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Assisted Living Facility

Abiennial state licensure survey was conducted
on .

White House #2 assisted living facility had
deficiencies found at the time of the visit.

Assessment

{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
either paragraph (a) or {b) of this subsection.

{a) A medical examination completed within 60
calendar days prior to the individual ' s admission
ltoa facility pursuant to Section 420.26(4), F.S.
The examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-related

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;
3. Any nursing or services required by the
individual;
| 4. Any special diet required by the individual;
5. Alist of current medications prescribed, and
whether the individual will require any assistance
! with the administration of medication;
| 6. Whether the individual has signs or pi
| of a communicable which is likely to be
| transmitted to other residents or staff;
| 7. Astatement on the day of the examination that,
. in the opinion of the examining licensed health
care provider, the individual ' s needs can be met
in an assisted living facility, and

A000! Initial Comments A000

AG08 58A-5,0181(2) FAC Admissions - Health Aoo8

AHCA Form 3020-0001

THLE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE.

{X6) DATE

STATE FORM £

WURG1TY

#f continuation sheet 1 of 22




PRINTED: 07/13/2012
FORMAPPROVED

(X3} DATE SURVEY

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA By TRUCTION
AND PLAN OF CORRECTION o4 \DENTIFICATION NUMBER {X2) MULTIPLE CONS' RE
A BUILDING
BWING __ N
AL 11964084

NAME OF PROVIDER OR SUPPLIER

WHITE HOUSE #2

STREET ADDRESS, CITY, STATE, ZIF CODE

1822 NEBRASKA AVENUE
PALM HARBOR, FL. 34683

(X4} D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5}
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

A 008

Continued From page 1

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining ficensed health care
provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.
(b} A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Faciliies, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acoceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhc.state.fl.us’/MCHQ/Long_Term_Care/
<http:/iwww fdhe. state.flLus/MCHQ/Long_Term_C
arel>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:
1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment,
a. ltems on the form that may have been omitted
by the licensed heaith care provider during the
examination do not necessarily require an

itis face-to-f: i i for
completion.
b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.
©. Omitted information received verbally must be
documented in the resident ’ s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.
2. The facility administrator, or designee, must

A 008
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or Arranged by the Facility, or may use electronic
ion, which at a mini includes the

elements in Section 3. This requirement does not
apply for residents receiving:
a. Extended congregate care (ECC) services in
facifities holding an ECC license;
b. Services under community living support plans
in facilities holding limited mental health licenses;
©. Medicaid assistive care services; and
d. Medicaid waiver services.
{c} Any information required by paragraph (a) that
is not contained in the medical examination report

ds d prior to the individual’ s ission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823,
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).
(e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.
{f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. A licensed health care
provider may attach a do-not- order for
residents who do not wish

fo be administered in the case of

“or ) |
{g) A resident placed on a temporary emergency :

A008
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basis by the Department of Children and Family
Services pursuant to Section 415.105 or
415. 1051 F.S., shall be exempt from the

i its of this ion for
up to 30 days However a resident accepted for
shall be entered
on the facmty s admlsston and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be

on any Y

placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the health
for one of two resi

medical evaluations were sampled (#3) had not

been completed by the examining health care

provider based on a face-to-face examination.

Findings include;

An interview with the administrator at
approximately 9:25 am. on revealed that
“the health assessment for Resident #3 had
essentially been completed and that he was
simply awaiting the health care provider's
signature.” Review of this individual's
assessment found a document that had been
completed except for the

contact
mforrnatnon and sngnature as well as the date of
the examination, Further interview with the
administrator revealed that "he had copied the
resident's existing clinical information from

! previous assessments.”
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58A-5.0181(4) FAC Admissions - Continued
Residency

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (e) of this subsection,
criteria for continued residency in any licensed
facrlrty shai! be the same as the criteria for
. As part of the continued
criteria, a resident must have a face-to-face
medical examination by a licensed health care
provider at least every 3 years after the initial
or after a signifi change,

hich comes first. A signif change is
defined in Rule 58A-5.0131, F.A.C. The results of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be

ce with that p
After the effechve date of this rule, provnders shall
have up to 12 months {o comply with this
requirement.
{a) The resident may be bedridden forupto 7
consecutive days.
{b) Aresident requiring care of a ! pressure
may be retained provided that:

1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
licensed health care provider, or the resident
contracts directly with a licensed home health
agency or a nurse to provide care;
2. The condition is documented in the resident ' s
record; and
3. If the resident ' s condition fails to improve
within 30 days, as documented by a licensed
; health care provider, the resident shall be
dascharged from the facility.
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Continued From page 5

{c)A il resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to the services of a licensed hospice
which coordinates and ensures the provision of
any additional care and services that may be
needed‘

2. G d resi is ble to the
re5|dent and the facility;

. An iplinary care plan is developed and
implemented by a licensed hospice in
consultation with the facility. Facility staff may
provide any nursing service permitted under the
facility * s license and total help with the activities
of daily living; and
4, Documentation of the requirements of this
paragraph is maintained in the resident * s file.
{d) The administrator is responsibie for
monitoring the continued appropriateness of
placement of a resident in the facility.

{e) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, FAC.
{5) DISCHARGE. if the resident no longer meets
the criteria for continued residency, or the facility
| is unable to meet the resujen! s needs as

ined by the facility
| licensed health care provider, the res‘dent shalt
be discharged in accordance with Section
429.28(1), F.S.

This Statute or Rule is not met as evidenced by:
According to record review and interview, the
health assessment for one of two residents
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Continued From page 6

sampled (#4) had not been updated at least every
3 years after the initial assessment.

Findings include:

Resident record review during the survey
revealed that Resident #4 was admitted to the
facility : with an initial assessment dated

- ... Further review of the file found no
subsequent health evaluation had been
conducted since ; interview with the co-owner
at approximately 1 p.m. on confirmed that
nio other health examination had been completed
on this resident,

Class Hl

Pattern

58A-5.0185(6) FAC Medication - Storage and
Disposai

{6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents fo remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, 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
icati for resi shall be trally stored

if:

1. The facility administers the medication; i
2. The resident requests central storage. The i
facility shall maintain a list of all medications 3

A010
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being stored pursuant to such a request;
3. The medication is determined and documented
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 condutlons or
habits of resi , the p
medication by a resudent poses a safety hazard to
other residents; or
6. The facility ' s rules and reguiations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FA.C.
{b) Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
focked storage receptacle, ,or area at all
times;
2. Located in an area free of dampness and

, except that a
requiring refngeratlon shaI! be refrigerated,
Refrigerated 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

located locked;
3. Accessible to staff responsible for filling
pili-organizers, with self-

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.

{¢) 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
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the resident ' s request. If centrally stored by the
faciiity, 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 shali return all
medications to the resident, the resident's
family, or the resident ' s guardian unless
otherwise prohibited by law. if, after notification
and waiting at least 15 days, the resident ' s
medications are still at the facility, the

ications shall be consi d d and
may disp of in accof with p h

{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
witness,

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
was maintaining expired medication for one of
two resids (#2) whose ph icals were
reconciled.

| Findings include:

A medication review during the survey
revealed a container of 100mg, 1 capsule

A 055
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2x/day for Resident #2. Further observation of
this bottle found that it had expired
Although interview with the administrator at
approximately 1:10pm on ! indicated that
"the resident didn't request this drug that often”, it
was clear that the resident still periodically
ived ication from this d container.
Further interview with the administrator provided
no clarification why the had not been |
replaced.
Class lil
Pattern
A076 58A-5.0186 FAC AO76
(

i )
(1) POLICIES AND PROCEDURES.

(a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state laws and rules
relative to . The palicies and procedures
shall riot condition treatment or admission upon
whether or not the individual has executed or
waived a 5. The ALF must provide the
following to each resident, or resident ' s
representative, at the time of admission:

1. A copy of Form SCHS-4-2006, " Health Care
Advance Directives - The Patient’ s Right io

Decide, " 2006, or with a copy of some
other substantially similar document, which
ir information di d

directives included in Chapter 765, F.S. Form
SCHS-4-2006 is available from the Agency for
| Health Care Administration, 2727 Mahan Drive, t
i
i

Mail Stop 34, Tallahassee, FL 32308, or the
agency 's Web site at:
http:/fahca.myflorida.com/MCHQ/Health_Facility_ |
AFCAForm 3020-0001
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Continued From page 10

R HC_Ad Directi dv_dir

-pdf; and
2. Written information concerning the ALF 's
policies regarding . and
3. Information about how to obtain DH Form
1896, Florida *Form,
incorporated by reference in Rule 64J-2.018,
FAC.
{b) There must be documentation in the resident '
s record indicating whether or not he or she has
executed a .fa has been
executed, a copy of that document must be made
a part of the resident ' s record. if the ALF does
not receive a copy of a resident” s executed

, the ALF must document in the resident ' s

. record that it has requested a copy.

{2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, .8, if, as a condition of
treatment or admission, it requires an individual
to execute or waive a .
(3) PROCEDURES. Pursuant to Section
429255, F.S., an ALF must honor a properly
executed  as follows:
{a) In the event a resident experiences
, staff trained in

. )ora
licensed health care provider present in the
facility, may withhold

{b} in the event a resident is receiving hospice
services and experiences o

, facility staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
facility,
{4) LIABILITY. Pursuant to Section 429.255, F.S,,
ALF providers shall not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional

AQ76
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Continued From page 11

conduct, for following the procedures set forth in
subsection (3) of this rule, which mvolves
withholding or withdrawing “
«...ipursuantto a

and rules adopted by the department.

This Statute or Rule is not met as evidenced by:
According to interview, the facility did not have
any written policies and procedures delineating its
position with respect to state laws and rules
refative to

Findings include:

An interview with the administrator at

approximately 12:50 p.m. on revealed that

he had not yet developed any policies and

procedures regarding his facility’s position with

respect to state laws/rules refative to

Further interview indicated that he was not
aware of this requi g

Class i
Widespread
58A-5.0191(2) FAC Training - Staff in-Service

(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a

AQT6

Agst

i
; |
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minimum of 1 hour in-service training in
control, including universal precautions, and
facility sanitation procedures before providing
p care to resi D Hation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne

R . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
| must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects: |
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident .
neglect, and .. 77T
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
living.
(e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
{f) Al facility staff shall receive in-service training |
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regarding the facility ' s resident elopement
response policies and procedures within thirty
{30} days of employment.

1. All facility staff shall be provided with a copy of
the facility ' s resident elopement response
policies and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, one of one
facility staff sampled (B) had not received all
required training within 30 days of employment.

Findings include:

A personnel file review during the survey
revealed that Staff B, hired as live-in caregiver

, had not received the following training: a)
3 hrs. in providing assistance with ADLs and
resident behavior and needs; b) emergency

ion training, maj incident

reporting, and chain of command protocol; and ¢}
resident rights in an ALF. Interview with the
administrator at approximately 12:45 p.m. on

: verified that this documentation was not in
the record.

: Class lil

58A-5.0191(4) FAC Training - First Aid and

; {(4) FIRST AID AND

A081

A0B3
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1{ ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documnenting
compietion of such courses must be in the facility
at all times.

{a) Documentation of attendance at First Aid or
course offered by an accredited college,

| university or vocational school; a licensed

hospital; the American Red Cross, American
Association, or National Safety Council, or
a provider approved by the Department of Health,
shall satisfy this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on record review and interview, two of two
staff sampled (A;B) had not completed either First
Aid andlor certification.

Findings include:

A personnel record review found that Staff A did
not have any certification, while Staff B did
not have any First Aid documentation. An

interview with the administrator at approximately

11230 p.m.on confirmed that these

certifications were missing.
Class It

Pattern

A083
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 MEDICATION AND MEDICATION
| MANAGEMENT. Unlicensed persons who will be

. medications as described in Rule 58A-5. 0185

| through practice exercises.

| an ability to:

. 58A-5.0185, F.A.C., including:

Continued From page 15

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

{5) ASSISTANCE WITH SELF-ADMINISTERED

If.

providing assi: with

F.AC., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:
(a) Training must cover state law and rule
requrrements wnh respect to the supervision,
and 1t of

medications in assisted living facilities;
procedures and technigues for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident, common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and

d to follow when resi appear to be
expercencmg side effects and adverse reactions;
documentation and record keeping; and
medication storage and dlsposa! Trammg shall
include of pri and
provide opportunities for hands—on learning

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates

1. Read and understand a prescnpuon iabel;
2. Provide with inistration in
accordance with Section 429.256, F.S., and Rule

a. Assist with oral dosage forms, | dosage

A084
A084
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forms, and | . . and nasal

dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
©. Recognize the need to obtain clarification of an
" as needed " prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or |
facility employer of inability to assist in the
administration of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication; and
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
{c) Unlicensed persons, as defined in Section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfuily completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self- inistered icati
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
fraining shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, two of two
staff sampled who assist residents with their
medication-self administration as part of their
duties (A; B) had not taken the 4 hour initial
training or had not obtained the 2 hours of
continuing education in safe medication
practices/similar topics on an annual basis.

i

I ;
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Findings include:

A personnel record review indicated that Staff A,
hired 1996, took the 4 hr. medication assistance
course . but further review of this individual's
fiie found no subsequent medication update
having been taken. Review of Staff B's record

led that altt he/she had ived a 2
hour seminar , further review of the file
found no evidence that any initial 4 hour training
had been taken. An interview with the
administrator at approximately 12:50 p.m. on

! provided no explanation.

Class Hl

Pattern

58A-5.0191(11) FAC Training - Do Not
Orders

()
TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility * s policies and
procedures regarding within 60 days
after the effective date of this rule.

{b) Newly hired facility administrators, managers,

| direct care staff and staff involved in resident

admissions must receive at least one hour of

| training in the facility ' s policy and procedures

regarding within 30 days after
employment.

{c) Training shalf consist of the information
included in Rule 58A-5.0186, F.A.C.

A0B4

A090
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Continued From page 18 A090

This Statute or Rule is not met as evidenced by:
Based on record review and interview, two of two
staff sampled (A;B) had not received any training
in the facility's policies and procedures regarding

Findings include: |

Apersonnel file review revealed that neither Staff |
Anor B had received any training regarding the
facility's policies and procedures with respect to

- An interview with the administrator at
approximately 1:30 p.m. on revealed that
no such policies and procedures had yet been
developed.

Class M

Widespread

58A-5.024(2) FAC Records - Staff A161

{2) STAFF RECORDS.
{a) Personnel records for each staff member shall
contain, at a minimum, a copy of the original

pl ication with furnished
and verffication of freedom from communicable

including . In addition,

records shall contain the following, as applicable:
1. Documentation of compliance with ali staff
training required by Rule 58A-5.0191, FAC;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
certification;
3. Documentation of compliance with level 1
background screening for ali staff subject to
screening requirements as required under Rule

4. A copy of the job description given to each staff |
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Continued From page 19

member pursuant fo Rule 58A-5.018, FAC,, for
facilities with a licensed capacity of seventeen
{17} or more residents; and
5. Documematlon of facmty direct care staﬁ and

i 1in resident
drills pursuant to paragraph 58A-5. 0182(8)(c)
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
entiy 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-5.019,
FAC.
(c) The facllity shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule 58A-5.019, FAC., for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
personnel record for two of two staff sampled (A;
B) did not contain verification of freedom from
communicable including

Findings include:

Employee file review during the survey
revealed that neither Staff A nor B, hired 1996
and , respectively, had a statement from a
health care provider attesting to their freedom

from signs and symptoms from communicable
including Interview with the
administrator at approxnmately

A 161
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1pm.on provided no clarification.

Class Il

Widespread

58A-5.026(2) FAC Emergency Mgmt - Plan
Approval

{2) EMERGENCY PLAN APPROVAL. The plan
shall be submitted for review and approval to the
county emergency management agency.

(a) The county emergency management agency
has 60 days in which to review and approve the
plan or advise the facility of necessary revisions.
Any revisions must be made and the plan
resubmitted to the county office of emergency
management within 30 days of receiving
notification from the county agency that the plan
must be revised,

{b) Newly-licensed facility and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a ficense.

(c) The facility shall review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
county emergency agency for review and
approval.

1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not i d i isions for the

| purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the county emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

| {d) The county emergency management agency

shall be the final administrative authority for

A1

A181
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emergency management plans prepared by
assisted living facilities.

{e} Any plan approved by the county emergency
management agency shall be considered to have
met all the criteria and conditions established in
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
had not submitted its emergency plan for review

! and approval on an annual basis.

Findings include:

A review of the facility's most recently approved
emergency management plan during the

survey found a document that had been approved
in 2010 and was valid through "/ . An

interview with the administrator at approximately
10:15 a.m. on indicated that "he was about
a year behind because he had to become an
Emergency Status System user and this delayed
the process, efc.”

Class Il

Widespread
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FLORIDA AGENCY FOR FEALTH CARE ADMINISTRATION

Ré%(vggz‘g; Better Health Care for all Floridians EL'@BCEE.:.E&? K
,2012
Administrator
‘White House #2
1822 Nebraska Avenue

Palm Harbor, FL 34683
Dear Administrator:

This letter reports the findings of a biennial state licensure survey that was conducted on ,2012,bya
representative 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. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
of your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

hitp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive

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
Paul Brown, HFES, at 727-552-2000.

cerely,
144
,f“ Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Fiakd Office
525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL 33701

Phone (727) 552-2000; Fax (727) 552-1161

Headquarters

2727 Mahan Drive
Taflahassee, FL 32308
hitp:/lahca myfiorida.com




