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A0OC Initial Comments ! A00C
Assisted Living Facility

Amonitoring visit for closure was conducted on
/o

Palani's Inc, Assisted Living Facility had a
deficiency found at the time of the visit.

AZB27 408.812, FS Unlicensed Activity : AZ827

{1) A person or entity may not offer or advertise
services that require licensure as defined by this
part, authorizing statutes, or applicable rules to |
the public without obtaining a valid license from
the agency. Alicenseholder may not advertise or
hold out to the public that he or she holds a i
license for other than that for which he or she
actually holds the license. f

{2) The operation or maintenance of an

unlicensed provider or the performance of any |
services that require licensure without proper
licensure is a violation of this part and authorizing i
statutes. Unlicensed activity constitutes harm that |
materially affects the health, safety, and welfare

of clients. The agency or any state attorney may, i
in addition to other remedies provided in this part,
bring an action for an injunction to restrain such
vielation, or to enjoin the future operation or
maintenance of the unlicensed provider or the
performance of any services in violation of this
part and autherizing statutes, until compliance
with this part, authorizing statutes, and agency
rules has been demonstrated 1o the satisfaction
of the agency.

|

(3) Itis untawful for any person or entity to own,
operate, or maintain an unlicensed provider. If
after receiving notification from the agency, such

AHCA Form 3020-0001

TIMLE (X6) DATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
STATE FORM seen 078811 # continuation sheet 1 of 3




Agency for Health Care Administration

PRINTED: 09/12/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (XT) PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

AL11967328

(X2) MULTIPLE CONSTRUCTION

A. BULDING
B. WING

{X3) DATE SURVEY
COMPLETED

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

§ 1807 S VALRICO ROAD
PALANT'S INC, ALF VALRICO, FL. 33594

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5}
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY})

CROSS-REFERENCED TO THE APPROPRIATE DATE

person or entity fails to cease operation and apply
for a license under this part and authorizing
statutes, the person or entity shall be subjectto |
penalties as prescribed by authorizing statutes
and applicable rules. Each day of continued
operation is a separate offense.

{4) Any person or entity that fails to cease
operation after agency nofification may be fined
$1,000 for each day of noncompliance.

{5) When a controlling interest or licensee has an
interest in more than one provider and fails to
license a provider rendering services that require |
licensure, the agency may revoke all licenses and |
impose actions under s. 408.814 and a fine of
$1,000 per day, unless otherwise specified by
authorizing statutes, against each licensee until
such time as the appropriate license is obtained
for the unlicensed operation.

{8) In addition to granting injunctive relief

pursuant to subsection (2), if the agency
determines that a person or entity is operating or
maintaining a provider without obtaining a license |
and determines that a condition exists that poses
a threat to the health, safety, or welfare of a client
of the provider, the person or entity is subject to
the same actions and fines imposed against a
licensee as specified in this part, authorizing
statutes, and agency rules.

{7} Any person aware of the operation of an
unlicensed provider must report that provider to
the agency.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, it was
determined that the facility was conducting
unlicensed activity without a valid license.
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Findings include:

Based on observation and interview, on
wall, had an expiration date of /
were 4 residents in the facility along with
member.

An interview with the Administrator, on

Unclassed

Widespread
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A

at 10:00 a.m,, the facility's license, posted on the
. There i

1 staff

/ at

10:15 a.m., revealed sihe was aware that the
license had expired and that s/he has not
cempleted the renewal at the time of the visit.
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATKON

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

L2012

Administrator
Palani's Inc, ALF
1807 § Valrico Road
Valrico, FL. 33594

Dear Administrator:

This letter reports the findings of a monitoring visit for closure that was conducted on ,2012,bya
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiency that was identified on
the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct this deficiency within thirty
days of the date of this letter unless the Agency has approved another timeframe. Staff from this office will
conduct a review to verify that the necessary corrections are in place to correct the deficiency 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://ahea 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. Should you have any questions please calt
Paul Brown, HFES, at 727-552-2000,

iigerely,

ricta Reid Cautman
é{l" Field Office Manager
PRC/kpr

Enclosure: State Form 3020

Headquarters

2727 Mahan Drive
Taliahassee. FL 32308
hitpitahoa myflofida.com

St. Petersburg Field Office
525 Mirror Lake Drwe North, Suite 410 A
Petersburg, FL 33701

Phone (727) 552 2000 Fax (727) 552-1161




