PRINTED: 08/08/2012
FORM APPROVED

Agency for Health Care Administration

STATEMENT OF DEFICIENCIES X1y PROVI PPLERICLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION oL (X2) MULTIPLE CONSTRUGTION COMPLETED
ABULONG

BWING __
AL11967891 o

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

W 50 AVEN
BIRD'S EYE RESIDENCE, LLC AR s

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CORRECTION (X5}

PREFIX (EAGH 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)

]
A000! Initial Comments I Ac00

An Assisted Living Facility standard biennial
licensure survey was conducted on

Bird's Eye Residence, had licensure deficiencies
found at the time of the visit,

i

A008 58A-5.0181(2) FAC Admissions - Health A008
$8=D Assessment

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

(a) A medical examination completed within 60
calendar days prior to the individual * s admission
to a facility pursuant to Section 428.26(4), F.S.
The examination must address the following:

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

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;

3. Any nursing or _services required by the
individual;

4. Any special diet required by the individual;

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;

8. Whether the individual has signs or symptoms
of a communicable which is likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual * s needs can be met
in an assisted living facility; and

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed health care

i
!
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provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.

{b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Faciiities, . . 2010. The form is
hereby incorporated by reference. A faxed copy )
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at

www.fdhc state fl.us/MCHQ/Long_Term_Caref
<http/imwww fdhe state.fLusMCHQ/Long_Term_C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.

a. ftems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider,

¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
documentation, which at a minimum includes the |
elements in Section 3. This requirement does not
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apply for residents receiving:

a. Extended congregate care (ECC) services in
facilities holding an ECC license;

b. Services under community living support plans
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services; and

d. Medicaid waiver services.

{c) Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual * s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823,

(d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).

(2) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care

| Services (CARES) program may be substituted

for the medical examination requirements of

| Section 420.426, F.S., and this rule.
! {f} Any orders for medications, nursing,

therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. Alicensed health care
provider may attach a order for
residents who do not wish

to be administered in the case of
. or .
(g) A resident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or
415.1051, F.8., shall be exempt from the
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examination requirements of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 4 out of 4 sampled resident
Health Assessm  -AH _._Form 1823 were
completed to it's entirety, as required {(Resident
#1,2, 3and 4)

The findings are:

1). Review of Resident #1, 2, 3 and 4's health
assessments revealed Section 3 of the form,
Services Offered or Arranged by the Facility were
not completed,as required.

2). Record review revealed Resident #3 was
admitied to hospice services on

However, further record review revealed the
resident's heaith assessment was not updated
upon significant change reflecting her current
condition, as required. The file only contained
documentation of a health assessment dated

Class Ill

A 054
88=D

58A-5.0185(5) FAC Medication - Records

i A008

i

{ A054
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(5) MEDICATION RECORDS.

(a) For residents who use a pill organizer
managed under subsection (2}, the facility shali
keep either the original labeled medication
container; or a medication fisting with the
prescription number, the name and address of
the issuing pharmacy, the heaith care provider ' s
name, the resident ' s name, the date dispensed,
the name and strength of the drug, and the
directions for use.

(b) The facility shall maintain a daily medication
observation record (MOR) for each resident who
receives assistance with self-administration of
medications or medication administration. AMOR
must include the name of the resident and any
known _sthe resident may have; the name
of the resident ' s health care provider, the health
care provider ' s telephone number; the name,
strength, and directions for use of each

1 medication; and a chart for recording each time

the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors, The MOR must be
immediately updated each time the medication is
offered or administered.
{c) For medications which serve as chemical

, the facility shall, pursuant to Section
428.41,F.S
physician's
medication.

annual evaluation of the use of the

This Statute or Rule is not met as evidenced by:
Based on record review the facility failed to
mainiain an accurate and up-to-date MR
(Medication Record} for 4 out of 4 sampled
residents (Resident #1, 2, 3 and 4).

The findings are:

, maintain & record of the prescribing |

A054
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1). During an interview with Employee #2 on

at approximately 10:30 AM revealed
Employee #3 provided assistance with
self-administered medications for the residents
the morning of the inspection.
Upon review of the current MR's for Resident #1,
#3 and #4 dated , it was revealed the
MR's were inaccurate and not up-to-date. There
MR'’s lacked documentation of the initials on
behalf of Employee #3 indicating that she
assisted the residents with their medications,
During a later review of the MR's at approximately
1:00 PM, it was noted that Employee #2 went
back to the MR's and signed her initials for all of
; the morning medications for all three residents,
even though she did not assist with the mormning
self-administered medications,

2). During the medication review with Employee

facility did not have a MR for Resident #4, as
required.

Class 1

SA081 58A-5.0191(2) FAC Training - Staff In-Service
S=D
{2) STAFF IN-SERVICE TRAINING. Facifity
adminisirators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F A.C., must receive a
minimurm of 1 hour in-service training in ______
control, including universal precautions, and
facility sanitation procedures before providing
! personal care to residents. Documentation of
compliance with the staff fraining requirements of

#2 at approximately 1:00 PM, it was revealed the |

A054

|
l
|
|
|
|
:
}
|

|

A081
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28 CFR 1910.1030, relating to iborne
, may be used to meet this

requirement,

{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service ;
training within 30 days of employment that covers !
the following subjects:

1. Reporting major incidents.

2. Reporting adverse incidents.

3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

{c) Staff who provide direct care fo residents, who
have not taken the core training program, shall

: receive a minimum of 1 hour in-service training

! within 30 days of employment that covers the
following subjects:

1. Resident rights in an assisted fiving facility.

2. Recognizing and reporting resident ,
neglect, and

(d} Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

! living.

| () Staff who prepare or serve food, who have not
| taken the assisted lfiving facility core training must
receive a minimum of 1-hour-in-service iraining
within 30 days of employment in safe food
handling practices.

{f) All facility staff shall receive in-service training
regarding the facility ' s resident elopement
response policies and procedures within thirty
{(30) days of employment,

1. All facility staff shall be provided with a copy of
. the facility ' s resident elopement response
AFCAForm 3020-0001
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policies and procedures.
. 2. All facility staff shall demonstrate an
| understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 2 out of 3 sampled employee files
contained documentation of completion of all
required in-service training,

The findings are:

1). interview with the Administratoron . ... ..
at approximately 2:30 PM revealed Employee
#2's date of hire was . Further
interview revealed she provides direct care for the
residents. Review of Employee #2's personne!
record revealed the file lacked documentation of
completion of the following in-services within 30
days of hire, as required:

1. Reporting major incidents.

2. Reporting adverse incidents.

3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

4. Resident rights in an assisted living facility.
5. Recognizing and reporting resident
neglect, and

6. Resident elopement response policies and
procedures.

2). Interview with the Administrator on
- ... _._.._ at approximately 2:30 PM revealed
Employee #3's date of hire was Further

|
!

A081
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interview revealed she provides direct care for the
residents. Review of Employee #3's personne!
record revealed the file lacked documentation of
completion of the following in-services within 30
days of hire, as required:

1. Reporting major incidents.

2. Reporting adverse incidents,

3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

4. Resident rights in an assisted living facility.
5. Recognizing and reporting resident
neglect, and

| Class Il

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

{4) FIRST AID AND
i . A staff member who

i haisic&n})leted Eourses inFirstAidand _. . and

hoids a currently valid card documenting
completion of such courses must be in the facility
at ali times.
{(a) Documentation of attendance at First Aid or
.. . .course offered by an accredited coflege,
university or vocational school; a licensed
hospital; the American Red Cross, American
Association, or National Safety Council; or
a provider approved by the Depariment of Health,
shall satisfy this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part lil of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and

A081

AD08B3
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This Statute or Rule is not met as evidenced by:
Based on record review and interview revealed
the facility failed to ensure a staff member who
has completed courses in First Aid and _

holds a currently valid card documenting
completion of such courses, is in the facility at all
times.

The findings include:

Upon interview with the Administrator on

. : at approximately 2:00 PM and review
of the staffing schedule revealed Employee #3 Is
alone and left solely in-charge of the residents
from Tuesday to Sunday from 7 PM to 7 AM.
However, review of Employee #3's personnel file
revealed the record lacked documentation of
current validation of completion of a and
First Aid course, as required.

Class

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

(11)

TRAINING.

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

(b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility ' s policy and procedures
regarding _ _ i within 30 days after

| employment.

A083

AQ90
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{c) Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review the facility failled to
provide documentation employees received at
least one hour of training in the facility's policies
and procedures regarding for 2 out of 3
sampled employee records {Employee #2 and
#3),

The findings are:

Interview with the Administrator on at
approximately 2:30 PM revealed Employee #2
and #3 have both been employed with the facility
over 30 days. Review of the personnel records for
Employee #2 and #3 revealed the files lacked
documentation indicating the employees received
at least one hour of training in the facility *s
policies and procedures regarding ,as
required, within 30 days of employment, as
required,

, Class 1t

58A-5.024(1) FAC Records - Facility

Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

(1) FACILITY RECORDS. Facility records shall

! include:

| (@) The facility * s license which shall be displayed |

A 090

A 160

|
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in a conspicuous and public place within the
facility.

(b} An up-to-date admission and discharge log
listing the names of all residents and each
resident ' s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is the date of

Readmission of a resident to the facility after

| discharge requires a new entry. Discharge of a

resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,
FAC,

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph

(d} An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if knowr;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps {aken to prevent
recurrence. These reporis shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
inferns.

{e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as

; described under Rule 58A-5.026, F.A.C., which

|

|
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shall be located where immediate access by
facility staff is assured.
(f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, F.AC.;
(g) The facility ' s liability insurance policy
required under Rule 58A-5.021, FAC,,
{h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 68A-5.021, FA.C.
{i} The admission package presented to new or
prospective residents (less the resident ' s
contract) described in Rule 58A-5.0182, FAC.
{j) If the facility advertises that it provides special
care for persons with : or
related , & copy of all such facility
advertisements as required by Section 429.177,
FS.
(k) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.
(1} All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for i
catered food services, a copy of the contract for
catered services and the caterer 's license or
certificate to operate. |
(m) All fire safety inspection reports issued by the |
local authority or the State Fire Marshal pursuant ;
1o Section 429.41, F.S., and Rule Chapter |
B9A-40, F.A.C., issued within the last two (2)
years.
(n) All sanitation inspection reports issued by the
county health department pursuant to Section |
!
i

381.031, F.S., and Chapter 64E-12, FAC,,
issued within the last 2 years.

(o0} Pursuant to Section 429.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions

A 160
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and moratoriums issued by the agency within the |
last 5 years. !
{p) Additional facility records requirements for
facilities holding a fimited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, FA.C,, respectively.
{q) The facility ' s resident elopement response |
policies and procedures. !
{r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the facility
records were accurate and up-to-date,
specifically: 1) the admission and discharge log
was inaccurate and not up-to-date and 2)
elopement drills were not up-to-date.

The findings are:

1). Upon tour of the facility and interview with the
staff member left in-charge on at
approximately 9:30 AM revealed the facility
census totaled four residents. However, review of
the admission and discharge log revealed the log
reflected five residents. During a Iater interview
with the Administrator on

approximately 2:00 PM revealed the Iog was
inaccurate and no up-to-date.

2). Review of the facility records revealed the files
tacked documentation at least 2 elopement drills
were conducted within the last 365 days, as
required. The only documentation available for
review was an elopement drill dated
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A161 58A-5.024(2) FAC Records - Staff A161 i
$8=D i
(2) STAFF RECORDS.

{a) Personnel records for each staff member shall
contain, at a minimum, a copy of the original i
employment application with references furnished
and verification of freedom from communicable
sincluding . In addition,
records shall contain the following, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, F A.C.;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
ceriification;
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-5.019, F.A.C., for
facilities with a licensed capacity of seventeen
{17) or more residents; and
5. Documentation of facility direct care staff and
administrator participation in resident elopement
drifls 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 56A-5.018,
FAC

(é) 'fhé 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 6 1
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STATE FORM #2059

441D11

If continuation sheet 15 of 22




Agency for Health Care Administration

PRINTED: 08/08/2012
FORM APPROVED

STATEMENT
AND PLAN O

OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
F CORRECTION IDENTIFICATION NUMBER:

AL11967891

(X2) MULTIPLE CONSTRUCTION
A BULDING
BWING

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER STREET ADL

BIRD'S EYE RESIDENCE, LLC

DRESS, CITY, STATE, 2iP CODE

840 SW 50 AVENUE
MARGATE, FL 33068

(X4) 1D
PREFIX |
G

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

DEFICIENCY)

i3] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG CROSS-REFERENCED TO THE APPROPRIATE | DATE

A181

A162
$8=D

Continued From page 15
months.

This Statute or Rule is not met as evidenced by:
Based on record review, the facility failed to
ensure 1 out of 3 sampled employee files
contained documentation of all required
components (Employee #3).

The findings are:

Interview with the Administratoron ... ... . at
approximately 2:30 PM revealed Employee #3's
date of hire was Review of Employee
#3's personnel record revealed the file lacked
documentation of an employment application with
references, as required.

Class Il

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;

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
emergency, and relationship to resident; and

| 9. Name, address, and phone number of health

A161

A162
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+ (i) A copy of the resident ' s contract with the

Continued From page 16

care provider, and case manager if applicable.
{b) A copy of the medical examination described
in Rule 68A-5.0181, FA.C.
{c) Any health care provider ' s orders for
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.
{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), F.A.C.
{f) A weight record which is initiated on
admission. Information may be taken from the
resident’ s health assessment. 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
administer medications for a resident, the
required medication records maintained pursuant
to Rule 58A-5.0185, F.A.C.

facility, including any addendums to the confract, |
as described in Rule 58A-5.025, F.A.C.

{j) For a facifity 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. !

A162
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{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
429.27,F.S.
() A copy of Alternate Care Certification for
' s Form,
CF-ES 1006, 1998, if the resident is an
- recipient. The absence of this form shall not
be considered a deficiency if the facifity can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
(m) Documentation of the appointment of a
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, FA.C.
(0) For apartments, duplexes, quadruplexes, or |
single family homes that are designated for !
independent living but which are licensed as |
assisted living facilities solely for the purpose of i
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, i
limited nursing, or extended congregate care }
|
1
|
|
|
|
|
|

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, F.AC.. and

5, A health care provider ' s order for a

A162

AHCA Form 3020-0001

STATE FORM

e 441011

i sontinuation sheet 18 of 22



Agency for Health Care Administration

AND PLAN

PRINTED: 08/08/2012
FORM APPROVED

STATEMENT OF DEFICENCIES {X1} PROVIDER/SUPPLIER/CLIA

QOF CORRECTION IDENTIFICATION NUMBER:

AL11967891

{X2} MULTIPLE CONSTRUCTION

A, BUILDING

BWING_____ ... e

(X3} DATE SURVEY

COMPLETED

NAME OF PROVIDER OR SUPPLIER

BIRD'S EYE RESIDENCE, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

840 SW 50 AVENUE
MARGATE, FL 33068

PREFIX
TAG

XD |

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY CR [ SC IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

05)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED 7O THE APPROPRIATE BATE

A 162

Continued From page 18

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 & 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.

{g) 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 facility
failed to ensure 1 out of 4 resident records
contained all of the required components
{Resident #1).

The findings are:

The following discrepancies were identified with
Resident #1's record:

1). During an interview with the Administrator on

at approximately 2:00 PM revealed
the resident has a Power of Attorney. However,
there was no documentation of the legat
paperwork designating the resident's Power of
Attorney, as required.

2). Record review and interview with the
Administrator on " at approximately
; 2:00 PM revealed Resident #1 is a recipient of

A 162
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hospice and home health services

injections). However, record review revealed her
file lacked documentation of a physician's order
for the third party provider, as required.

Class Hl

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 contains the following provisions:
{a) 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 o
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a

i separate fee schedule which shall be attached to i

the contract.

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

{e} 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
429.24(3), F.8.

{h) Awritten bed hold policy and provisions for
terminating 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
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of any change In status that would prevent the
resident from returning to the facifity. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facilify unless 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 pariy 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.

()) A provision that, upon determination by the
administrator or health care provider that the

i resident needs services beyond those the facility
L is licensed to provide, the resident or the resident
i '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
placement, If there is disagreement 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
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant 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.
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to a properly executed

{Resident #2 and #4).

The findings are:

as required.

facility.

Class it

{m) The facility ' s policies and procedures related

This Statute or Rule is not met as evidenced by:
Based on record review the facility failed to
ensure 2 out 4 sampled resident contracts
contained all of the required components

1). Review of Resident #2's contract dated
revealed the document was not
signed on behalf of the resident and the facility,

2). Review of Resident #4's contract dated

i reveaied the document was not
signed on behalf of the facility, as required. The
contract also lacked documentation of the
resident's monthly +for resiency at the

!
| ater
i
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FLORIDA AGENCY FOR HEATH CARE ADMINISTRATON

R(‘;%(vggﬁg‘l; Better Health Care for all Floridians ELI@%@L};E};J?EK
L2012
Administrator

Bird's Eye Residence, LLC
840 S.W. 50th Avenue
Margate, FL 33068

Dear Administrator:

This letter reports the findings of a state licensure survey conducted on , 2012 by a representative
of this office. Attached is the provider's copy of the State Form 3020, which indicates the deficiencies
identified on the day of the visit. Section 408.811(4), Florida Statutes, requires you correct these
deficiencies within thirty (30) days of the date of this letter unless the Agency has approved another
timeframe. Staff from this office will conduct a review after 2012 to verify the
necessaty corrections 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 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 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 this agency's representative. Should you have any questions
please call this office at (561) 381-5840.

Sincerely,

y Arlene
: /ﬁ Field Office Manager

AMD/hl
Enclosure

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 496-5924

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitp:#/ahca myforida.com




