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{A 000} Initial Comments {A 000}

This reporis the status of the deficiencies issued

during the Assisted Living Facility biennial :

relicensure survey conducted on at
| Bird's Eye Residence,

During the licensure revisit survey, conducted on }
L Bird's Eye Residence had 2 outof 8 |
deficiencies corrected at the time of the survey.
Specifically, A 0008 and A 0054

The following 7 out of 8 deficiencies remain §
i uncorrected. Specifically: A 0081, A 0083, A 0080,
A0160, A0161, A0162 and A 0167,

{A 081} 58A-5.0191(2) FAC Training - Staff In-Service {AC81}
88=D
(2) STAFF IN-SERVICE TRAINING. Facility
¢ administrators or managers shall provide or
arrange for the following in-service training to
| facifity staff
(a) Staff who provide direct care to residents,
ottier than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 58A-8.0085, 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 i
compliance with the staff iraining requirements of |
29 CFR 1910.1030, relating to .._. .| borne
: R may be used to 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. i
2. Reporting adverse incidents. i
3. Facility emergency procedures including
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NAME OF PROVIDER OR SUPPLIER

BIRD'S EYE RESIDENCE, LLC

STREET ADDRESS. CITY, STATE, ZiP CODE

840 SW 50 AVENUE
MARGATE, FL. 33068

1 {d) Staff who provide direct care to residents,

i 1. Resident behavior and needs.

: within 30 days of employment in safe food
. (f) Al facility staff shall receive in-service training
, response policies and procedures within thirty

i 1. All facility staff shali be provided with a copy of
i the facility * s resident elopement response

chain-of-command and staff roles relating to
emergency evacuation. i
(c) Staff who provide direct care fo 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

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
foliowing subjects:

2. Providing assistance with the activities of daily .
fiving. i
(e) 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

handling practices.

regarding the facility ' s resident elopement
(30) days of employment.

policies and procedures.

2. All facllity staff shall demonstrate an
understanding and competency in the

implementation of the eiopement response
policies and procedures

This Statute or Rule is not met as evidenced by: |

(X4} SUMMARY STATEMENT OF DEFICIENCIES %] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE
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DEFICIENCY}
{A 081} Continued From page 1 {A 081}
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{A 081} Continued From page 2 {A 081}

Based upon observation, record review and
interview, it was defermined that the facility failed

, to ensure that staff members who provide direct

care to residents received the required training in
accordance with Rule 59A-8.0095 F.A.C for 1 out
of 3 sampled employees (Employee #1).

: The findings include:

Atour of the facility was conducted on

at approximately ©:34 AM with the staff member
in charge, who identified herself as Employee #1.
Review of this individuals personnel file revealed
a Florida Driver's License for Employee #1, which
revealed the staff member in charge was not
in-fact Employee #1. During a further
investigation, an interview was conducted with the

: staff member in charge on tat 9:38 AM,

who was able to verify her name as that of
Employee #1, but provided a different date of
birth, address and marital status. The records
also revealed that the staff member in charge
attended a different high schoo! and received her
fraining in another state which was different from
the information provided by the staff member in
charge. Further investigation revealed there was
no personnel record available for review for this
staff member left in charge. An interview was
conducted with the facility Administrator via phone
on _._..__._atapproximately 10:30 AM during
which she stated that she was sure the staff

i member in charge was employee #1. She could

not provide an explanation as to the
discrepancies in identification or personal
information for the staff member in charge.
Class 1ll

This is an uncorrected deficiency.

STATE FORM

AHCA Form 3020-00601

s 441012

¥ continuation sheet 3 of 18




Agency for Health Care Administration

PRINTED: 10/15/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICUIA

IDERTIFICATION NUMBER
DENTIFIGATION NU A BUILDING

VNG __

AL11967891

(X2) MULTIPLE CONSTRUCTION

(X2) DATE SURVEY
COMPLETED

o R

NAME OF PROVIDER OR SUPPLIER

BIRD'S EYE RESIDENCE, LLC

840 SW 50 AVENUE
MARGATE, FL. 33088

STREET ADDRESS, CITY, STATE, ZIF CODE

{A 083} 58A-5.0191(4) FAC Training - First Aid and
S8=i

X410 SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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{4 083}: Continued From page 3 | (n083)

|

: (A 083}

i

(4) FIRST AID AND _ i
A staff member who

has completed courses in First Aid and and

holds a currently valid card documenting

completion of such courses must be in the facility
' at all times.
(a) Documentation of attendance at First Aid or

course offered by an accredited college,

university or vocational school; a licensed
hospital; the American Red Cross, American

... :Association, or National Safety Council; or
a provider approved by the Department of Health,
shall satisfy this requirement
(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
. Based on record review and interview, the facility

failed to ensure a staff member who has

completed courses in First Aid and .

currently holds a valid card documenting
. completion of such courses, is in the facility at all
: times.

and

The findings include:

Atour of the facility was conducted on

at approximately 9:34 AM with the staff member
in charge, who identified herself as Employee #1.
Review of this individuals personnel file revealed
a Florida Driver's License for Employee #1, which i

revealed the staff member in charge was not i |
AHCAForm 3020-0001
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{A 083} Continued From page 4

in-fact Employee #1. During a further
investigation, an interview was conducted with the
staff member in charge on at 9:35 AM,
who was able to verify her name as that of
Employee #1. However, she provided a different
date of birth, address and marital status. The
records also revealed that the staff member in
charge (Employee #1) attended a different high
school and received her training in another state
which was different from the information provided
by the staff member in charge (Employee #1).
Further investigation revealed there was no
personnel record avaltable for review for this staff
member left in charge (Employee #1). During a
further interview, Employee #1 stated that she
has been working at the facility since
2012. She also stated that she had completed
: the required and First Aid training, which she
had provided to the Administrator, she however
i could not state where the training was filed as the
© information contained in the personnel file for
Employee #1 was not hers.

An interview was conducted with the facxlxty
administrator via phone on .

approximately 10:30 AM during which she stated
that she was sure the staff member in charge
was employee #1. She could not provide an
explanation as to the discrepancies in

member in charge.
Class il

This is an uncorrected deficiency.

{A 080F 58A-5 0191( 11} FAC Training - Do Not
$8=D = Orders

an

identification or personal information for the staff

|

{A 083}

i
| {ACe0}
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{A 090} Continued From page § i {a 090y
| TRAINING. :

{a) Currently employed factiity administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s poficies 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 i within 30 days after
employment.
{c) Training shall consist of the information
included in Rule 58A-5.0186, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
faited to ensure 1 out of 3 sampled employees
received training In the facility ' s policies and
procedures regarding , as required
(Employee #1).

The findings include:

Actour of the facility was conducted on

at approximately 8:34 AM with the staff member

{ in charge, who identified herself as Employee #1
Review of this individuals personnel file revealed
a Florida Driver's License for Employee #1, which
revealed the staff member in charge was not
in-fact Employee #1. During a further
investigation, an interview was conducted with the
staff member in charge on . . ... ... &t 9:35 AM,
who was able to verify her name as that of
Employee #1. Howsver, she provided a different
date of birth, address and marital status. The

AHCA Form 3020-0001
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{A 090} Continued From page 6 {A 080}

records also revealed that the staff member in
: charge (Employee #1) attended a different high
schoo! and received her training in another state

1 was different from the information provided

by the staff member in charge (Employee #1).
Further investigation revealed there was no
personnel record available for review for this staff
member left in charge (Employee #1). Afurther
interview was conducted with the staff member in
charge on : at approximately 10:12 AM.
She stated she was not sure if she had
completed the required +training and the
. documentation found in the personnel file was not

hers. She aiso stated that she has been working

at the facility since ~of 2012,

An interview was conducted with the facx\ity
! administrator via phone on
approximately 10:30 AM during whlch she stated
that she was sure the staff member in charge
was employee #1. She could not provide an
explanation as to the discrepancies in
| identification or personal information for the staff
. member in charge.

An interview was conducted with the staff
member in charge on at approximately
10:12 AM. She stated she was not sure if she
had completed the required training, and |
the documentation found in the personnel file for
empioyee #1 was not hers.

Class

This is an uncorrected deficiency,

{A 160}, 58A-5.024(1) FAC Records - Facility {A160}
88=D :
Records.
The facility shalt maintain the following written
AHCA Form 3026-0001
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{A 180} Continued From page 7 {A 160}

records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Eider Affairs and

i Agency staff.

i (1) FACILITY RECORDS. Facility records shall

include:

(a) The facility * s ficense which shall be displayed

in a conspicuous and public place within the

facility.

| (b) An up-to-date admission and discharge log

i 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 discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is the date of
Readmission of a resident to the facility after
discharge requires @ 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,
FAC.
{¢) Alog listing the names of all temporary
emergency placement and respite care residents |

if not included on the log described in paragraph ‘ i

(b). :

(d) An up-fo-date record of major incidents i
oceurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals Involved,

| 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
individuals having first hand knowledge of the

AHACA Form 3020-0001
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Continued From page 8 {A 180}

{A160};

; incidents, inciuding paid staff, volunteer staff,
| emergency and temporary staff, and student

interns.
() 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.

(f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FA.C.;

{g) The facility ' s liability insurance policy
required under Rule 58A-6.021, F A.C

(h) For facilities which have a surety bond, a copy

| of the surety bond currently in effect as required

by Rule 58A-5.021, F.A.C.

{i} The admission package presented to new or
prospective residents (less the resident’s
contract) described in Rule 58A-5.0182, F.AC.

1 (j) f the facility advertises that it provides special

care for persons with Alzheimer ' i disease
related disorders, i copy of all such facility

. advertisements as required by Section 429.177,
PF.8.

(k) A grievance procedure for receiving and

| responding to resident complaints and

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

locat authority or the State Fire Marshal pursuant ;

to Section 429.41, F.S., and Rule Chapter
BYA-40, F A.C., issued within the last two (2)
years.

AHCA Form 3¢20-0001
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{A 160} Continued From page 9 A 160}

{n) All sanitation inspection reports issued by the
county health department pursuant fo Section H
381.031,F.8,, and Chapter 64E-12, FAC,, H
issued within the last 2 years.

{0} Pursuant to Section 429.35, F.§., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratorfums issued by the agency within the
last 5 years.

{p) Additional facility records requirements for
 faciliies holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.028,
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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the facility admission and
discharge log was accurate and up-to-date,

! The findings include:

Areview of the facility admission and discharge
log revealed that Resident #5 was admitted io the

facility on An interview was conducted
with Employee #1 who was left in-charge of the
facility on ... ..__ ._ at 10:21 AM. She stated that

Resident #5 had expired about fwo weeks ago
and she was not sure of the exact date. There
was no documentation in the admission i
discharge log that the resident was discharged

and/or the date the resident expired, as required. |

Class Il

AHCA Form 3020-6001
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1A 161} 58A-5.024(2) FAC Records - Staff {A181}
88=D

{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
disease tuberculosis, 1 addition,
records shall contain the following, as applicable:
1. Documentation of compliance with all staff
| training required by Rule 58A-5.0191, FA.C.;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
i certification;
3, Documentation of compliance with level 1
background screening for all staff subject to
screening requirements as required under Rule i
58A-5.019, FAC,
4, A copy of the job description given to each staff
member pursuant to Rule 58A-5.019, F A.C., for
| facilities with a licensed capacity of seventeen
(17) or more residents; and :
5. Documentation of facility direct care staff and |
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
TFAC.
. {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 fo residents and the facility. However, |
the facility must raintain a copy of the contract i
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,
FAC.
(¢} The facility shall maintain the facility ' s written
work schedules and staff time sheets as required |
under Rule 58A-5.019, FAC., for the last 8 i
months.
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{A 161} Continued From page 11 {A 161}

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure 1 out of 3 sampled employee files |
contained documentation of all the required 1
! components (Employee #1) '
H
The findings include: :

Atour of the facility was conducted on

| at approximately 9:34 AM with the staff member
in charge, who identified herself as Employee #1

| Review of this individuals personnel file revealed

| a Florida Driver's License for Employee #1, which

; revealed the staff member in charge was not
in-fact Employee #1. During a further
investigation, an interview was conducted with the
staff member in charge on . . at 935 AM,
who was able to verify het name as that of
Employee #1. However, she provided a different
date of birth, address and marital status. The
records also revealed that the staff member in
charge (Employee #1) attended a different high
school and received her training in another state
which was different from the information provided
by the staff member in charge (Employee #1).
Further investigation revealed there was no P
personnel record available for review for this staff |
member left in charge (Employee #1). A further |
interview was conducted with the staff member in

charge on _._..__ . atapproximately 10:12 AM.
She stated she that she has been working at the
facility since , 2012

An interview was conducted with the famhty
administrator via phone on §
approximately 10:30 AM during which she stated |
that she was sure the staff member in charge

was employee #1. She could not provide an

AHCA Farm 3020-0001
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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;
2

3. Race;

4, Date of birth;

5. Place of birth, if known;

8. Social security number,

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

of kin, responsible party, or other person the
 resident would like to have nofified 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, FA.C

{c) Any health care provider' s orders for

medications, nursing services, therapeutic diets,

, or other services o be

provided. supervised, or implemented by the

facility that require a health care provider' s

order.

therapeutic diet pursuant to Rule 58A-5.020,
FAC.

{e) The resident record described in paragraph
58A-5.0182(1)e), FAC

{f) A weight record which is initiated on
admission. Information may be taken from the

8. Name, address, and telfephone number of next

(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION $HOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
{A 161} Continued From page 12 {A 187}
explanation as to the discrepancies in
identification or personal information for the staff
member in charge.
! Class Hll
{A 182} 58A-5.024(3) FAC Records - Resident {A162}
88=D

(d) A signed statement from a resident refusing a |
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resident ' s health assessment. Residents
 receiving assistance with the activities of daily
living shall have their weight recorded
| semi-annually.
{g) For facilifies 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 facilities 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, FA.C.
(i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, 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
monihly written statement of any transaction
made on behalf of the resident as required under
Section 428,27, F.8
(k) For any facility which maintains @ separate
trust fund to receive funds or other property
belonging to or due a resident, a copy ofthe
quarterly written statement of funds or other
property disbursed as required under Section

420.27, F.S.
(Iy A copy of Alternate Care Certification for
1 Form,
| CF-ES 1006, ....... 1998, if the residentis 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 documentation from the
Department of Children and Family Services.
(m) Documentation of the appointment of & :
health care surrogate, guardian, or the existence |
AFICA For 3020-0001
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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, FAC.
(o) For apartments, duplexes, quadruplexes, or

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 personai,

¢ 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, F.AC,

4. The resident ' s contract described in Rule

| 58A-5.025, FAC, and
i 5. Ahealth care provider ' s order fora

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, ali resident records shall be
retained for 2 years following the departure of a

. resident from the facility unless it Is required by

contract to retain the records for a longer pericd
of ime. Upon request, residents shall be provided
a copy of their resident records upon departure
rom the facility

(q) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.028,
58A-5.030 and 58A-5.031, F.A.C., respectively

x4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
{A 162} . Continued From page 14 {A 162}
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This Statute or Rule is not met as evidenced by

Based upon record review and interview, it was

determined that the facility failed to ensure that 3
1 out of 4 sampled resident records contained all

)
The findings include:

1. Record review was conducted of the resident's
file and revealed Resident #2, Resident #3 and
Resident #4 all have a confract executed
between the facility and their own individual
Power of Attorney, Further review of the
resident's fiies revealed that there was no
documentation on file of the required paperwork
delegating Power of Attorney for Resident #3 and
Resident #4,

An interview was conducted with the

i administrator on at 1:05 PM during
which she stated that Resident #3 had recently
moved into the facility and that his POA was given

. the documentation but had not yet returned it to
the facility. She also stated that Resident #4 was
her mother and that she was informed that POA
documentation was required and she was

; awaiting a response from her brother, who serves

' as POA for her mother. She stated Resident #2
had a switch in POA and therefore the

: documentation is not up to date.

Class !

This is am uncorrected deficiency.

the required components (Resident #2, #3 and #4 |
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{A 167} 58A-5.025(1) FAC Resident Contracts {A167}
88=D
Resident Contracts.

(1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the

 facility which contains the following provisions:

| (a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and

! extended congregate care services if the facility
is licensed to provide such services.

. (b) The daily, weekly, or monthly rate.
(c) Alist of any additional services and charges to
be provided that are not included in the dalily,
weekly, or monthly rates, or a reference to a

. separate fee schedule which shall be attached to
the contract.
(d) A provision giving at least 30 days written
notice prior to any rate increase.

| {e) Any rights, duties, or obligations - residents,

| other than those specified in Section 429.28, F.S.
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.
(g) Arefund policy which shalf conform to Section
429.24(3), F S.
(hy Awritien bed hold policy and provisions for
terminating @ bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or psychiatric The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is recelved, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident s medical condition,
such as the resident ' s being comatose, prevents ’
the resident from giving written notification and
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| placement. If there is disagreement regarding the

: thereafter, or after a significant change, pursuant !
: to subsection (4) of that rule.
{1y The facility ' s policies and procedures for

: (m) The facility ' s policies and procedures reiated
© to a properly executed

Continued From page 17 {A1B7}

the resident does not have a responsible party 1o
act in the resident ' s behalf.

(i) A provision statmg whether the organization is
affiliated with any religious organization, and, if
so, which organization and its relationship to the
facility.

(j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer 1o a care setting that has services
needed by the resident. In the event the resident
has no person fo represent him, the facility shalt
refer the resident to the social service agency for

appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.

(k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.AC., and every 3 years

self-administration, assistance with
self-administration and administration of
medications, If applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
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{A 167} Continued From page 18

failed to ensure that a resident's legal
representative executed a coniract with the facility
for 1 out of 3 sampled residents (Resident #4).

The findings include:

Review of the contract for Resident #4 revealed
| the contract was executed on behalf of the
resident by the administrator who also signed the
contract on behalf of the facllity. An interview was
: conducted with the Administrator on at
approximately 2:10 PM during which she stated
 that originally she admitted her mother to the
facility but later on her family decided that her
brother should become the Power of Altorney
(POA) for their mother. She admitted that she did
not know that it was necessary for her to have the
paperwork redone with the new POA.

Class Il

; {A 167}

AHCA Form 3020-0001
STATE FORM

528 441012

If Gontinwiation shes! 19 of 19



SR RATN

RICK SCOTT ELIZABETH DUDEK

GOVERNOR Better Health Care for all Floridians SECRETARY
2012
Administrator

Bird's Eye Residence, Lic
840 SW 50th Avenue
Margate, FL 33068

Dear Administrator:

‘This letter reports the findings of a revisit survey conducted on 2012 by a representative from
this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form
3020), which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit.

All deficiencies shall be corrected no later than . 2012,

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://aheamyflorida.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 representative. Should you have any questions please call this

office at (561) 381-5840.
Arlene Mayo - {t{:g

£ Field Office Manager

AMD/jw
Enclosure
BBT7

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach. FI, 33484

Phone (581) 381-5840; Fax (861) 498-5824

Headguariers

2727 Mahan Drive
Tailahassee, FL 32308
hite:/fanca.myflorida.com




