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A000| Initial Comments AQ00

AC int (2012005922) | igation Survey
was completed at Sun Village with Limited
Nursing Services (LNS) and Limited Mental
Health (LMH) on

Allegation summary: Facility failure to honor
residents rights (facility alleged to steal
medication).

There were deficiencies identified at the time of
survey.

A010| 58A-5.0181(4) FAC Admissions - Continued AQ10
$8=D| Residency

(4) CONTINUED RESIDENCY. Except as foliows
in paragraphs (@) through (e) of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for

ission. As part of the d resi
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 signi change,

whichever comes first. A significant 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
completed in accordance with that paragraph.
After the effective date of this rule, providers shall
have up to 12 months to comply with this
requirement.
(a) The resident may be bedridden forupto 7
consecutive days.
{b) A resident 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
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A010| Continued From page 1 A010

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
discharged from the facility.
{©A il resident who no fonger 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 {o, 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. Continued resi is agreeable to the
resident and the facility,
3. An interdisciplinary care plan is developed and
implemented by a ficensed 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.D ion of the requi of this
paragraph is maintained in the resident ' s file.
{d) The administrator is responsible for
itoring the i i

of

placement of a resident in the facility.

(&) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

(5) DISCHARGE. I the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged in accordance with Section
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Continued From page 2
429.28(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to
ensure that 1 out of 6 (#4) sampled residents
have a completed health assessment aﬁer a
i change in di is and ities of

daliy living (ADLs). The facility failed to discharge
1 out of & (#5) sampled residents who had a

and no longer met

residency criferia.
Findings include:

Observations during the facility tour on

at 8:35 a.m. found resident #4 in his bed laying on
hissideina position waiting to be bathe.
Observations found that resident #4 had bandage
on his left side bellow his

Record review found that resident #4 was
admitted to hospice in . Record review
found that the facility's most current health
assessment for resident #4 was dated .

#4's health d that
he was diagnosed with
{0 i {OA), and

{ » Restdent #4's

activities of daily living (ADLs) were independent
for ambulation and transferring, supervision for

AD10

eating, , and toilet, and assistance with
bathing and dressing.
Hospice records on revealed that
resident #4 had : { ) bed
bound, multiple heahng . and
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Continued From page 3

The assistant manager was asked to provide the
most current health assessment which was dated
. The assistant manager confirmed on
at 10:55 a.m. that the facility's most
current health assessment for resident #4 was
dated - despite the changes in his health
condition.
Observations during the tour on at9:356
a.m. found resident #5 was laying on his bed
unable to move.
Record review found that resident #5 was
admitted to the facility on . Facility
notes on : revealed that resident #5 was
at the hospital on fora . Record
review found that the facility did not have any
documentation on when resident #5 was
discharged from the hospital. Record review
found that the faciiity did not have any other
documentation regarding resident #5 or his
condition.

Interview with the assistant manger on

at 10:55 a.m. revealed that when resident #5 was
admitted fo the facility he was walking and after
the last hospital visit he was unable to walk. He
stated that resident #5 will be going into hospice
but he has not been admitted.

Phone interview with the home health licensed
practical nurse on at4:22 p.m.
regarding resident #5's | care revealed that
he came from hospital with sacrum  _ .and
right lateral leg 3.0 x 2.8 .
He received debridement in the hospital

She started of care two weeks when he came
back from the hospital. He has only two

R but had a third one on right middie ankle
which has healed.

A010
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Continued From page 4

Home health records received on

revealed that resident#5 hada  _ | :
on sacrum measuring 40 cm X4.0cm X .2

cmand .. . “on right lateral

foot measuring 2.5 cm X 2.2 cm X .05 cm.

Class it

58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facility shali provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facilities shall offer personai
supervision, as appropriate for each resident,
including the following:

(a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.C.
(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the
individual.

{¢) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s health care
provider and other appropriate party such as the
resident’ s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident’ s family, guardian, heaith care
surrogate, or case manager if the resident is
discharged or moves out.

(e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication

A010

AQ25

AHCA Form 3020-0001
STATE FORM

haid 3Xven

It continuation sheet 5of 21



PRINTED: 07/25/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (XT) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AL11910415

{X2) MULTIPLE CONSTRUCTION
A BUILDING
B WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SUN VILLAGE

STREET ADDRESS, CITY, STATE, ZiP CODE

WEST 31 STREET

HIALEAH, FL 33012

(X4} 1D
PREFIX
TAG

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

0 PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

AD25

Continued From page §

administration, or other changes which resulted in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to have
a written record, updated as needed, of any
significant changes for 2 out of 6 (#4 and #5)
sampled residents.

Findings include:

QObservations on < at 9:35 a.m. found
resident #4 in his bed laying on his side in a
position waiting to be bathe. Observations found
that resident #4 had a bandage on his left side
beflow his

Record review found that resndent #4 was
admitted to hospice in Hospice records on
revealed that resndent #4 had
. (), was bed bound, had
muitiple healing , and was
. Record review found that the facility did
not have any written notes regarding resident #4's
diagnosis, | , and health
condition.
The assistant manager confirmed on
10:55 a.m. that the facility's most current heatth
assessment for resident #4 was dated
despite the changes in his health condition. He
also confirmed that the facility did not have written
notes regarding resident #4's wounds.
Observations during the tour on ‘at9:35
a.m. found resident #5 was laying on his bed
unable to move.

Record review found that resident #5 was
admitted to the facility on . Facility

A025
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notes on revealed that resident #5 was
at the hospital on fora . Record
review found that the facility did not have any
documentation on when resident #5 was
discharged from the hospital. Medication
observation review found that resident #5 was
receiving spray to right hee! dated

.. Record review found that the facility
did not have any other documentation regarding
resident #5's or his condition.

Interview with the assistant manger on

at 10:55 a.m. revealed that when resident #5 was
admitted to the facility he was walking and after
the last hospital visit he was unable to walk. He
stated that resident #5 will be going into hospice
but he has not been admitted.

Phone interview with the home health licensed
practical nurse on at4:22 p.m.
regarding resident #5's care revealed that
he came from hospital with sacrum  _ and
right lateral leg 3.0 x 2.8 .
He received debridement in the hospital
She started of care two weeks when he came
back from the hospital. He has only two

but had a third one on right middle ankle
which has healed.

Home heaith records received on
revealed that resident #5 had a

on sacrum measuring 4.0 cm X 4.0cm X .2
cm and on right lateral
foot measurmg 2 SemX22cmX.05¢m.
Class 1l

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

(6) RESIDENT RIGHTS AND FACILITY

AQ25

A030
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Continued From page 7

PROCEDURES.
(a) A copy of the Resident Bill of R;ghts 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
admission package provided pursuant to Rule
58A-5.0181, FAC.
(b) In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
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
accessible 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 Hotline 1(888)419-3456.
(d) The statewide toll-free telephone number of
the Florida. ... - Hotline " 1(800)96- or
1(800)962-2873 " shall be posted i in full viewina
area toall
(e) The faciiity shall have a written statement of
its house rules and pmoedures which shal! be
luded in the
pursuant to Rule 58A-5.0181, F. AC The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s
and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other

AQ30
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and

schedules, and requirements.
(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 requirement that residents be

ponsible for cleaning their own ping areas
or apartments. If a 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 facility shall provide residents with
& ient access to a to facilitate the
resident’ s right to unrestricted and private
communication, pursuant to Section 428.28(1)(d),
F.S. The facility shall not prohibit unidentified
telephone calls to residents. For facilities with a
licensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.
(h) Pursuant to Section 429.41, F.S., the use of
physical shall be limited to half-bed
ralis, 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
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

d by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
(a) Live in a safe and decent fiving environment,

A030

AHCA Form 3020-0001
STATE FORM

0w

3Xven

If continuation sheet 9 of 2t




PRINTED: 07/25/2012

FORMAPPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
A BUILDING
B.WING
AL11810415
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WEST 31 STREET
SUN VILLAGE HIALEAH, FL 33012
*410 | 'SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
AG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED 10 THE APPROPRIATE DATE
DEFICIENCY)

A030| Continued From page 9

free from and neglect.
(b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
(c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such woulid be unsafe,
impractical, or an infringement upon the rights of
other residents.
@y 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 9a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
(e) Freedom to participate in and benefit from
ity services and activities and to achieve
the highest possible leve! of independence,
andi ion within the
(f) Manage his or her financia! affairs unless the
resident or, if applicable, the resident ‘s
DI i ignee, surrogate, g ian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
{g) Share a his or her spouse if both
are residents of the facility.
bie opp ity for regular
several times a week and fo be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
i) ise civil and religious liberties, i
the right to independent personal decisions. No
igious beliefs or practi nor any d
at religious services, shall be imposed upon any

A030
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resident.
(j) Access to adequate and appropriate health
care i with i and ized

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 certified by a
physician to require an emergency relocation to a
facility providing a 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

or

i Rea; r shall be set
forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.

{1 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 reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents * exercise of this right. This right
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 observations, record review, and
interview the assisted living facility failed to
ensure that 1 out of 6 (#5) sampled residents
have a signed consent to have half (1/2) bed
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Continued From page 11
rails.

Findings include:

Facility tour on at 9:35 a.m. found
resident #5 laying in his bed unable to move with
172 bed rails up.

Record review found that the facility provided a
1/2 bed rail order dated from resident
#5's previous facility. Record review found that
resident #5's consent to the use of 1/2 bed rails
was not signed by the resident or his
representative.

Interview with the assistant manager on
at 10:55 a.m. confirmed that resident #5 had
forms which were not signed.

Class il

AD55 58A-5.0185(8) FAC Medication - Storage and

Disposal

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

p of resi and to Is]
residents to 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
medications for residents shall be centrally stored

if:
1. The facility ini the medication;

A030
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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;

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

8. 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 receptacle, ,orareaatall
times;

2. Located in an a

rea free of dampness and

ture, except thata icati
quiring refrige shall be refrig

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

pill-o i isting with self ini

or administering medication. Such staff must

have ready access to keys to the medication

storage areas at all imes; 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

A58
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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 ail
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 b d and
may disposed of in with p

(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
drugs to the dispensing p

pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to allow the resident
1o keep their medications and failed to document
the 1 out of 6 (#3) sampled residents who
medication which thrown away.

Findings include:

AFCA Form 3020-0001
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Phone interview with the owner on at
g20am. by the assi

revealed the following. She went outside and
resident #3 told her she stole $100. She stated
never | touch your money, it was in your pocket.
Resident #3's general doctor left a few minutes
before and the doctor told the owner to take
medication the resident . The medication
was for . . She stated she wili give
then back to him and he started hitting her.
Medication 10 mg was thrown out
because it was an old medication from the
resident's

The assistant manager provided a copy of the
facility's medication storage policy on at
11:10 am. He revealed that resident #3 did not
have the policy because he refused to sign the
admission documents.

Record review found that on a worker
wrote "l received the police resident #3 he hit the
owner and called the police”. Record review
found that resident #3 notes which were provided
on revealed that on N

resident was aggressive and | the owner "

. We called the police and he was transferred to
a hospital. The patient never came back. "

The facility did not have any written
documentation regarding resident #3's
medications being thrown away.

Class Il

58A-5.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:

"

A 055
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(a) Resident demographic data as follows:
1. Name,
3. Race,
4. Date of birth;
5. Place of birth, if known;
8. Social 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 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.
(b) Acopy of the medical examination described
in Rule 58A-5.0181, 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,
FAC.
(e) The resident record described in paragraph
58A-5.0182(1)(e), FA.C.
{f) Aweight record which Is initiated on
admission. Information may be taken from the
resident’ s health assessment. Residents

ivi i ith 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 seif-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.

A162
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(h) For facilities which manage a pill organizer,
assist with inistration of ications or
administer medications for a resident, the
required ication records maintained p

1o Rule 58A-5.0185, FAC.

(i) Acopy of the resident ' s contract with the
facility, including any addendums fo 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
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

42027, F.8.

(I A copy of Alterate Care Certification for
e . j) 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
1o obtain the required documentation from the
Department of Chiidren and Family Services.

{m) D tion of the appoil ofa
heaith care guardian, or the exi

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 ap its, dupl qf pl or
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering p | services to resi in their
AFICA Form 3020-0001
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homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
timited 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, FA.C.; and

8§, A health care provider ' s order fora
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 uniess 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-5.028,
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 ensure that 2 out of
6 (#2 and #3) sampled residents had a signed

i consent for unli staff b
assist with medications.

o
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Findings include:

Record review found that the facility provided
informed for unli d staff b

to assist with medications on for
residents #2 and #3 which was not signed by both
residents.

Interview with the assistant manager on

on 10:45 a.m. revealed that residents #2 and #3
did not have records because they refused to
sign.

Class lll

58A-5.025(1) FAC Resident Contracts

Resident Contracts.
(1) Pursuant to Section 429.24, F.S,, prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which ins the ing provisions:
(@) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.
(b) The daily, weekly, or monthly rate.
(c) Alist of any additional services and charges to
be provided that are not inciuded in the daily,
weekly, or monthly rates, or a reference to a

ite fee dule which shall be dto

the contract.

(d) A provision giving at least 30 days written
notice prior to any rate increase.

(e) Any rights, duties,or '~ 7 of residents,
other than those specified in Section 429.28, F.S.
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

A162

A167
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(g) A refund policy which shall conform to Section
429.24(3), F.S.
(h) Awritten bed hold policy and provisions for
inating a bed hold ag) if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility uniess the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship to the
facility.
{j) A provision that, upon ination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. in the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
pl . If there is disag it ding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shali take
effect.
(k) A provision that resi must be
uporn ission p o i
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant

A167
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PRINI&L:

() The facility ' s policies and procedures for
self-administration, assistance with
if-administration and admini of

ions, if L toRule
58A-5.0185, F.A.C. This aisc includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures related
1o & properly executed .

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed fo have signed
contracts at the time of admission for 3 out of 6
(#2, #3, and #5) sampled residents.

Findings include:

Record review found that the facility provided
contracts for resident #2 and #3 on L
Record review found that both contracts dated

‘ were not signed by residents #2 and
#3. Record review found that resident #5 who
was admitted to the facility on : did not
have a signed contract,

Interview with the assistant manager on :
on 10:45 a.m. revealed that residents #2 and #3
did not have records because they refused to
sign. The assistant manager confirmed on

at 10:55 a.m. that resident #5 had forms
which were not signed.
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FLORDA AGENCY FOR HEALTH CARE ADMINGTRATC

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
, 2012
Administrator
Sun Village
... West3] Street Re: CCR#2012005922

Hialeah, FL 33012
Dear Administrator:

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.

St s this i a review. ify that the. corrections are in

lace to co iencies identified on B
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 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.

Sincerely,
Arlene Mayo-Davis Z
Field Office Manager

AMD:sy

Enclosure

XG90

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp:/fahca myfiorida.com

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (306) 593-3121




