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initial Comments

Arelicensure survey was conducted on

2012 at Golden Abbey Ormond Beach. Golden
Abbey Ormond Beach had deficiencies at the
time of the visit.

58A-5.0181(1) FAC Admissions - Criteria

Admission Procedures, Appropriateness of
Placement and Continued Residency Criteria,

(1) ADMISSION CRITERIA. An individual must
meet the following minimum criteria in order to be
admitted to a facility holding a standard, limited
nursing or limited mental heaith license:

| (a) Be at least

{b) Be free from signs and symptoms of any
communicable which is fikely to be
transmitted to other residents or staff, however, a
person who has

i ; may be admitted to a facility,
provided that he would otherwise be eligible for
admission according to this rule.
(c) Be able to perform the activities of daily fiving,
with supervision or assistance if necessary.
{d) Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted
(e) Be capable of taking his/her own medication
with assistance from staff if necessary.
1. 1f the individual needs assistance with
self-administration the facility must inform the
resident of the professional qualifications of
facility staff who will be providing this assistance,
and if unlicensed staff will be providing such
assistance, obtain the resident ' s or the resident*
s surrogate, guardian, or attorney-in-fact' s
written informed consent to provide such
assistance as required under Section 429.256,
ES

2: fhe facility may accept a resident who requires
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the administration of medication, if the facility has
a nurse to provide this service, or the resident or
the resident ' s legal representative, designee,
surrogate, guardian, or attorney-in-fact contracts
with a licensed third party to provide this service
to the resident.

(f) Any special dietary needs can be met by the
facility.

{g) Not be a danger to self or others as
determined by a physician, or mental health
practitioner licensed under Chapters 490 or 481,
F.S.

{h) Not require ficensed professional mental
health treatment on a 24-hour a day basis.
(i) Not be bedridden.
() Nothaveany . or 4 pressure sores. A
resident requiring care of a ‘pressure . .
may be admitted provided that:
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
physician, or the resident contracts directly with a
licensed home health agency or a nurse fo
provide care;
2. The condition is documented in the resident ' s
record; and
3. if the resident ' s condition fails to improve
within 30 days, as documented by a licensed
nurse or physician, the resident shall be
discharged from the facility.
{k) Not require any of the following nursing
services:
1. Oral,
suctioning;
2. Assistance with tube feeding;
3. Monitoring of | gases;
4. Intermittent positive pressure breathing

Lor
5. Treatment of surgical or wounds,
unless the surgical of ......land the
condition which caused it have been stabilized

Lor
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and a plan of care developed.
(1) Not require 24-hour nursing supervision
{m) Not reguire skilled rehabilitative services as
described in Rule 59G-4.290, FAC.
(n) Have been determined by the facility
administrator to be appropriate for admission to
the facility. The administrator shall base the
| decision on:
1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 429.26,
F.S., and subsection (2) of this rule;
2. The facility ' s admission policy, and the
services the facility is prepared to provide or
arrange for to meet resident needs; and
3. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established under Section 428.41, F.S., and Rule
| Chapter 69A-40, FAC

(0) Resident admission criteria for facilities
| holding an extended congregate care license are
| described in Rule 68A-5.030, F.AC. !

i

|

i

|
| This Statute or Rule is not met as evidenced by: L |
| Based on observation, record review and staff |
| interview, the facility failed to ensure thata ‘
resident did not need 24 nursingor i
| care for 1 of 16 sampled residents, Resident #2 i
| before admitting the resident to the assisted fiving !

|

H H

facility. | i
i |
The findings include: i

‘ During the tour of the facility on ... at 9:30

| a.m. Resident#2 was observed to wander
I throughout the facility and follow staff around.
|
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Review of the clinical record Heaith
Assessment ) revealed the resident had Primary
Progressive . was mute, walked around

a lot, and needed redirection. The Health
Assessment also revealed the resident required
24 hour nursing or care for assistance
with activities of daily living, medications, and
psychiatry for medication management.

The Administrator was interviewed on

at 3:19 p.m. He confirmed that the resident's
Heaith Assessment revealed the resident needed
24 nursing or care.

Class i
Correction Date: L2012

A055 58A-5.0185(6) FAC Medication - Storage and A0S
Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage ! |
residents o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their !
possession both on or off the facility premises; or |
in their __ . or apartments, which must be kept i i
locked when residents are absent, unless the |
medication is in a secure place within the .__
or apartments or in some other secure place
which is out of sight of other residents. However, |
both prescription and over-the-counter |
H
|

medications for residents shall be centrally stored
it
| 1. The facility administers the medication;
AHCAForm 3020-0001
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2. The resident requests central storage. The
facility shall maintain a list of ail medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

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

6. The facility * s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-6.0181, FAC

(b) Centrally stored medications must be:

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, , or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;

3. Accessible to staff responsible for filling
pit-organizers, assisting with self-administration,
or administering medication. Such staff must
have ready access 1o keys to the medication
storage areas at all times; and

4. Kept separately from the medications of other
residents and properly closed or sealed.

{c) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident’ s representative, as

AD55
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appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. " Such medication may be reused if
re-prescribed by the resident ' s health care
provider.

{d) When a resident ' s stay in the facility has
ended, the administrator shall return all
medications to the resident, the resident s
family, or the resident ' s guardian unless

i otherwise prohibited by faw. If, after notification
and waiting at least 15 days, the resident ' s
medications are still at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph
(e)

{e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
to a pharmagist for disposal or may be destroyed
by the administrator or designee with one
witness.

{f) Facifities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, F A.C.

This Statute or Rule is not met as evidenced by
Based on observation, the facility failed to
dispose of expired medications for 3 of 16
sampled residents, Residents #9, #13, and #14

| The findings include:
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nutraceuticals, hereafter referred to as OTC
products, which can be sold without a
prescription.

{a) A stock supply of OTC products for multiple
resident use is not permitted in any facility.

(b) OTC products, including those prescribed by
a licensed health care provider, must be labeled
with the resident ' s name and the manufacturer '
s label with directions for use, or the ficensed
health care provider ' s directions for use. No
other labeling requirements are necessary nor
should be required

i {c) Resi or their rep i may
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The facility medication refrigerator was observed
on at 11:30 a.m. Three expired
medications were observed
Resident #9 , a hospice resident had a comfort
pack { pain medication) which expired on
Resident #13 also had a comfort pack which
expired on _
Resident #14 had ... . ... suppositories which
expired
Class Ili
Correction Date: L2012
A057| 58A-5.0185(8) FAC Medication - Over The AQ57
Counter {OTC) Products
{8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
inciudes, but is not limited to, OTC medications,
nutritional supplements and
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purchase OTC products from an establishment of
their chaice .

(d) Afacility cannot require a licensed health care
provider ' s order for all OTC products when a
resident self-administers his or her own
medications, or when staff provides assistance
with self-administration of medications pursuant
to Section 429.256, F.S. Alicensed health care
provider ' s order is required when a licensed
nurse provides i with self-admini on
or administration of medications, which includes
OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and {c} of this subsection are
required.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facllity failed to properly label an over the counter
{OTC) medication + for 1 of 16 sampled
residents, Resident#6.

The findings include:

The medication carton ... :at 12 noon was
found to have an OTC bottle of linit Itdid
not have a resident name on it

Employee #1 who was assisting with medications
on at 12 noon stated it belonged to
Resident #6. The resident's family brought it to
the resident and the facility staff removed it and
put in the centrally stored medication cart. She
confirmed the did not have a resident
name on it

{ Class il

i
i
i
i
i
i
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A078 H5BA-5.019(2) FAC Staffing Standards - Staff A078

(2) STAFF.

(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable

including ... Freedom from
. : must be documented on an annual
basis. A person with a positive _ test

must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. Al staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
{c} Al staff must comply with the training
requirements of Rule 58A-5.0191, FAC.
{d) Staff provided by a staffing agency or

. employed by a business entity contracting to

provide direct or indirect services to residents
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AQ78

Continued From page 9

must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.

(e) For facilities with a licensed capacity of 17 or
more residents, the facility shall.

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and

2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by
Based on employee record review and staff

| interview, the facility failed to provide

. documentation that an employee (#2) was free
from . within 30 days of
employment for 1 of 3 sampled employees.

The findings include:

{ The record for Employee #2 was reviewed.
| Employee #2 was hired as a caregiver on

The employee record did not contain
documentation of a completed . _ screen for this
employee.

The Administrator was interviewed on
at 3:03 pm. He confirmed that they did not have
a ... screen for this new employee.

Class Hl
Correction Date: 2012

A078
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A092| Continued From page 10 A092 !
|
A092 58A-5.020(1) FAC Food Service - General A092

| Responsibilities

| Food Service Standards. |
| (1) GENERAL RESPONSIBILITIES. When food

| service is provided by the facility, the

| agministrator or a person designated in writing by
| the administrator shall.

| {a) Be responsible for total food services and the

| day to day supervision of food services staff.

| (b) Perform his/her duties in a safe and sanitary

| manner.

| {c) Provide regular meals which meet the

i nutritional needs of residents, and therapeutic

| diets as ordered by the resident ' s health care

| provider for resident ' s who require special diets.
| (d) Maintain the in-service and continuing

i education requirements specified in Rule |
| 58A-5.0191, FAC. |

{ This Statute or Rule is not met as evidenced by:
! Based on record review and staff interview, the

| facility failed to ensure that the person

| responsible for the total food services and

| day-to-day supervision of food services staff i
| maintained their in-service and continuing
i education requirements for the position.

i

. During the survey on an interview with
| the Administrator of the facility at 12 noon

! revealed that the the food services manager

| shouid have their continuing education certificate i

| posted in the kitchen as evidence that 2 hours of | |
| continuing education in nutrition related and food | |
| service topics. | -‘
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The certificate was not available on the Bulletin
board in the kitchen during the kitchen
observation at 12:10 pmon

Interview with the Food service manager at 12:10
pmon revealed that his certificate was
fost.

Class ili
Correction Date:

A083 58A-5.020(2) FAC Food Service - Dietary

Standards

(2) DIETARY STANDARDS.

{a) 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
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
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 foods adapted to
the food habits, preferences and physical abiiities
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 1. Protein: 6 ounces or 2 or more servings;

| 2. Vegetables: 3 § servings;

1 3, Fruit: 2 4 or more servings,;

A092

A093

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

5. Mitk or milk equivalent: 2 servings,

6. Fats, oils, and sweets: use sparingly, and

7. Water.

(c) 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 technician supervised by a

registered dietitian or licensed

dietitian/nutritionist, to ensure the meals are

commensurate with the nutritional 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

iterns of comparable nutritional value based on

the seasonal avallability 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

| regular and therapeutic diets. Residents shall be

, encouraged to participate in menu planning

Planned menus shall be conspicuously posted or

easily available to residents. Regular and

therapeutic menus as served, with substitutions

noted before or when the meal is served, shall be

| kepton file in the facility for 8 months.

| (e) Therapeutic diets shall be prepared and

| served as ordered by the health care provider.

| 1. Facilities that offer residents a varlety of food
choices through a select menu, buffet style dining

; or family style dining are not required to

| document what is eaten unless a health care
provider ' s order indicates that such monitoring is

i necessary. However, the food items which enable

[} X8y
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residents to comply with the therapeutic diet shall

be identified on the menus developed for use in

the facility.

2. The facility shall document a resident's

| refusal to comply with a therapeutic dist and

I notification to the resident ' s heaith care provider

| of such refusal. if a resident refuses to follow a

| therapeutic diet after the benefits are explained, a

1 signed statement from the resident or the

| resident ' s responsible party refusing the diet is

| acceptable documentation of a resident’ s
preferences. In such instances daily

| documentation is not necessary.

| {f) For facilities serving three or more meals a

| day, no more than 14 hours shall elapse between

i the end of an evening meal containing a protein

| food and the beginning of a morning meal.

| Intervals between meals shall be evenly

| distributed throughout the day with not less than

| two hours nor more than six hours between the
end of one meal and the beginning of the next.

| For residents without access to kitchen facilities,

1 snacks shall be offered at least once per day.

| Snacks are not considered to be meals for the

| purposes of _i the time between meals.
| {g) Food shall be served attractively at safe and
latable temp ires. All resi 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.

| (n) A3-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 all times. The quantity shall be based
on the resident census and not on ficensed

| capacity. The supply shall consist of dry or

canned foods that do not require refrigeration and

shall be kept in sealed containers which are

| labeled and dated. The food shall be rotated in
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| accordance with shelf life to ensure safety and

| palatability. Water sufficient for drinking and food
preparation shall 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 record review, observation and staff

| interviews, the facility failed to ensure that the

| menu used was reviewed annually by a

registered dietitian. The faciiity also failed to
maintain a 3-day supply of non-perishable foods

| and water.

The findings include:

|
| During the observation of the kitchen at 10:34 am
ion , a review of the 5-week cycle menu
| revealed that the menus were signed offby a
| registered dietitian in 2009. The
| kitchen was using an outdated menu.

i Interview with the Food service manager at 11 am
! revealed that the Administrator of

| the facility had the most current menu version in

| his office.

| Interview with the Administrator at 11: 20 am on
concerning the menus revealed that

the current menus were in the survey book. A

| review of the menus in the survey book revealed

| that these menus were also outdated because

| they were signed by the dietitian
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|

| Observation of the storage ... where the | !
| 3-day non-perishables were kept at 1:30 pmon | :
| revealed that the facility failed to have ¢

on hand sufficient supply of dry and canned foods
| for the number of weekly meals the facility
| contracted with the residents to provide. There |
| was a few cans of tuna, and boned chicken
| There were no dried starches or full course i
| canned foods. The facility had 6 individual botties
| of drinking water on hand,

|
i
i

Class Iil
| Correction Date: , 2012
58A-5.024(3) FAC Records - Resident N

(3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
| (a) Resident demographic data as follows:

| 1. Name;

|
|
|

i
i
12 i
1 3. Race; |
| 4, Date of birih; |
| 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 i
| resident would like to have notified in case of an !
| emergency, and relationship to resident, and i
| 9 Name, address, and phone number of health
i care provider, and case manager if applicable.
| (b) Acopy of the medical examination described
| in Rule 58A-5.0181, FA.C.
| (c} Any health care provider ' s orders for
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medications, nursing services, therapeutic diets,
or other services to be
| provided. supervised, or implemented by the
: facility that require a health care provider s
1 order.
(d) A signed statement from a resident refusing a
| therapeutic diet pursuant to Rule 58A-5.020,
AC

(e) The resident record described in paragraph
58A-5.0182{1)(e), FAC.
{f) Aweight 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 faciliies 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.
(i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
| as described in Rule 58A-5.028, F.A.C.
| (j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
made on behalf of the resident as required under
Section 429.27, F.S.
(k) For any facility which maintains a separate
! trust fund to receive funds or other property
| belonging to or due a resident, a copy of the
l quarterly written statement of funds or other

i

|
i
|
|
i
|
i
|
|
i
i
|
i
1
i
|
|
i
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property disbursed as required under Section

42927, F.8.
(1) A copy of Alternate Care Certification for

| 1 Form,
CF-ES 10086, 1 1998, if the resident is an

recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
| to obtain the required documnentation 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, F.AC.
| (0) For apariments, duplexes, quadruplexes, or
I single family homes that are designated for
| independent living but which are licensed as
| assisted living facilities solely for the purpose of
| 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,
fimited nursing, or extended congregate care
| service shall be limited to the following:
1 1. Alog tisting 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,;
1 4. The resident ' s contract described in Rule
| 58A-5.025, F.A.C.; and
| 5. Ahealith care provider ' s order for a
| therapeutic diet if such diet is prescribed and the
. resident participates in the meal plan offered by
| the facility.
| (p) Except for resident contracts which must be
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retained for 5 years, all resident records shall be
retained for 2 years following the departure of &
| resident from the facility unless it is required by
contract to retain the records for a longer period
| of time. Upon request, residents shall be provided:
a copy of their resident records upon departure
| from the facility.
| (q) Additional resident records requirements for
facilities holding a limited mental health, extended
| congregate care, or limited nursing services
1 license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

|
]
i
i

| This Statute or Rule is not met as evidenced by
| Based on record review and staff interview, the

! facility failed to provide documentation for a
healthcare proxy or power of attorney for a
resident with Resident #2, 1 of 16

! sampled residents.

The findings include:

am. Resident#2 was observed to wander

|
H
| During the tour of the facility on at 9:30
i
| throughout the facility and follow staff around.

Review of the clinical record | Health
Assessment ) revealed the resident had Primary
Progressive , was mute, walked around
| alot, and needed redirection.

The Health Assessment also revealed one of the
resident's sister was the healthcare proxy.

| Review of the resident's contract revealed a

| different sister signed it on behalf of the resident.
| Acopy of a pawer of attorney or healthcare proxy
| was not seen in the resident's record for either

|
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sister.

Interview with the Administrator on at
3:19 p.m. confirmed the resident's record did not
have a copy of the power of attorney or
healthcare proxy for this resident.

Class lit
Correction Date: L2012

9
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT 2
GOVERﬁOR Better Health Care for all Floridians EL%AE%;E;AD:\? EX
L2012
Administrator
Golden Abbey Ormond Beach
1410 Hand Avenue

Ormond Beach, FL 32174
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2012bya
representative 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. Staff from this office
will conduct a review after L2012 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 shiml 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 the surveyor. Should you have any questions please call this office at

Sincerely, ’/\)
Keisha Woods, MPH

Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KW/sm
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
nttp:#fahca.myflorida.com

Jacksonvilie Field Office

921 N. Davis St, Bldg. A, Suite 115
Jacksonvile, Fi. 32209

Phone (804) 798-4201; Fax (904) 359-6054




