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A000 Initial Comments A000

An standard biennial survey was conducted on

, 2012. B&B Home Care I Assisted Living
Facility (ALF} with Limited Mental Health and
Limited Nursing Services (LNS) components had
the following deficiencies.

A 008| 58A-5.0181(2) FAC Admissions - Health A00B
$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
licensed health care provider, as specified in
either paragraph (a) or (b) of this subsection.

(2} A medical examination completed within 80
calendar days prior to the individual ' s admission
to a facility pursuant to Section 429.26(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;

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

7. Astatement on the day of the examination that,
in the opinion of the examining licensed heaith
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
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Continued From page 1

number of the examining licensed health care

| provider. The medical examination may be

| conducted by a currently licensed health care

| provider from another state.

| {b) A medical examination compieted 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 Facilties, 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.fdhe.state flus/MCHQ/Long_Term_Care/

| <http:/www.fdhc.state flus/MCHQ/Long_Term_C

| arel>

| Assisted_Jiving/pdf/AHCA_Form_1823%.pdf. The

| form raust be completed as follows:

1 1. The resident ' s licensed heaith care provider

| must complete all of the required information in

| Sections 1, Health Assessment, and 2, Self-Care

| and General Oversight Assessment.

1 a. items on the form that may have been omitted

I 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

heaith 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

ion, which at a mini includes the

AQ08
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elements in Section 3. This requirement does not
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 o 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).
{e) 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 429.426, 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. A licensed heaith care
provider may attach a do-not- order for
residents who do not wish
to be administered in the case of

or R
{g) Aresident placed on a temporary emergency
basis by the Department of Ghildren and Family
Services pursuant to Section 415.105 or

A008
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| 415.1051, F. S shall be exempt from the
s of this ion for

\ upto 30 days However a resident accepted for

iemporary emergency placement shall be entered
| on the facmty 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 have a nealth assessment available for
review for 6 of § facility residents.

Findings as foliow:

Record review documented the facility failed to
have a medical examination available for review
that include diagnosis and order for medications
and services for 6 of 6 facility residents
completed within 60 days prior to the individual
admission and/or within 30 days after resident's
admission.

On at about 10:00 a.m. staff #4
{caretaker ) stated residents' records were not
available for review because did not know where
residents’ records where. Staff #4 also stated did
not have the health assessments for the 6 facility
tresidents available for review.

[ Class IIl.
|

AO\’SJO‘i 58A-5.0182(6) FAC; 429.28 FS Resident Care - | A030
88=D| Rights & Facility Procedures
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(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, 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 fo resident
complaints, and for residents fo 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 ail 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)86- or
1(800)962-2873 " shall be posted in full view in a
common area accessible to all residents.

{e) The facility shali have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-5.0181, F.A.C. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s

and fobaceo policy, medication storage, the
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Continued From page 5

delivery of services to residents by third party
providers, resident elopement, and other
administrative and housekeeping practices,
schedules, and requirements.

{f) Residents may not be required to perform any
work in the facifity without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping 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
convenient access to a telephone to facilitate the
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. 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 shali 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
rails, 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 bili of rights.~

{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed 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

A030
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facility shall have the right to:
{a) Live in a safe and decent living environment,
free from s 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 fo maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
(d) Unrestricted private communication, including
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 9 a.m. and 8 p.m.
at a minimum. Upon request, the facility shalt
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
community services and activities and fo achieve
the highest possible leve! of independence,

and | ion within the ¢ 3
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident ' s
representative, designee, surrogate, guardian, 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.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
(i) Exercise civit and religious liberties, including
the right to independent personal decisions. No

AQ30
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religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

(i) Access to adequate and appropriate heaith
care consistent with established and recognized
standards within the community.

{k} At least 45 days * notice of refocation 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 I, the guardian shall be
given at least 45 days ' notice of a
nonemergency relocation or residency
termination. Reasons for refocation 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 grievances and recommend changes
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 interview and cbservation the facility
failed to honor residents’ rights by not providing
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Continued From page 8
residents with free access to a telephone.

Findings as follow:

On at resident #2 stated the facility's
phone was not working and residents could not
make phone calls, stated that wanted to make a
phone call {o a family member without success.
On : at about resident #3 stated the
facility phone was not working and residents
could no make phone calls.

On : atabout 10:30 staff #4 checked
the hang out the phone and stated the phone was
not working to make phone calls.

Class Il

58A-5.019(1) FAC Staffing Standards -
Administrators

Staffing Standards.
(1) ADMINISTRATORS. Every facility shall be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of adequate care fo all
residents as required by Part | of Chapter 429,
F.8., and this rule chapter.
(a) The administrators shall:
1. Beatleast .
2. If employed on or after , 1990, have
@ high school diploma or general equivalency
diploma (G.E.D.), or have been an operator or
administrator of a licensed assisted living facility
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
standards. Administrators employed.on or after

, 1995, must have a high school
diploma or G.E.D.;
3. Be in compliance with Level 2 background

AQ30

AQ77
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screening standards pursuant to Section
429,174, F.S,; and
4. Complete the core training requirement

| pursuant to Rule 58A-5.0191, F.AC.

{b) Administrators may supervise a maximum of
either three assisted living facilities or a
combination of housing and health care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facility shail appoint in writing a separate "
manager " for each factluty who must:
1.Beatleast ;an

2. Complete the core training requirement
pursuant to Rule 58A-5.0191, FAC.

{c) Pursuant to Section 429.176, F.S., facility
owners shall notify both the Agency Field Office
and Agency Centrat Office within ten (10) days of
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1008, 2008, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background
screening on the new administrator in
accordance with Section 429.174, F.S, and Rule
58A-5.014, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to appoint in writting a manager.

Findings as foliow:

Review of information avaalable for review,

the facility who
supervises 3 facilities did not appoint, in writting,
a separate manager for the facility.
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Continued From page 10

On < staff #4 (caretaker) stated staff #1
was the facility administrator but did not know
who was the manager.

Class Hi
58A-5.019(4) FAC Staffing Standards - Levels

(4) STAFFING STANDARDS,
{a) Minimum staffing;
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
0-5
6-15 212
16-25 253
26-35 204 -
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-85
For every 20 residents over 95 add 42 staff hours
per week.
2. At least one staff member who has access fo
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.
4. At least one staff member who is trained in
First Aid and , as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.

AQ77
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: the premises, a staff member who is at least

Continued From page 11 A079

5. Dunng periods of temporary absence of the
ad or when resi are on

. must be designated in writing to be
in charge of the faciiity.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shail
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility * s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwnhstandmg the minimum staffing i

specified in ph (a), all i

facmtles including those composed of :
apartments, shall have enough qualified staff to i
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC.
{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident * s care.
(d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (s} are not met. The
facility shall also be required to immediately

AHCA Form 3020-0001
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{X3) DATE SURVEY

increase staff above the minimum levels
established in paragraph (a) if the Agency

: determines that adequate supervision and care

are not being provided fo residents, resident care

| standards described in Rule 58A-5.0182, FAC.,

are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shali consult with the facility administrator
and residents regarding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shalt
no longer be required to maintain & plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
{ire safety standards described in Section 429.41,
F.8., and Rule Chapter 69A-40, F.A.C., until such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

(f) Facilities holding a limited mental health,
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extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 5BA-5.028,
68A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facifity failed to have at least one
staff member within the facility trained in First Aid
and .

Findings as follow:

On at about 9:30 a.m. staff #4
(caretaker ) was in facility alone. Staff #4 was the
only staff member working in facility during the
time of the visit.

Facility had a census of 6 residents,

Record review documented staff #4 had no proof
of and First Aid available for review.

On at about 10:00 a.m. staff #4 stated
had all training but documetation was not in the
facility.

Class Il

58A-5.020(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.
{@) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, and activity, shall be the nutritional

used to evaluate meals. Th d
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
ded Dietary All interpreted

Reco

AQ079

A083

soso

DCTLYt

# continuation sheet 14 of 38



PRINTED: 08/16/2012
FORMAPPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AL11932642

(X2) MULTIPLE CONSTRUCTION
A BULDING
B. WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

B & B HOME CARE Il INC o S 118 PLAGE

33177

(X4) D
PREFIX
TAG

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

D~ PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

A093

STATE FORM

Continued From page 14

by a daily food guide, is available from the DOEA
Assisted Living Program.

{b) The recommended dietary allowances shall
be met by offering a variety of fodds adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as follows:

1. Protein: € ounces or 2 or more servings;

2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings,;

4. Bread and starches: 6 11 or more servings;

§. Milk or milk equivalent: 2 servings;

8. Fats, oils, and sweets: use sparingly; and

7. Water.

(<) All reguiar and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic fechnician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nufritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

(d) Menus to be served shall be dated and

planned at least one week in advance for both

A093

RRCA vorm 3020-0001

bl DCTLt

#f continuation sheet 15 of 38



Agency for Health Care Administration

PRINTED: 08/16/2012
FORMAPPROVED

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE GONSTRUCTION
AND PLAN OF CORRECTION \DENTIFICATION NUMBER: ¢ COMPLETED
A BUILDING
B.WING
AlL11932642

{X3) DATE SURVEY

NAME OF PROVIDER OR SUPPLIER

B & B HOME CARE 11, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

17430 SW 118 PLACE
MIAMI, FL 33177

SUMMARY STATEMENT OF DEFICIENCIES
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regular and therapeutic diets. Residents shali be
encouraged to participate in menu planning.
Planned menus shall be conspicuously posted or
easily available {c residents. Reguiar and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

(e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a heaith care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for usa in
the facility.

2. The facility shall document a resident ' s
refusal to coniply with a therapeutic diet and
netification to the resident ' s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the dietis
acceptable documentation of a resident’ s
preferences. In such instances daty
documentation is not necessary.

(f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a inorning meal.
Intervals between meals shall be evenly
distributed throughout the day with not less than
two houirs nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access %o kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
nurposes of 1 the time between meals,

T
D | ) 5)
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(g) Food shall be served attractively at safe and
palatable temperatures. All residents shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.

{h) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at ali times. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
iabeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and focd
preparation shali also be stored, or the facility
shall have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to have a 3 day emergency food supply.

Findings as follow:

at about 9:30 a.m. during facility
tour no emergency food supply was observed.
On at about 9:30 a.m. staff #4
{caretaker) stated the food supply was in a
kitchen cabinet that was locked. Staff #4
{caretaker) also stated could not open it because
had no the key.
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Class it

58A-5.021(1) FAC Fiscal - Financial Stability

Fiscal Standards,

(1) FINANCIAL STABILITY. The facility shall be
administered on a sound financial basis in order
to ensure adequate resources to meet resident
needs. For the purposes of Section 429.47, F.S.,
evidence of financial instability includes filed
bankruptcy by any owner; issuance of checks
returned for insufficient funds; delinquent
accounts, nonpayment of local, state, or federal
taxes or fees; unpaid utifity bills; tax or judgment
liens against facility or owners property, failure to
meet empioyee payroli; confirmed complaints to
the agency or district long-term care ombudsman
council regarding withholding of refunds or funds
due residents; failure to maintain liability
insurance due to non payment of premiums; non
payment of rent or mortgage; non payment for
essential services; or adverse court action which
coutd resuit in the closure or change in ownership
or management of the ALF. When there is
evidence of financial instability, the agency shait
require the facility to submit the following
documentation:

(a) Facilities with a capacity of 25 or less:

1. Payment of local, state or federal taxes;

2. Delinquent accounts, if any;

3. Number of checks returned for insufficient
funds during the previous 24 months, if any;

4. Recelpt of resident rent payment;

§. Amountof ' assets deposited in the facility
bank account;

6. Capability of obtaining additional financing, if
needed; and

7. A statement of operations or AMCA Form 3180
1002, 1985, projecting revenues, expenses,
taxes, extraordinary items, and other credits and

A083

A120
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charges for the next 12 months.

(b} Facilities with a capacity of 26 or more, shall
provide the documentation described in
paragraph (a} above, or submit a current asset
and liabilities statement or AHCA Form
3180-1003, 1998.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to have accesible records to determine
financial stability.

Findings as follow:

On at about 10:00 a.m. facility staff
#4 {caretaker) stated could not provide facility
records because did not know where they were.
Record review documented there were no
financial record available for review.

Class I}

A 152 58A-5.023(3) FAC Physical Plant - Safe Living A152
$8=D | Environ/Other

(3) OTHER REQUIREMENTS.

(a) Al facilities must:

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

2. Must be maintained free of hazards,; and

3. Must ensure that all existing architectural,
mechanical, electrical and structural systems and
appurtenances are maintained in good working
order.

(b) Pursuant to Section 429.27, F.S., residents
shall be given the option of using their own
belongings as space permits. When the facility

{ supplies the furnishings, each resident
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A152] Continued From page 19

or 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 mattress a comfortable
height to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging
clothes;

3. Adresser, chest or other furniture designed for
storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste
basket; and

5. A comfortable chair, if requested.

(c) The facility must maintain master or duplicate
keys to resident to be used in the
event of an emergency.

(d) Residents who use portable bedside
commodes must be provided with privacy during
use.

(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
tacility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have a safe living
environment.

Findings as foliow:

On +at about 9:30 a.m. there were

! observed 2 dogs (Amercan Bulldogs) running in
| the facility's back patio.

1 On at about 9:30 a.m. there were

| observed a door with access to the facility back

A 152
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patio.
Record review documented the facility failed to
have the required documentation {registration,
inmunization, etc) for the dogs.
On at about 10:00 a.m. staff #4
{caretaker) stated the dogs documentation
{registration, inmunization, etc ) where not
available for review.
Class it
A 160 58A-5.024(1) FAC Records - Facility A 180
§8=D
Records.

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

{1) FACILITY RECORDS, Facility records shall
include:

(a) The facility * s license which shall be displayed
in & 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 appiicable, 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 5
Readmission of a resident to the facility after
discharge requires a new entry. Distharge of a
resident is not required if the facilify is holding a
bed for a resident who is out of the facility but

| intends to return pursuant to Rule'58A-5.025,
AHCR Form 3620-0001
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Continued From page 21

FAC.

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

{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 known;
action taken; a description of medical or other
services provided; by whom such Services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge cf the

| incidents, nciuding paid staff, volunteer staff,

| emergency and temporary staff, and student
interns.

(&) The facility ' s.emergency management plan,
with documentaticn of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.

(f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC.;

{g) The facility ' s liability insurance pohcy
required under Rule 58A-5.021, FAC

{h) For facilities which have a surety hond, acopy
of the surety bond currently in effect as required
by Rule 58A-5.021, FAC.

(i) The admission package presented to new or
prospective residents (fess the resident ' s
contract) described in Rule 58A-5.0182, F.AC.
{j) If the facility advertises that it provades special
care for persons with 's or
related , & copy of alf such facility
advertisements as required by Section 429.177,
F.8

{k) A grievance procedure for receiving and

A 160
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responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

(1) Al food service records reguired under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate fo operate.

{m) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
fo Section 429.41, F.S., and Rule Chapter
68A-40, F.A.C., issued within the fast two (2}
years.

{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
issued within the last 2 years.

{0) Pursuant to Section 429.35, .S, ali
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 years.

{p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.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 interview and record review the facility
failed to have written records avaifable for review.

A 160
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{2) STAFF RECORDS.
(a) Personne! recerds for each staff member shall
contain, at a minimum, a copy of the original
employment application with references furnished
and verification of freedom from communicable
including . In addition,
records shall contain the following, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, FAC,;
2. Copies of all licenses or certifications for ail
staff providing services which require licensing or
certification;
3. Documentation of compliance with level 1
background screening for all staff subject to
screening requirements as required under Rule
58A-5.019, FAC,;
4. A copy of the job description given to each staff
member pursuant {o 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
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A160| Continued From page 23 A180
Findings as follow:
On at about 10:00 a.m.staff #4
{caretaker) stated did not know where facifity
records where.
Record review docuimented the following records
were not available for review:
An up-to-date admission and discharge log
An up-to-date records of major incidents
occurring within the last 2 years.
The admission package for residents.
i Facifity elopement response policies and
| procedures.
+ The facliity's documentation of residents’ |
| elopement response drills i :
i
i ]
i Class I | |
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administrator participation in resident elopement
dnl s pursuant to paragraph 58A-5.0182(8)(c),

(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 to 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 88A-5.019,
FAC

() The facility shall maintain the facility ' s written
work scheduies and staff time sheets as required
under Rule 58A-5.019, F A.C., for the last 8
months.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to have 4 of 4 facility
employees records available for review.

Findings as follow:

On at aboiut 9:30 a.m. staff #4
(caretaker) was observed woorking in facility
one.

Record review (staffing pattern} documented the
facility had 3 employees. Record review
documented staff #4 was no in schedule,

Record review documented 4 of 4 facility
employees’ records were not available for review.
On at about 10:00 a.m. staff #4
(caretaker) stated did not know where employee
records were. Staff #4 called and talked fo facility
administrator but still stated did not know where
employee records were.

A161

AHCA Farm 3020-0001
STATE FORM

b DCTLI

If continuation sheet 25 of 38



PRINTED: 08/16/2012

$8=D1 Availability

{4) RECORD INSPECTION.

(a) All records required by this rule chapter shall

be available for inspection at all times by staff of

the agenicy, the department, the district iong-term

| care ombudsman council, and the advocacy
center for persons with .

| (b) The resident ' s records shall be available to

| the resident, and the resident ' s legal

| representative, designee, surrogate, guardian, or

| attorney in fact, case manager, or the resident ' s

estate, and such additional parties as authorized

in writing.

{c} Pursuant to Section 429,35, F.S., agency

reports which periain to any agency survey,

inspection, monitoring visit, or compiaint

investigation shall be available to the residents

and the public.

1. Requestors shall be required to provide

identification prior to review of records,

2. In facilities that are co located with a licensed

nursing home, the inspection of record for all

common areas shall be the nursing home

inspection report.

{d) The facility shall ensure the availability of

records for inspection,

This Statute or Rule is not met as evidenced by:
Based on record review and inyterview the facility
failed to have residents’ records available for
review.

Findings as follow:
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A 167 58A-5.025(1) FAC Resident Contracts
85=D

| Resident Contracts.
| (1) Pursuant-to Section 429.24, F.S., prior to or at

J the time of admission, each resldent or legal

| representative shall execute a contract with the

\ facility which contains the fotlowmg provisions:
(a) Alist of the specific services, supplies and

; accommodations to be provided by the facility to
| the resident, including limited nursmg and

| extended congregate care services i 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,
week!y, or monthly rates, or a reference to a

| separate fee schedule which shall be attached to

| the contract.
(dj A provision giving at least 30 days wiitten
notice prior to any rate increase.
(e) Any rights, duties, or of residents,
other than those specified in Section 420.28, F.5.
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

i {@) Arefund policy which shall conform to Section
1429, 24(3), F.8.
{h) Awritten bed hold policy and provisions for

inating a bed hold if a facility
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B, WING
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T
A 164‘ Continued From page 26 A164
‘ Record review documented the facility had no 6
| of 6 residents records available for review.
:On atabout 10:00 a.m. staff #4
| (caretaker) stated could not provide residents's
| records because did not know where they were.
| Staff #4 stated called and talked to the
adm!mstrator by phone but still stated did not
know where residents records where.
“ Class il
A167
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agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facifity, 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. Untit such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being cornatose, 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
affifiated with any religious organization, and, i

0, which organization and its relationship to the ‘
facility. .

(i) 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
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

p . 1f there is di the
appmpn’ateness of placement, provisions as i
outlined in Section 429.26(8), F.S., shall take '

i effect.

| (k) A provision that residents rnust be assessed

| upon admission pursuant to subsection

| 58A-5.0181(2), FAC., and every 3 years

! thereafter, or after a significant change, pursuant
fo subsection {4) of that rue.

! {1) The facility ' s policies and procedures for

i seh‘ admmnstratnon assistance wrth

[ on and inistration of
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AN277) 58A-5.031(2) FAC LNS - Resident Care

Continued From page 28

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.

(m) The facility * s policies and procedures related
to a properly executed .

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to have 6 of 6 contracts between facility and
facility residents.

Findings as follow:

On at about 10:00 a.m. facility staff
#4 {caretaker) stated could not provide residents
records including contract with facility because
did not know where they were. Caretaker called
and talked to the facility administrator by phone
but still stated did not know where residents
records including contracts with facility were.

8 of 6 facility residents' contracts were not
reviewed due to were not available for review at
the time of the survey, .

Class ill

Standards

{2) RESIDENT CARE STANDARDS,

{a) Aresicent receiving limited nursing services in
a facility holding only a standard and limited
nursing license must meet the admission and
continued residency criteria specified in Rule
38A-5.0181, FAC.

(b) In accordance with Rule 58A-5.019, FA.C.,

| the facility must employ sufficient and qualified

A167

AN277
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staff to meet the needs of residents requiring
limited nursing services based on the number of
such residents and the type of nursing service to
be provided.

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

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

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

This Statute or Rule is not met as evidenced by:
Based on rexcord review and interview the facility
failed to have a contract with a nurse.

Findings as follow:

Record review documented the facility had a LNS
compoenent in the ALF license.

Record review documented the facility had no a
contract with a qualified nurse including its
credentials available for review.

On at about 10:00 a.m. staff #4
(caretaker) stated could not provide LNS records
because did not know where they were.
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408.808, 435.02(2), 435.06 Background
Screening; Prohibited Offenses

408.809, F.S.

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435

(a) The licensee, if an individual.

(b} The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.

(¢) The financial officer or similarly titled
individual who is responsible for the financial
operation of the licensee or provider.

{d) Any persen who is a controlling interest if
the agency has reason to believe that such
person has been convicted of any offense
prohibited by s. 435.04. For each controfling
interest who has been convicted of any such
offense, the licensee shall submit to the agency a
description and explanation of the conviction at
the time of license application.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients. Evidence of contractor
screening may be retained by the contractor ' s
employer or the licensee.

(2) Every 5 years following his or her licensure,
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Continued From page 31

employment, or entry into a conftract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
license or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
943.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the fingerprints to the Federal Bureau of
Investigation for @ national criminal history record
check. The fingerprints may be retained by the
Depariment of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
criminal history records checks required by level
2 screening may be borne by the licensee or the
person fingerprinted. Proof of compliance with
level 2 screening standards submitted within the
previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Health, the Agency for
Persons with ., the Department of
Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651 satisfies the
requirements of this section if the person subject
fo screening has not been unemployed for more
than 90 days and such proof is accompanied,
under penalty of perjury, by an affidavit of

AZ815 .
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compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

{3) Allfingerprints must be provided in
electronic format. Screening results shall be
reviewed by the agency with respect to the
offenses specified in s. 435.04 and this section,
and the qualifying or disqualifying status of the
person named in the request shall be maintained
in a database. The qualifying or disqualifying
status of the person named in the request shall
be posted on a secure website for retrieval by the
licensee or designated agent on the licensee ' s
behalf

{4) In addition to the offenses listed in $.
435.04, all persons required to undergo
background screening pursuant to this part or
authorizing statutes must not have an

awaiting final disposition for, must not have been
found guilty.of, regardless of adjudication, or
entered a plea of nolo contendere or guilty to, and
must not have been adjudicated definquent and
the record not have been sealed or expunged for
any of the following offenses or any similar
offense of another jurisdiction:

{8) Any authorizing statutes, if the offense was
a felony.

(by This chapter, if the offense was a felony.
{c) Section 409.920, relating to Medicaid
provider fraud.

{d) Section 4099201, relating to Medicaid
fraud.

{e) Section 741.28, relating fo domestic
violence.

(f) Section 817.034, relating o fraudulent acts
through mail, wire, ragio, electromagnetic,
photoelectronic, or photooptical systems.

{g) Section 817.234, relating to false and
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fraudulent insurance claims.
{h} Section 817.508, relating to patient
brokering.
(i) Section 817.568, refating to criminal use of
personal identification information.
(j) Section 817.60, relating to obtaining a credit
card through fraudulent means.
(k) Section 817.61, refating to fraudulent use of
credit cards, if the offense was a felony.
()  Section 831,01, relating to forgery.
{m) Section 831.02, relating to uttering forged
instruments.
(n) Section 831.07, relating to forging bark bills,
checks, drafts, or promissory notes.
(o) Section 831.08, relating to uttering forged
bank bilis, checks, drafts, or promissory notes.
{p) Section 831.30, relating to fraud in obtaining
medicinal drugs.
(q) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
A person who serves as a controlling interest of,
is employed by, or contracts with a licensee on

, 2010, who has been screened and
qualified according to standards specified in s.
435.03 or s, 435.04 must be rescreened by
31, 2015. The agency may adopt rules to
establish a schedule to stagger the
implementation of the required rescreening over
the 5-year period, beginning 1, 2010,
through 2015 if, upon rescreening, such
person has a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemptiorr from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her

AZ815
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duties untit the licensing agency renders a
decision on the application for exemption if the
person is efigible to apply for an exemption and
the exemption request is received by the agency
within 30 days after receipt of the rescreening
results by the person.

(8) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{6)}a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health butis
not providing a service within the scope of that
license or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

(7) ‘The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435.
and authorizing statutes requiring background
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screening and to implement and adopt criteria
relating to retaining fingerprints pursuant to s.
943.05(2).

(8) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages arising against, an
employer that, upon notice of a disqualifying
offense listed under chapter 435 or this section,
terminates the person against whom the report
was issued, whether or not that person has filed
for an exemption with the Department of Health
or the agency.

( 435,06, F.8.

i

; (1) If an employer or agency has reasonable

| cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. ltis the responsibility of
the affected employee to contest his or her
disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2)(@) An employer may not hire, select, or
otherwise allow an employee to have contact with
any : person that would place the
employee in a role that requires background
screening until the screening process is

and the ab: of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise aliow the employee to have contact
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with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b) If an employer becomes aware that an
employee has been | for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{¢) The employer must terminate the employment
of any of its personnet found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening Is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

(3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including fingerprints if required, must be
disqualified for empioyment in such position or, if
employed, must be dismissed.

{4) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages against, an
employer that, upon notice of a conviction or

for a disqualifying offense listed under this
chapter, terminates the person agamst whom the
report was issued or who was
regardiess of whether or not that person has filed
for an exemption pursuant to this chapter.
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435.02(2), F.S.

" Employee " means any person required by law
10 be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a level Il background screening for
4 of 4 facility staff.

Findings as follow:

Record review documented the facility failed to
have the background screening for 4 of 4 facility
staff (names took from staffing schedule posted).
On at about 10:00 am. staff #4
(caretaker) stated could not provide employee
records including the background screenings due
1o did not kwow where they were.
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FLORIOA AGENCY FOR HEALTH CARE ADMINISTRATION
RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Caro for all Floridians SECRETARY

L L2012 —
Administrator

B & B Home Care II, Inc

17430 Sw 118 Place

Miami, FL 33177

Dear Administrator:

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

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

Staj i this o il coi a revi 9/19/2012 to verify that the necessary 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.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
Field Office Manager
AMD:sy
Enclosure
XG0
Headquarters Miami Field Office
2727 Mahan Drive B3ZINW. 53rdstmet Suite 300
Tallahassee, FL 32308 i, FL 33186

hitp#/ahca.myflorida.com Phone (305) 563-3100; Fax (305) 593-3121




