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A000 Initial Comments AQ00 ‘

Assisted Living Facility

A biennial state licensure survey with limited |
mental health (LMH) services was conducted on
in conjunction with two complaint

surveys, CCR# 2012004313 & CCR#
2012007302, see (Aspen Event 3MY011 ) |

The Flo-Ronke assisted living facility had
deficiencies found at the time of the visit. i |

A083 58A-5.0185(4) FAC Medication - Administration i A053

|

(4) MEDICATION ADMINISTRATION. |

{a) For facilities which provide medication |

administration a staff member, who is licensed to |

admrms!er medlcauons must be available to

! 18 in 1ce with a !

health care provider ' s order or prescription label. i
{b) Unusual reactions or a significant change in

the resident ' s health or behavior shall be |

documented in the resident ' s record and

reported immediately to the resident ' s health !

care provider. The contact with the health care |

provider shall also be documented in the resident |

| s record, |

| {c) Medication administration includes the i

|

|

|

|

conducting of any examination or testing such as
I giucose testing or other procedure

necessary for the proper administration of

. medication that the resident cannot conduct
himself and that can be performed by licensed I
staff.
(d) Afacility which performs clinical laboratory
tests for residents, including . __ | glucose
testing, must be in compliance with the federal
Clinical Labaratory Improvement Amendments of |
1988 (CLIA) and Part | of Chapter 483, F.S. A : i
valid copy of the State Clinical Laboratory chense
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A 053] Continued From page 1 A0S3

and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test |
themselves or if a third party assists residents in |
performing the test. The facility is not required to | i
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the
| residents  own equipment. Information about the
| State Ciinical Laboratory License and CLIA E
Certificate is available from the Clinical !
* Laboratory Licensure Unit, Agency for Health |
| Care Administration, 2727 Mahan Drive, Mail |
| Stop 32, Tallah , FL 32308; telephon
| (850)487-3109,

i
| This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
 facllity failed to ensure that a licensed nurse was
! i dmin dications for 1 (#1)

; of 4 residents.
Findings include:

Areview of the record for resident #1 on :
the resi health (1823)

| dated _ noted that the resident required
medications to be administered. The facility does '
i not employ licensed nurses. ‘
|

i During interview with the administrator (about 1
p.m.) she said that the physician probably
checked the wrang box on the health assessment i

i form and she didn't catch the error. i

; Class 1 |
] !
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A 076 Continued From page 2
AOT6 58A-5.0186 FAC S

! (1) POLICIES AND PROCEDURES.

. (8) 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 policies and procedures
shall not condition treatment or admission upor
whether or not the individual has executed or
waived a . The ALF must provide the
following to each resident, or resident’ s
representative, at the time of admission;

| 1. Acopy of Form SCHS-4-2006, " Health Care
Advance Directives - The Patient’ s Right to
Decide, " | 2006, or with a copy of some
other substantially similar document, which
incorporates information regarding advance
| directives included in Chapter 765, F.S. Form
SCHS 4-2006 is available from the Agency for
Health Care Adminisfration, 2727 Mahan Drive,
| Mail Stop 34, Tallahassee, FL 32308, or the

[ agency 's Web site at:
 http:/fahca.myflorida.com/MCHQ/Health_Facility_
Regulatlon/HC Advance_Directives/docs/adv_dir

| .pdf, and
| 2. Written information concemmg theALF ‘s
pom:les regarding ;

| 3. Information about how to obtam 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 ffa has been
executed, a copy of that document must be made |
| & 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 :

AoT6
aore |

!
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A076! Continued From page 3

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, F.S., If, as a condition of i
freatment or admission, it requires an individual .
, to execute or waive a _. |
HE) ' PROCEDURES. Pursuant to Section |
| 429.255, F.S., an ALF must honor a properly
| executed _ as follows: |
i {a}In the event a resident experiences |
cardiopulmonary trained in |
cardiopulmonary _a H
licensed health care provider present in the t
facility, may withhold cardiopulmonary i
| In the event a resident is receiving hospice !
| services and experiences cardiopulmonary
staff must immediately contact the
hospice. The hospice procedures shall take
precedence over those of the assisted living
! facility.
| (4) LIABILITY. Pursuant to Section 428,255, F.S.,
ALF providers shall not be subject to criminal
prosecution or civil fiability, nor be considered to
have engaged in negligent or unprofessional
, conduct, for following the procedures set forth in
| subsection (3) of this rule, which involves
| withholding or withdrawing cardiopuimonary
toaDo
rules adopted by the department, !

 This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the |
 facility failed to ensure that 2 (#3 & 6)of4 f
| resident records contained documentation of ;
whether the residents had been informed of their |
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A076 Continued From page 4

AQ76

|
rights concerning W0's.
Findings include:

L

|

|

I

|

A - review of the records for residents #3 i
admitted on .- and #6 admitted on

and discharged on _. .. __ revealed no 1

d i |

i

|

|

H

1

i

!

|

that these resi were
informed of their rights concerning 0's and
whether or not the residents had executed a

i The administrator acknowledged the
documentation was not on file.

Class 1

| Pattern

A 162 58A-5.024(3) FAC Records - Resident A162

| (3) RESIDENT RECORDS. Resident records

| shall be maintained on the premises and include:
] {a) Resident demographic data as follows:

| 1. Name;

;2

3. Race;

; 4. Date of birth;

. 5, Place of birth, if known;

| 6. 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 i

| emergency, and relationship to resident; and H

; 9. Name, address, and phone number of health |
care provider, and case manager if applicable. | H
(b} A copy of the medical examination described |
in Rule 58A-5.0181, FAC. |
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| medications, nursing services, therapeutic diets,
or other services fo be

provided. supervised, or implemented by the

| facility that require a health care provider ' s |
| order. i
(d) Asigned statement from a resident refusing a
| therapeutic diet pursuant to Rule 58A-5.020,
[ FAC.

\
(c) Any health care provider ' s orders for ‘|
|

i
! () The resident record described in paragraph I
| 58A-5.0182(1)(e), F.A.C. i |
| {f) A weight record which is initiated on ! |
| admission. Information may be taken from the |
resndent s health assessment. Residents |
with the activities of daily
hvmg shall have their weight recorded |
| semi- -annuaily.
(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
1 such consent is not included in the resident’ s

| contract.
‘assmwlth Hf-ad of or

i
|
|
|
i {h) For facilities whlch manage apiil orgamzer ‘l
|

| administer medications for a ressdent the
| required medication records maintained pursuant i
to Rule 58A-5.0185, FA.C. |
| {i) A copy of the resident’ s contract with the |
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F A.C. I
(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 428.27, F.8. i
(k) For any facility which maintains a separate i |
trust fund to receive funds or other property i |
! belonging to or due a resident, a copy of the |
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STATE FORM bl GMFV11 it continuation sheet & of 11




PRINTED: 08/07/2012

N FORM APPROVED
Agency for Heaith Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: by ONS o COMPLETED
A BUILDING
B.WING
AL11964826 ~ N
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1513 EAST ELLICOTT STREET
FLO-RONKE, INC. TAMPA, FL 33610
x40 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
A 162, Continued From page 6 A162

T
|
quarterly written statement of funds or other |
property disbursed as required under Section :

42927, F.8.
{1) Acopy of Alternate Care Certification for

| Form,
CF-ES 1006, -1 1988, if the resident is an

_ recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services. i
{m} Documentation of the appointment of a i
health care guardian, or the exi:
of a power of attomey where appllcable
(n) For hospice patients, the interdisciplinary care i
plan and other documentation that the resident is | |
a hospice patient as required under Rule i
58A-5.0181, FAC.
(0) For apart ‘
| single family homes that are desngnated for }
independent living but which are licensed as |
assisted living facilities solely for the purpose of |

|
i
|
|
i
|
|
|

il qQ Lor

delivering personal services to residents in their
homes, when and if such services are needed,
| record keeping on residents who may receive l
meals but who do not receive any personal, l
 imited 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
| 68A-5.0181, FAC,; |
4, The resident ' s contract described in Rule |
| 58A-6.025, FAC, and :
{
|

; 5. Ahealth care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.
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(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-6.031, F.A.C., respectively.

Thts Statute or Rule is not met as evidenced by: |
| Based on record review and staff interview the l
 facility did not ensure that a copy of Alternate
 Care Cerﬁﬁcation for

Form, CF-ES 1006 for :
[ (#1)of 4 resudents reviewed. |

! Findings include: ‘

TA . review of the record for resident #1
revealed although the contract indicated the ‘

| | resident was receiving . . i benefits there was |
not a copy of the resident Alternate Care |
Certification for :
Form in the residents record. |

Dunng interview at about 1 p.m. on 'the !
| administrator acknowledged the form was not on |
fite. |
Class lil |
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A 167 58A-5.025(1) FAC Resident Contracts A167 |

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 contains the following provisions:

- (a) Alist of the specific services, supplies and

| accommadations to be provided by the facility to i
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 included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be attached to
the contract.
{d) A provision giving at least 30 days written
notice prior to any rate increase.

| () Any rights, duties, or 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.

| (g) A refund policy which shall conform to Section i
429.24(3), F.S. !
{h} Awritten bed hold policy and provisions for

inating a bed hold agreement 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

i facility uniess the resident ' s medical condition,
such as the resident ' s being comatose, prevents

the resident from giving written notification and

|
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!
!
the resident does not have a responsible party to ]
act in the resident ’ s behalf, !
() A provision stating whether the organization is i
affiliated with any religious organization, and, if |
$0, which organization and its relationship to the ]
facility. |
() A provision that, upon determination 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
i fransfer 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
I if there is disag regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.
(k) A provision that residents must be assessed
upon admission pursuant to subsection
| 58A-5.0181(2), F.A.C., and every 3 years
 thereafter, or after a significant change, pursuant
| to subsection (4) of that rule.
(1) The facility ' s policies and procedures for
| seif-administration, assistance with
e inistration and Aiivls

of
ion i p to Rule

| 58A-5.0185, F.A.C. This also includes provisions |

regarding over-the-counter (OTC) products |

pursuant to subsection (8) of that rule. |

{m) The facility ' s policies and procedures related |

{0 a properly executed

This Statute or Rule is not met as evidenced by:

i
|
I
|
Based upon record review and staff interview the i

Ate7

|
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1 facility did not ensure that the residency

; agreement and accompanying addendum

, conformed to regulatory requirements for 3 {#1,
3&5)of 4 residents records reviewed,

Findings include: |

A . review of the records for residents # 1,
3&5 led that the resi Iel
refund policy stated that a refund may not be due
' aresident if evicted due to unacceptable
1 behavior such as drunkenness, unprovoked
. disturbing the peace.

Class lif

: Widespread

A 167~ Continued From page 10 A167
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT B ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
.2012
Administrator

Flo-Ronke, Inc.
1513 East Ellicott Street
Tampa, FL 33610

Dear Administrator:
Re: CCR# 2012007309 & CCR# 2012004313

This letter reports the findings of two complaint surveys and a biennial state licensure survey that were
conducted on . 2012, by a representative of this office.

Eied

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id
on the day of the visit. Section 408.81 1(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unjess 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
oD 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

http://ahca.myflorida.com/Publications/Forms.shtm] as a first step in providing a web-based int ive

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
fessional and i lication 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.

erely,

Y

Patricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office

525 Minor Lake Drive North, Suite 410 A
St Petersburg, FL 33701

Phone (727) 552-2000: Fax (727) 552.1161

Headquarters

2727 Mahan Drive
Taliahassee, FL 32308
hitp/fahca myflorida.com




