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Initiai Comments

A Standard Biennial Survey was completed at
Grand Lakes Management, LLC with Limited
Nursing Services (LNS) and Limited Mental
Health (LMH) components on , 2012 and

, 2012, Deficiencies were identified
during this survey.

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

. (3) ASSISTANCE WITH

SELF-ADMINISTRATION.
(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unficensed staff member, who is at least
. , trained to assist with self-administered
medication in accordance with Rule 58A-5.0191,
F.AC., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription labei, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S.
b} i with ini: ion of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
1o the medication container. Medication, which
appears to have been contaminated, shall not be
returned to the container.
(c) Staff shall observe the resident take the

| medication. Any concerns about the resident ' s

reaction to the medication shall be reported to the
resident” s health care provider and documented
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| the medication.

in the resident’ s record.

(d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed;

1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;

2. The medication container may be given to the
resident or a friend or family member upon
leaving the facility, with this fact noted in the
resident’ s medication record;

3. The medication may be transferred to a pilt
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or

4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;

(e) Pursuant to Section 429.256(4)(h), F.S., the
term * competent resident * means that the
resident is cognizant of when a medication is
required and understands the purpose for taking

{f) Pursuant to Section 420.256(4)(i), F.S., the
terms *judgment” and " discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.

4 i with seif-admini: ion does not

include:
(@) Mixing, |, converting, or

_ medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
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route.

{c) Administration of medications through
imermittent positive pressure breathing machines
ora

{d) Admtmstratlon of medications by way of a
tube inserted in a cavity of the body.

{e) Administration of | preparations.

{f) irrigations or debriding agents used in the
treatment of a skin condition.

(9) Lor preparations.

(h) Medications ordered by the physician or
heaith care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

(i) Medications for which the time of
administration, the amount, the strength of
dosage, the methad of admlnlstranon or the
reason for i requi
discretion on the part of the unhcensed person

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the assisted
living facility failed to ensure proper techniques
were followed when assisting with
self-administration of medications such as
reading the label in the presence of the residents
for 6 out of 6 (resident #10, resident #12, resident
#13, resident #14, resident #15, and resident
#16) sampled residents observed during
med-pass.

Findings Include:
Observations on from approximately

12:00 PM to approximately 12:20 PM found staff
#B aSS|st|ng with self-administration of

A052
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; on a examination conducted within the last six

Continued From page 3

observed (resident #10, resident #12, resident
#13, resident #14, resident #15, and resident
#16), staff # B pushed the med-cart over {o the
area in which the resident was sitting, gave a brief
welcoming statement to the resident, and stated,
"here is your medication,” before giving it to the
resident. Staff B would then watch the resident
take their medication(s) and proceed to sign the
Medication Observation Record (MOR).

In an interview with staff B on

approximately 12:20 PM, she verified that the
technique observed was her standard practice
when assisting with self-administration of
medication.

In an interview with the administrator on

* at approximately 1:50 PM, she
acknowledged the findings and stated she would
have a discussion with her staff.

Class it

58A-5.019(2) FAC Staffing Standards - Staff

{2) STAFF.
{a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based

months, that the person does not have any signs
or symptoms of a communicable
including . Freedom from

i must be documented on an annual
basis. A person with a positive -test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an empioyee transferring from

one facility to another that is under the same

A052
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management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with histher level of education, training,
preparation, and experience. Staff providing
services requiring ficensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
(c) All staff must comply with the training
requirements of Rule 58A-5.0181, FA.C.
{d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
(e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description
fo each staff member; and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and staff
interview the assisted living facility failed to
ensure that 1 out of & (#3) sampled staff
members have statement of freedom from

AQ78
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communicable
Findings include:
Record review found that staff member #3
{caretaker; hired ) did not have a
freedom from icabl
at the facility.
Interview with the administrator on at
2:14 p.m. confirmed that staff member #3 was
hired on ‘and she did not have a
freedom from communi
Class ill
ADBO 58A-5.0191(1) FAC Training - Core & AQBO
85=D Competency Test

Staff Training Requirements and Competency

est.
(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
{a) The assisted living facility core training
i ished by the d

q P
pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to , 1997,
and managers who attended the core training

_ program prior to_, , 1998, shall not be
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| Findings include:

. Record review found that the administrator only

required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part Il of
Chapter 468, F.$., are exempt from this
requiremnent.

{c) Admini rs and shall particip

in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 428.52, F.S.

(d) A newly hired admamstrator or manager who
has suc: isted living
facility core tratmng and conhnumg education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and

2. Retake and pass the competency test.

(e) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shail be remitted to the entity
administering the test. A new fee is due each time
the test is taken,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living faciiity failed to ensure that the
administrator had 12 hours of continuing
education.
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had 3 hours of continuing education in fimited
mental training and 3 training.
Record review found that the administrator dld
not have doc that she comp

total of 12 hours continuing education in the Iast
two years.

Interview with the administrator on at
2:14 p.m. revealed that she completed
countinuing education courses for her practical
nurse license but she did not have the
documentation available for review. She
confirmed that she only had 6 out of 12 hours of
continuing education available at the time of
survey.

Class Il

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

(5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(8), 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 ruie
requirements with respect to the supervision,

fon, and mar of
medications in assisted living facilities,
procedures and techniques 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 |

AQ80

AD84
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taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear {o be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

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

an ability to:
1. Read and understand a prescrlptlon label;
2. Provide with n in

accordance with Section 429.256, F.$., and Rule
58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and ., N and nasal
dosage forms;

b. Measure liquid medications, break scored
{ablets, 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 heafth 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

9. 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
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
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continuing education training on providing

i with self-admini medications
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training 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 the
assisted fiving facility failed to ensure that 2 out of
2 (#4 and #5) sampled staff members have
medication training completed by a licensed
registered nurse or a licensed pharmacist. The
facility failed to ensure that 1 out of 2 (#5)

pled staff bers have ion of
an initial 4 hour training and 2 hour training
annually.

Findings include:

Record review found that staff #4 had 4 hours
medication training but the facility did not have
documentation that the medication training was
conducted by a licensed registered nurse or
licensed pharmacist.

Record review found that staff #5 (medication
technician) last medication training was
completed on + by a licensed practical
nurse. The facility did not have staff #5 initial 4
hour medication training or staff #5's annual 2
hour medication training completed by a licensed
registered nurse or licensed pharmacist.

Interview with the administrator on at
2:14 p.m. revealed that staff #5 is a medication
technician (med tech). She stated that staff #5
did completed medication training but the training

A0B4
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were not provided during the interview. She
confirmed that staff #4 and #5's certificates did
not document that the training were completed by
licensed registered nurses.
Class il
A 091 58A-5.0191(12) FAC Training - Documentation & | A091
88=D| 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
personnel files. The documentation 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;
§. The frainee ' s name, dates of participation,
and location of the training program;

8. The training provider ' s name, dated signature
and credentials, and professional license number,
if applicable.

{b) Upon successful compietion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.

(¢) The facility must provide the Department of
Elder Affairs and the Agency for Health Care
Administration with training documentation and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor all facility in-service training,
which is intended to meet regulatory
requirements.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to have
documentation of compliance with staff training
for 5outof 5 (#1, #2, #3, #4, and #5) sampled
staff members.

Findings include:

Record review found that staff #1 and #5
completed

training but did not have the training hours
documented.

Record review found that staff members #2, #3,
#4, and #5 have certificates of completion for the
following training: reporting major incidents,
elopement procedures, emergency procedures
resident rights, * , neglect, and
behavior needs, domestic violence,
control (OSHA) Hippa, { ).
Record review found that the training certificates
did not document the training hours.
Interview with the administrator on at
2:14 p.m. confirmed that staff members #2, #3,
#4, and #5 in-services training did not document
that hours of the training. She stated that the

+ fraining was completed and she would
have the hours documented on the certificate or
in-service sign in sheets.
Class il

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A182
$8=D Environ/Other

{3) OTHER REQUIREMENTS.

{a) All faciiities must:

1. Provide a safe living environment pursuant to
Section 429.28(1)(a), F.S.; and

AHCA Form 3020-0001
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2. Must be maintained free of hazards; and
3. Must 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
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
iess than 36 inches wide and 72 inches long, with
the top surface of the mattress 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.
{c) 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

This Statute or Rule is not met as evidenced by:
Based on observations and interview facility failed
to ensure a clean and safe environment for

FORM APPROVED
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA (X3) DATE SURVEY
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Findings Include:

Observations during the tour of the facility on
from approximately 8:05 AM to

approximately 10:10 AM found distinct odors

upon entrance into the following resident

8103, B306, and B501.

There was also a strong : smell coming from
the B103. There was tile peeling in
the B108. There were stains on the
carpeting and verticals missing from the blinds in
the 215. There was and over
the counter Centrum located in the living
B312. There was nuprocin cream found on the
dresser in the fiving B504

Additionatl observations found an abundance of
ants on the kitchen counter and the kitchen sink
in the following resident :

€403 and C503.

In an interview with the administrator on

at approximately 2:10 PM, she
acknowledged the findings and stated the tile was
painted over and could appear o be pealing She
stated that resident residing in
urinates anywhere and the facility has to clean
the carpet every other day in B215. She also
acknowledged that other carpets in other
mentioned and others within the facility may need
to be cleaned or replaced and could be the cause
of the distinct odor,

Class lit

FORM APPROVED
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X4y 1D
PREFIX
TAG

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

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION H (X5}

D 0
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG DATE

DEFICIENCY)

Al61

A 161
$8=D

Continued From page 14
58A-5.024(2) FAC Records - Staff

{2) STAFF RECORDS.
{(a) Personnel records for each staff member shall
contain, at a minimum, a copy of the original
employment application with references furnished
and verification of freedom from communicable
+including . In addition,
records shall contain the following, as applicable:
1. Documentation of compliance with all 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 all staff subject to
screening requirements as required under Rule
58A-5.019, FAC,
4. A copy of the job description given to each staff
member pursuant to Rule 58A-5.018, FAC., for
faciliies with a licensed capacity of seventeen

i {17) or more residents; and

5. Documentation of facility direct care staff and
administrator participation in resident elopement
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
entity contracting to provide direct or indirect
services 1o 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 §8A-5.019,
FAC.

{c) The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule 58A-5.019, F. A.C., for the last
months.

A 181
A161
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PREFIX
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DE|
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PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
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FICIENCY)

AT

A 161

A162
$8=D

Continued From page 15

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed to ensure that 3 out of 5 (staff
#3, staff #4, and staff #5) staff members have
references documented.

Findings include:

Record review found staff members #3 (hired
), #4 (hired ), and #5 (hired
) did not have references documented.

interview with the administrator on at
2:14 p.m. confirmed that staff members #3, #4,
and #5 did not have references documented.

- Class it

58A-5.024(3) FAC Records - Resident

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

1. 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, responsible party, or other person the
resident would like to have notified in case of an
emergency, and relationship to resident; and

9. Name, address, and phone number of health
care provider, and case manager if applicable.

NOOH LN

At61

A162
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(b} A copy of the medical examination described
in Rule 58A-5.0181, FA.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 assessrient. Residents
receiving assistance with the activities of daily
living shall have their weight recorded
semi-annually.

(g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., if

. such consent is not included in the resident ' s

contract.
(h) For facilities which manage a pill organizer,
assist with self-administration of medications or

i administer medications for a resident, the
| required medication records maintained pursuant
' to Rule 58A-5.0185, F.A.C,

(iy A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, FAC.

{j) 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

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 13 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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A162! Continued From page 16 A162
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CROSS-REFERENCED TO THE APPROPRIATE | [t
i

A162

Continued From page 17 A162

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
42927, F.S.
{1} A copy of Alternate Care Certification for
PR . ) Form,
CF-ES 1006, 1988, if the resident is an

_ i 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) Doc ion of the appoil tofa
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
a hospice patient as required under Rule
58A-5.0181, FAC.
(o) For apartments, duplexes, guadruplexes, or
single family homes that are designated for
independent living but which are licensed as
assisted living faciliies solely for the purpose of
delivering personal services to residents 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 examination described in Rule
58A-5.0181, FAC.;
4. The resident " s contract described in Rule
58A-5.025, FAC.; and
5. A health care provider ' s order for a
therapeutic diet if such diet is prescribed and the
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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 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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to documentation of
the appointment of health care surrogate,
guardian, or the existence of a power of attorney
for 1 out of 2 (#1) sampled residents.

Record review found that resident #1's hospice
and facility records were completed and signed
by a social worker proxy. Record review found
that the facility did not have any documentation of
the proxy for resident #1.

Interview with the administrator on tat
1:26 p.m. revealed that resident #1 had a socfal
worker proxy. She confirmed that the facility did
not have any documentation of the proxy at the

facility.
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AN277 58A-5.031(2) FAC LNS - Resident Care AN277
$8=D. Standards

{2) RESIDENT CARE STANDARDS.

(a) A resident receiving limited nursing services in
a facility holding only a standard and fimited
nursing license must meet the admission and
continued residency criteria specified in Rule
58A-5.0181, FAC.

(b) In accordance with Rule 58A-5.019, F.AC.,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
limited nursing services based on the number of
such residents and the type of nursing service to
be provided.

(c) Limited nursing services may only be provided
as authorized by a health care provider * s order,
a copy of which shall be maintained in the
resident " s file.

(d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who shall be available to provide such services
as needed by residents. The facility shall maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility ' s
personnel files.

(e) The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S,, and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by.
Based on record review and interview the
assisted living facility failed to employ or contract
a registered nurse prior to the survey.

Findings include:
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Record review found that the facility did not have
an employed or contracted registered nurse on
at11:22am
On : at 2:10 p.m. the administrator
confirmed that the facility did not have an
employee or contracted licensed registered
nurse. The administrator prov:ded a signed and
dated contract for
Class 1il
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RICK SCOTT L ELIZABETH DUDEK
GOVERNOR Better Hoalth Care for all Floridians SECRETARY

, 2012

Administrator

Grand Court Lakes Management, Lic
280 Sierra Drive

North Miami Beach, FL. 33179

Dear Administrator:

This letter reports the findings of a state licensure 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.

Staff from this office will conduct a review after 8/15/2012 to verify that the necessary corvections are in
place to correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activify. This form has been placed on the Agency's website at
hitp;//ahca.myflorida.com/Publications/Forms.shim 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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
Arlene Mayo-Davis
Field Office Manager
AMDrsy
Enclosure
XG0
Headguarters Miami Field Office

2727 Mahan Drive
Tallahassee, FL 32308
http/tahea myflorida.com

8333 N.W. §3rd Street, Suite 300
Miami, FL 33166
Phone (305) §93-3100; Fax (305) 593-3121




