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Initial Comments

A Standard Biennial survey was conducted on

.. Magda's Home, Assisted Living
Facility had deficiencies found at the time of the
visit

58A-5.0181(3) FAC Admissions - Admission
Package

{3) ADMISSION PACKAGE.

(a) The facility shall make available to potentlal
awritten which i

the foliowing information listed below. A copy of

the facility resident contract or facility brochure

containing all the required information shall meet

this requirement.

1. The facility ' s residency criteria;

2. The daily, weekly or monthly charge to reside

in the facility and the services, supplies, and

accommodations provide by the facility for that

rate;

3. Personal care services that the facility is

prepared to provide to residents and additional

costs to the resident, if any;

4. Nursing services that the facility is prepared to

provide to residents and additional costs to the

resident, if any;

5. Food service and the ability of the facility to

accommodate special diets;

6. The availability of transportation and additional

costs to the resident, if any;

7. Any other special services that are provided by

the facility and additional cost if any;

8. Social and leisure activities generally offered

by the facility;

8. Any services that the facility does not provide

but will arrange for the resident and additional

cost, if any;

10. A statement of facility rules and regulations

that residents must follow as described in Rule

A000

A009
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68A-5.0182, FAC.;
11. A statement of the facility policy conceming
pursuant fo Section

429.255, F.S. and Rule 58A-5.0186, FA.C,, and
Advance Directives pursuant to Chapter 765, F.S.
12. if the facility also has an extended oongregate
care p the ECC prog 's
cn‘teria; and a description of the additional
personal, supporfive, and nursing services
provided by the program; additional costs; and
any limitations, if any, on where ECC residents
must reside based on the policies and

jures described in Rule 58A-5.030, FA.C;
13. If the facility advertises that n provides specxal
care for persons with and
related ., @ written description of those
special services as required under Section
429.177,F.8.; and
14. A copy of the faciiity * s resident elopement

policies and p

{b) Prior to or at the time of admission, the
resident, responsible party, guardian, or atiormney
in fact, if applicable, shall be provided with the
following:
1. Acopy of the resident’ s contract which meets
the requirements of Rule 58A-5.025, F.AC,;
2. Acopy of the facility statement described in
paragraph (a) of this subsection if one has not
already been provided;
3. Acopy of the resident ' s bill of rights as
required by Rule 58A-5.0182, F.A.C, and
4. AlLong-Term Care Ombudsman Council
brochure which includes the telephone number
and address of the district council.
{c) D ired by this ion shall
be in English. if the resident is not able to read, or
does not English and
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
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Continued From page 2
communicate the information to the resident.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to obtain a Limited Nursing Services (LNS)
servi for 2 outof 2 d
residents (Resident #1 and #2).

The findings include:

Posted license review revealed the facility holds a
standard license for 6-bed capacity.

Sampled residents record review for Resident
#1's and #2's contracts revealed that the facility
holds a standard license with Limited Nursing
Services (LNS) for 6-bed capacity.

On at about 11:30 a.m. the facility
administrator confirmed that the facility did not
have Limited Nursing Services (LNS) services
component.

Class lit

58A-5.0182(6) FAC; 429.28 FS Resident Care -
Rights & Facility Procedures

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.
{a) Acopy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
issi ided o Rule

58A-5.0181, FAC.
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(b) In accordance with Section 429.28, .8, the
facifity shall have a written grievance procedure
for receiving and responding fo resident

ints, and for resi to
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.
{c) The address and telephone number for
lodging complaints against a facility or facility staff
shall be posted in full view in a common area

ible to all resi The and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with
1(800)342-0823; the Florida Local Advocacy
Council, 1{800)342-0825; and the Agency
Consumer Hotline 1(888)419-
(d) The stat\ewtde toll-free te!ephone number of

Hotiine " 1(800)96
1(800)962-2873 " shall be posted in full view |n a
area to all
(e) The facility shall have a written statement of
its house rules and procedures which shall be
ded in the
pursuant to Rule §8A-5.0181, F.A. C. The rules
and procedures shall address the facility ' s
policies with respect to such issues, for example,
as resident responsibilities, the facility ' s
and tobacco policy, medication storage, the
delivery of services to residents by third party
provuders resndent elopement and other
and
schedules, and requirements.
(f) Residents may not be required to perform any
work in the facility without compensation, except
that facility rules or the facllity contract may
include a requirement that residents be
ible for cleaning their own ing areas

or apanments If & resident is employed by the
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facility, the resident shall be compensated, ata
minimum, at an hourly wage consistent with the
federal minimum wage law.
(g) The facnlrty shall provide residents with
access to a telep to facxlttahe the
resident’ s right to unrestricted and
cornmunication, pursuant to Section 428.28(1)(d),
F.S. The facility shall not prohibit unidentified
telephone calls to residents. For faciliies with a
ficensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimum, an accessible
telephone on each floor of each building where
residents reside.
(h) Pursuant to Section 429.41, F.S., the use of
ysical shall be limited to half-bed
rails, and only upon the written order of the
resident ' s physician, who shall review the order
biannually, and the consent of the resident or the
resident ' s representative. Any device, including
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical

429.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
by law, the Constitution of the State

of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,

from and neglect.
(b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c) Retain and use his or her own clothes and
other personal property in hxs or her lmmedlate
living quarts and
personal dlgnrty exoept when the facility can
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demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
()t icted private
receiving and sending unopened
comrespondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of @ am. and @ p.m,
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
(e) Freedom to pamctpate inand benefit from

ity services and activities and to achieve
the highest possible level of independence,

andi ion within the i

{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident ‘s

P or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.

{g) Share a his or her spouse if both
are residents of the facility.

(h) Reasonable opportunity for regular exercise
several times a week and 1o be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

M ise civil and religi liberties, i

the right to independent personal decisions. No
beliefs or i nor any

at religi rvices, shall be i upon any
resident.

(j) Access to adequate and appropnate health
care
standards wrthm the commumty.

{k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is cemﬁed by a
physician to require an

AHCA Form 3020-0001
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facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally , the guardian shall be
given at least 45 days ' notice of a
or
Reasons for ion shall be set

forth in writing. In order for a facility to terminate
the residency of an individual without notice as
provided herein, the facility shall show good
cause in a court of competent jurisdiction.
{1} Present gri and
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or repnsal Each facility shall
establish a grievance procedure to facilitate the
residents ' exercise of this right. Thls right

ludes access to and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to comply with resident’s bilt of rights in
regards to resident confracts.

The findings include:

Resident contract review for Sampled resident #1
and #2 document that:

-Resident understands and agrees that abusing,
or fighting with other residents, employees, or
facility supervisors or administrators is fotally
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Therefore, if resi inany

conduct that is tantamount to or fighting,
such conduct shall be grounds for termination of
this contract and resident agrees further that if
resident engages in such prohibited conduct
resident shall reimburse the facility for any and alt
damages, legal or otherwise resulting from such

- or fighting, including but not fimited to the
cost of legal fees that Employer might expend to
defend itself against any lawsuit that might arise
as a result of the prohibited conduct. Additional,
resident understands and agrees that the facility
is not responsible for the conduct of other
residents. Therefore, residents agree that if
resident is abused or otherwise injured by another
resident, resident will hold for the facifity harmiess
and agrees that any legal or other action against
the facility for said injures shall be null and void. "
" Liability: The facility will not be responsible for
any injury caused by resident to staff or other
resident of the facility. "

The facility needs to provide care and services
appropriate to the needs of residents accepted
for admission to the facility and offer personal
supervision, as appropriate for each resident,
including the following: 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.
Furthermore the facility needs to have qualified
staff to provide resident supervision, provide or
arrange resident service needs and provide
resident care standards.

Interview conducted with the facility administrator
on * at about 1:30 p.m. said she was
unaware that the resident's contract include that
statement because she provide care and services

A030
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Continued From page 8
appropriate to the needs of residents.

Class 1if

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.
(&) Newly hired staff shall have 30 days to submit
a statement from a heatth 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
commuriicating . 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, oris of having, a i

, he/she shall be removed from dufies
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with histher level of education, training,
p ion, and i Staff providi
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall their ibilities,
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) Al staff must comply with the training
requirements of Rule 58A-5.0191, FAC.

(d) Staff provided by a staffing agency or
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a busi entity ing to

provtde direct or indirect services o 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
to 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 keep on file an updated documentation
of freedom from for 1 out of 4 staff
records reviewed (Staff #4).

The findings include:

Personnel record review on revealed
that Staff #4 did not have annually documented
proof of freedom from . The last
statement on file was dated .

On < at about 3:00 p.m. the facility
administrator stated that the facility did not have
the updated documentation of freedom from

for Staff #4.

Class lli
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FLORIDA AGENCY FOR HEAITH CARE ADMINISTRATION

RICK SCOTT L ELIZABETH DUDEK
GOVERNOR Betler Health Care for ail Floridians SECRETARY
,2012
Administrator
Magda's Home

10551 Sw 49 Street
Miami, FL. 33165

Dear Administrator:

This letter reports the findings of a state licensure 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.

Staj m this office will conduct a review after 1o verifv 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

:/fahca. myflorida. blications/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,

/% o)
= wu)»:v@ju&cxm&@/\

lon Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Headquarters

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

Miami Fieki Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (305) 593-3121




