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AQ00 Initial Comments A000

A Biennial Standard Survey was conducted on
, 2012. E & AParadise Home, inc. had
deficiencies found at the time of the visit.

A 057 58A-5.0185(8) FAC Medication - Over The ADS7
88=G| Gounter (OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
includes, but is not limited to, OTC medications,

", nutritional supplements and
nuiraceuﬂcals hereafter referred to as OTC
products, which can be sold without a
prescripfion.

(a) Astock supply of OTC products for multiple
resndent use is not permitted in any facility.
[(1]¢ , ing those by
a !lcensed health care provider, must be labeled
with the resident ' s name and the manufacturer’
s labe! with directions for use, or the licensed
health care provider ' s directions for use, No
other Jabeling requirements are necessary nor
sshould be required.
{c} i or their rep ives may
purchase OTC p from an I of
their choice.
{d) A facility cannot require a licensed health care
provider ' s order for all OTC products when a
resident self-administers his or her own
ions, or when staff provi

of

with self i

o Section 429.256, F.S, A licensed heaith care
provider ' s order i is required when a hoensed
nurse p with i
or administration of medications, whtch includes
OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and (c) of this subsection are
required.
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that over the counter (OTGC)
products is not used for multiple residents.

Findings include:

Observation on , 2012 revealed a bottle of
uniabeled bottle of and

anti- tablets inside of the faciities
medication closet.

Interview with the administrator on , 2012 at
12:25 PM confirmed the medication was not
labeled and stated they were for general use.

Class 1t

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) Al 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,
and i 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 fumishings, 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

AO057
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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 fo 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) Facifities must make available finens 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 observation and interview, the facility
failed to ensure that the appurtenances are
maintained in good working order.

Findings include:

Observation taken on , 2012 revealed the
facility * s window screens in the dining

kitchen were bent out of shape

interview with administrator on L2012 at
10:30 am confirmed the window screens were out
of shape stating he will fix them.

Class

A152
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATON
RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

, 2012

Administrator

E & A Paradise Home Inc
5925 Sw 117 Avenue
Miami, FL 33183

Dear Administrator: ’ N
-

This letter reports the findings of a state licensure survey that was conducted on , 2012 by
representative(s) of this office.

P

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.

Ste m this of will conduct a review 10 verify that the nec corrections are in
place to correct the deficiencies identified on your survey.
The Quality A Questi ire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency's website at

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

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

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

Sincerz, @ Z

Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
pLe]
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL. 32308 iami, FL 33166

http:/fahca myflorida.com Phone (306) 593-3100; Fax (305) 593-3121




