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initial Comments

A Follow-up Survey was conducted on .
2012. The Miami Comfort Cove, Inc had ~
deficiencies found at the time of the visit.

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

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.
{1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:
{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.C.
{b) Dalry observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the
individual,
(c) General awareness of the resident's
whereabouts, The resident may travel
independently in the community.
{d) Contacting the resident ' s health care
provider and other appropriate party such as the
resident’ s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out,
{e) A written record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.AC,, any illnesses which
resuited in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to document significant changes in health
for 1 out of 1 (SR#1) sampled resident.

Findings include:

A follow-up visit conducted on , 2012
revealed that the facility did not document the
significant change in SR#1 ' s heaith. Record
review revealed that SR#1 was admitied fo

hospice care on ' and fast health

assessment was . Review of the

SR#1's hospice file revealed that on

SR#1 had a on left elbow and on
the issue was resolved.

Further review of SR#1’s file revealed no
documentation that showed SR#1 had a
on leftefbow. On , 2012 at 10:34am, the
surveyor conducted an interview with the

A Th b

e
through SR#1's file and provided the surveyor
with a progress note dated Lltis
recorded on the progress note that, "perfect skin,
no major changes.” The administrator

not g the signif
change in SR#1's health that occurred on
:and told the surveyor that SR#1's
" had healed.
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FLORDAAGENCY FOR HEALTH CARE ADMINSTRAION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Botter Health Care for all Floridians SECRETARY
o s 2012
Administrator
Miami Comfort Cove, Inc
3511 N W 11 Court
Miami, FL. 33127
Dear Administrator:
This letter reports the findings of a revisit survey to a biennial conducted on , 2012by representative(s)
of this office. Enclosed is the provider's copy of the S of Deficiencies and Plan of Cs ion (State
Form 3020), which refe the d deficiencies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. AH deficiencies
shall be corrected no later than 2012,

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://ahcamyflorida. 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. Should you have any questions please cail this office at
(305) 593-3100.

Sincerely,
Arlene Mayo-Davis Z
Field Office Manager
AMD:sy
Enclosure
BBT7
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Sirest, Suite 300
Miami, Fi 33166

Taflehassee, FL 32308
htp/iahca. myflorida.com



