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Initial Comments i AO0O

A CHOW Standard Survey was conducted on
. , 2012 The A-1 Assisted Living Facility
LLC had deficiencies found at the time of the visit.{

58A-5.0181(2) FAC Admissions - Health ' A008

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.

(@) A medical examination completed within 60
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
individuat;

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

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed health care
provider. The medical examination may be
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conducted by a currently licensed health care
provider from another state.

{b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
18283, Resident Health Assessment for Assisted
Living Facilities, . ...... 2010. The formis
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhc.state flLus/MCHQ/Long_Term_Care/
<http:/Awww.fdhc state. flus/MCHQ/Long_Term_C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment. i
a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

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

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

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
documentation, which at a minimum includes the
elements in Section 3. This requirement does not
apply for residents receiving: i
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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;
c. Medicaid assistive care services; and
d. Medicaid walver services. i
{c) Any information required by paragraph (a) that :
is not contained in the medical examination report:
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823,
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the 1
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 health care
provider may attach a order for
residents who do not wish .

1 fo be administered in the case of

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

This Statute or Rule is not met as evidenced by: |
Based on record review and interview the facility |
failed to ensure that 2 out of 2 (SR#1, SR#2)
sampled residents ' Health assessment forms
were completed.

Findings include:

Record review revealed SR#1{admitted
04/30: : | SR#2 (admitted 02/08/

+assessment (AHCA Form 1823) did nto
contain a date.

On 08/07. 11:40am, the administrator
acknowledged the dae was missing on the health
assessmen and told the surveyor that he
understands.

Class lll

SASO?; 58A-5.0182(1) FAC Resident Care - Supervision | A025
An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.
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(1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the foliowing:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, FA.C.
{b) Daily 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.

{¢) 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.A.C,, any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to maintain a written
record that showed 1 out of 2 (SR#2) sampled

resident ' s physician was notified of a significant

health change.

Findings include:
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Observation on 08/07 :noon revealed
staff #2 feed SR#2 from a small bowt that
appeared to be puree.

Interview with administrator on 08/07

12:25 pm confirmed SR#2 food was pureed and
told the surveyor that for four days SR#2 " s
dentures .._._ been hurting her teeth . 50
they decided to puree her food. Further interview
the administrator stated SR#2 * s physician had
been notified.

Record review of SR#2 ' s file revealed no
documentation of a physician ' s order for puree
food nor documentation that SR#2 ' s physician
was notified of the significant health change nor
documentation that showed that SR#2 have had
problems with her teeth  * the past four days.

Class lit

58A-5.0185(5) FAC Medication - Records A054
(5) MEDICATION RECORDS.

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

{b) The facility shall maintain a daily medication
observation record (MOR} for each resident who
receives assistance with self-administration of
medications or medication administration. AMOR !
must include the name of the resident and any
known allergies resident may have; the name
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of the resident ' s health care provider, the heaith *

care provider ' s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
(c) For medications which serve as chemical

, the facility shall, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to date medication
observation record (MOR) for 1 out of 2 (SR#2)
residents.

Findings include:

Areview of SR#2" s I medication _____
pack revealed that the pills for the 7th and the 8th
dates for the month of were missing.
Record review of SR#2 ' s MORSs revealed no
initials or any other markings for the 7th and 8th
dates slot for the month of

Interview with administrator on 08/07

12:30 PM the administrator acknowledged the
findings and told the surveyor that staff #2 gave
SR#2 her Donepezil in the AM on
08/07.
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Class Ilt

A 055 58A-50185(6) FAC Medication - Storage and A055
88=D Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to 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 rooms . apariments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the rooms
apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter !
medications for residents shall be centrally stored |
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility shall maintain a list of all 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-5.0181, F.AC. i
{b) Centrally stored medications must be: i
ARCK Form 3020-0001
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1. Keptin 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

by keeping the area in which refrigerator is
iocated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration,
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all imes; 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
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 uniess
otherwise prohibited by law. 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).

*A0SS

refrigerator, by keeping the refrigerator locked, or :

AHCA Form 3020-0001
STATE FORM

b JTEIN

If continuation sheet 9 of 25



Agency for Health Care Admi

PRINTED: 08/28/2012

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

FORM APPROVED
nistration
1} PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
&1 (X2) MULTIPLE CONSTRUCTION DATE SURVE

IDENTIFICATION NUMBER:

(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 @ pharmagcist for disposal or may be destroyed
by the administrator or designee with one
witness.

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

This Statute or Rule is not met as evidenced by:
Based on observation, record review and

interview, the facility failed to separate current
use medication from discontinued medication for
1 out of 2 (SR#2) storage container.

Findings include:

Observation of SR#2 ' s current medication
storage container revealed a packet with
| tablets. Record review of SR#2 ' s file
revealed a prescription dated s for
Record review of SR#2 ' s MORs and
physician * s order for the month of
revealed no documentation of that medication.

interview wth administrator on Tat

12:30 PM the administrator stated SR#2's

physician had stopped SR#2 from taking the
tablets but started her back on them,

Further record review of SR#2 ' s file revealed no

documentation that showed when SR#2 ' s :
physician had discontinued i tablets and
no documentation when SR#2 ' s physician had
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started her back on the tablets.
Class It
A 078 58A-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
o e .. MIUSE 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 susp of having, a ¢ i

, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with histher level of education, training,

ion, an i Staff idi

prep P 3 p
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
1o the resident * s health care provider in
accordance with this rule chapter.

(c) All staff must comply with the training
requirements of Rule 58A-5.0191, FA.C.
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Continued From page 11

(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
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
1o each staff member; and

2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 out of 4 (#4) employees
submitted a statement from a health care
provider that employee #4 is free from
communicable including

Findings include:

Record review revealed that employee #4
{caretaker, hired +had no
documentation from a health care provider that
showing employee #4 was free from
communicable . including A
review of the facility 's staffing schedule revealed
employee #4 's shiftis 7 PM - 7 am.

Interview with administrator on

10:21 am the administrator searched through
ployee #4 file and acknc the staff did

not have documentation showing that they were

free from communicable including
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Class Hi

58A-5.0191(2) FAC Training - Staff In-Service

(2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

(a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F. A.C., must receive a
minimum of 1 hour in-service training in

control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne

. R may be used {o meet this
requirement.

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

1. Reporting major incidents.

2. Reporting adverse incidents.

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

{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident )
neglect, and

AQ78
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(d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with Rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

(&) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe foed

handling practices.

() All facility staff shall receive in-service training

regarding the facility * s resident elopement
policies and proced within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facility * s resident elopement response

policies and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

i ion of the T

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 out of 4 (#4) employees *
records contain documentation that showed ADL
and Behavioral Needs Training.

Findings include:

Record review revealed that employee #4

A081
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Continued From page 14

{caretaker, hired 1. did not have
documentation showing they had received ADL
and Behavioral Needs Training.

Interview on at 10:21 am the
administrator searched through employee #4 file
and acknowledged staff #4 did not have the
training.

Class Il

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

(1)

TRAINING.

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

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

(¢} Training shall consist of the information
included in Rule 58A-5.0186, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 2 out of 4 (#2 and #4)
employees's received .

A081
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A080: Continued From page 15 A0S0
Orders Training.

Findings include:

Record review revealed that employee #2

{caretaker  and employee #4

{caretaker, hired had no

documentation that showed that they received
+ Training.

Interview on _ . .. at10:21 am the
hed through t#2
and #4 files and acknowledged the fmdmgs

Class il

A 160 58A-5.024(1) FAC Records - Facility A 180

Records.

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

(1) FACILITY RECORDS. Facility records shall
include:

{a) The facility * s license which shall be displayed
in a conspicuous and public place within the
facility.

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

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

2. Date of disch; the reason for di

and the identification of the facility to which the
resident is discharged or home address, or if the
person is ,the date of ..
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Readmission of a resident to the facility afier

discharge requires a new entry. Discharge of a

resident is not required if the facility is holding a

bed for a resident who is out of the facility but

intends to return pursuant to Rule 58A-5.025,
C.

() Alog listing 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 invoived;
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
md!wduals having first hand knowledge of the

3 paid staff, staff,
emergency and temporary staff, and student
interns.
{e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.
(fy Documentation of radon festing conducted
pursuant to Rule 58A-5.023, FAC,;
(g) The facility ' s liability insurance pollcy
required under Rule 58A-5.021, FAC,;
{h) For facilities which have a surety bond, acopy
of the surety bond currently in effect as required
by Rule 58A-5.021, FA.C.
(i} The admission package presented to new or
prospective residents (less the resident ' s
contract) described in Rule 58A-5.0182, F.A.C.
{j) If the facility advertises that it provides special

A 160
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Continued From page 17

care for persons with 1OF
refated ,acopy of all such facility
advertisements as required by Section 429.177,
F.S.
(k) Agrievance procedure for recenvnng and

p to resident pl nd
recommendations as described in Rule
58A-5.0182, FAC.
{1) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.
(m) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the last two (2}
years.
{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC,,
issued within the last 2 years.
{0) Pursuant to Sectlon 429 35, F.8,all

survey, and <

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

A60
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This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that its comprehensive
emergency management plan (CEMP) had been
updated and by the county
management agency.

Findings include:

On at 9:30am, the surveyor observed
posted on the facility ' s bulletin board a CEMP
Letter of Approval. Further review of the letter
revealed it was addressed to the previous owner
dated

Interview on at 11am the
administrator acknowledged the findings and told
the surveyor that he had submitted his CEMP but
it was not at the facility.

Class i

58A-5.024(2) FAC Records - Staff

(2) STAFF RECORDS.

(a) Personnel records 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 alf staff

training required by Rule 58A-5.0191, FAC.;

2. Copies of all licenses or certifications for all

staff providing services which require licensing or

certification;

3. Documentation of compliance with level 1

A 160
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Continued From page 19

background screening for all staff subject to

screening requirements as required under Rule

58A-5.019, FAC,,

4. A copy of the job description given to each staff

member pursuant to Rule 58A-5.019, FA.C,, for

facilities with a licensed capacity of seventeen

{17) or more residents; and

5. Documentation of facility direct care staff and
ini participation in resident elop

drilis pursuant to paragraph 58A-5.0182(8)(c),

FAC.

{b) The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services 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 58A-5.018,
FAC.

(¢} The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule §8A-5.019, F.A.C., for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 3 out of 4 (#2, #3, #4)
employees ' files contained the required
documentation.

Findings include:

Record review revealed that employee #2
{caretaker hired + had not

A161
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{3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;

Race;

Date of birth;

Place of birth, if known,

Social security number;

Medicaid and/or Medicare number, or name of
other health insurance

8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an
emergency, and relationship to resident; and

9. Name, address, and phone number of health
care provider, and case manager if applicable.
(b} A copy of the medical examination described
in Rule 58A-5.0181, FAC.

{c) Any health care provider ' s orders for
medications, nursing services, therapeutic diets,

N oA wN
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A161 Continued From page 20 A161
dot ion of having iving Dot Not
Orders Training , employee #3
{caretaker) did not have an application including
and employee #4 (c: hired
+did not have a completed application
and documentation showing they had received
trainingin _ _ . __ _....oand ADL
and Behavioral Needs.
at 10:36 am the administrator
acknowledged the findings and told the surveyor
that employee #4 was recommended to him.
Class it
A 162, 58A-5.024(3) FAC Records - Resident A162

AHCA Forr 3020-0001
STATE FORM

JIF1t # continuation sheet 21 of 25




PRINTED: 09/06/2012
FORM APPROVED

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

IDENTIFICATION NUMBER:

AL11967137

8. WING

{X2) MULTIPLE CONSTRUCTION
A. BULDING

{X3} DATE SURVEY
TED

NAME OF PROVIDER OR SUPPLIER

A-1 ASSISTED LIVING FACILITY LLC

STREET ADDRESS, CITY, STATE, 2P CODE

9410 SW 52 TERRACE
MIAMI, FL. 33165

(Xd) ID
PREFIX
TG

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

5]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5}

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

COMPLETE
DATE

A162

Continued From page 21

, or other services to be
provided. supervised, or implemented by the
facility that require a health care provider's
order.

(d) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
FAC.
(e) The resident record described in paragraph
58A-5.0182(1)(e), FA.C.
() A weight record which is initiated on
admission. Information may be taken from the
resident’ s health assessment. Residents

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-administeation
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC, if
such consent is not included in the resident's
contract.
{h) For facilities whrch manage a pill orgamzer
assist with self of
administer medications for a resident, the
required records p
to Rule 58A-5.0185, F.A.C.
(i) A copy of the resident ' s contract with the
facility, including any addendums fo the contract,
as described in Rule 58A-5.025, FAC.
{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 420.27, 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
quarterly written statement of funds or other
property disbursed as required under Section

A162
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Continued From page 22

429.27, F.8.
(1) A copy of Altemate Care Certification for
+ Form,
CF-ES 1008, ...... ..: 1998, if the resident is an
recipient. The absence of this form shall not
be considered a deficiency if the faciiity can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
{m) Documentation of the appointment of a
health care ian, or the exi
of a power of attomey 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, FAC.
(0) For ap g q p!
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
ivering pi | services to resi 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,
limited nursing, or extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required under
this subsection;
3. The medical examination described in Rule
58A-5.0181, FAC.;
4. The resident” s contract described in Rule
58A-5.025 F.AC and
5. A health care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.
{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be

, OF

A 162
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retained for 2 years foliowing the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

(q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 1 out of 2 (SR#1) resident ' s
file contained a contract from the home heaith
agency.

Findings include:

Record review of SR#1 ' s file revealed a
prescription dated for home health
services for physical _“evaluation and
treatment. On . at 11:15am the
administrator stated that he'd taken SR#1toa
home health agency for physical

services.

Record review of the home health file revealed no
documentation of a contract between SR#1 or
SR#1' s legal representative and the home
health agency. .

Interviewon ... ... . at11:22am, the
administrator acknowledged the findings and foid
the surveyor that SR#1 had been receiving
services from the home health agency before he
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became the administrator. On at
11:31am, the administrator provided the surveyor
with a contract for home health services. Review
of the contract revealed it to be between the
home heaith agency and the assisted living
facility and not between SR#1 s or SR#1 ' s legal
representative name and the homne health
agencies.
Class it
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TTRIA ARGENCY FOR MERLTE CARE ADMINISTRATON

R(I;((:)KVECRgLTR Better Health Care for all Floridians EL%IEBCEREI-_;_E%? EK
2012
Administrator
A-1 Assisted Living Facility Llc
9410 Sw 52 Terrace

Miami, FL. 33165
Dear Administrator;

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

Attached is the provider's copy of the State (3020) Form, which indi 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 10/04/2012 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 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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

%{4:,1

‘Arlene Mayo-Davis
Field Office Manager

o AL LI
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