A.C., respectively.
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This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility
failed to maintain the current Resident (SR #1
and SR#2) records on the premises which
include the required data for all the residents
residing in the facility.

Findings include:

Observation was made on . at 08:00am
during the tour revealed that there were no
resident files or employee files in the facility at the
time of the entrance. The administrator arrived at
the facility about a half hour later and brought the
files of only her and her husbands personnel
records to the facility and none of the residents
files were in the facility.

These findings were discussed with the
administrator at 11:45 AM.

Class Il
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FICRICA AGENCY FOR HEALTF CARE ADMINGTRATION
RICK 8COTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

,2012

Administrator
Villa Margo Vi Inc
2820 Sw 34 Ave
Miami, FL. 33133

Dear Administrator:
Re: CCR #2012003472

This letter reports the findings of a state complaint survey that was conducted on ;2012 by
representative(s) of this office.
Attached is the provider’s copy of the State (3020) Form, which indicates the deficiencies that were identified

on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

‘The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. 'Iinsfoxmhasbeen.plwedontheApncy’swebsmest

http:// [ tml as a first step in providing a web-based i
consumumafscuonwveysystem You mymesstheqnmmmﬂ)mugbthe link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our gosl is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
Mu; /1 layo e
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG9S0
Headquarters Miami Field Office
2727 Mahan Drive B333NW. 53rd S&ud, Suite 300
Talizhassee, FL 32308 Miami, FL 33166

Phone (305) 593-3100; Fax (305) 593-3121

hitp:ifahca.myforida.com



