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Initial Comments
Assisted Living Facility

A complaint survey, CCR# 2012010061, was
conducted on

Elmeroft at Carroliwood, assisted living facility,
had a deficiency found at the time of the visit,

58A-5.024(4) FAC Records - Inspection
Availability

{4) RECORD INSPECTION.
(a) All records required by this rule chapter shall
be available for inspection at all times by staff of
the agency, the department, the district long-term
care ombudsman council, and the advocacy
center for persons with
{b) The resident ' s records shall be available to
the resndent and the resident ' s legal

surrogate, ian, or
anomey in fact case manager, or the resudent s
estate, and such additional parties as authorized
in writing.
{c) Pursuant to Section 429.35, F.S., agency
repons which pertam to any agency survey,

ing visit, or plaint

investigation shall be avail to the
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:
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Based on record review and interview the facility
did fail to ensure the availability of records for
inspection on 1 (#4) of 4 residents sampled.

Finding include:

On . @ record review was conducted on
resident #4 file. At that time there was no
medication observation record(MOR) for the
month of - 2012. The resident did reside at the
facility from . ... until

On . at approximately 2:30 p.m., an
interview was conducted with the resident
services director. At that time he stated he was
not sure where the MOR was.
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FIORDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK SCOTT " ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
,2012
Administrator
Elmcroft of Carrollwood
2626 West Bearss Avenue

Carrollwood, FL 33618
Dear Administrator:
Re: CCR# 2012010061

This letter reports the findings of a complaint survey 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://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
fessional and i lication of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Panl Brown, HFES, at 727-552-2000.

rely,

(  \Patricia Reid Caufm
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

Meadquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitpi/fahca.myflorids.com

St. Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL 33701

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




