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Initial Comments

This was an unannounced biennial ficensure
survey conducted on .
Deficiencies were identified at the time of the
survey.

58A-5.0181(2) FAC Admissions - Health
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) A medical examination completed within 60
calendar days prior to the individual ' s admission
to a facility pursuant fo 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 heatth-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
individual;

4. Any special diet required by the individual;

5. Afist 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. Astatement 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 fiving facility, and

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed health care
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provider. The medical examination may be
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
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
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:/iwww.fdhc. state. flLus/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.

a. items 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 licensed
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
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apply for residents receiving:
a. Extended congregate care (ECC) services in
facilities holding an ECC license;
b. Services under community fiving support plans
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services; and
d. Medicaid waiver services.
{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 departiment, 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
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
ficensed health care provider conducting the
medical examination may be attached to the
health assessment. Alicensed health care
provider may attach a - arder for
residents who do not wish

to be administered in the case of

or

{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 exernpt from the
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examination requirements of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facllity ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for reguiar
admission.

This Statute or Rule is not met as evidenced by:
Based on resident record review and an inferview
with the administrator, the facility failed to ensure
that a health assessment was documented on
AHCAForm 1823, 2010 for two of two
residents (#1and #2) reviewed,

The findings include:

Areview of rRsidents #1 and #2's records

revealed that the health assessments were

completed on Form 1823, 2010,

This was confirmed by the administrator on
, 2012 at 12:00 pm.

Class Il

Correction Date: , 2012

58A-5.0185(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.
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{a) No prescription drug shali be kept or
administered by the facility, including assistance
with self-administration of medication, unless it is
properly fabeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident ' s name,; and

2. Identification of each medicinal drug product in
the container.

{b) Except with respect to the use of pill
organizers as described in subsection (2}, no
person other than a pharmacist may transfer
medications from one storage container to
another.

{c} if the directions for use are " as needed " or
" as directed, " the health care provider shall be
contacted and requested to provide revised
instructions. Foran " as needed " prescription,
the circumstances under which it would be
appropriate for the resident to request the
medication and any limitations shall be specified;
for example, " as needed for pain, not to exceed
4 tablets per day. " The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the
medication record, or a revised label shall be
obtained from the pharmacist

{d) Any change in directions for use of a
medication for which the facility is providing
assistance with self-administration or
administering medication must be accompanied
by a written medication order issued and signed
by the resident ' s health care provider, or a faxed
copy of such order. The new directions shall
promptly be recorded in the resident' s
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medication observation record. The facility may
then place an " alert” label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.

{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable

(fi The facility shall make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filled
or refilled in a imely manner.

(g) Pursuant to Section 465.0276(5), F.S., and
Rule 64F-12.008, F A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,
which shali also include the practitioner ' s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. if
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shall be kept in a container that
bears a label containing the following:

1. Practitioner ' s name;

2. Resident ' s name;

3. Date dispensed;

4. Name and strength of the drug;

5. Directions for use; and

8. Expiration date

{h} Pursuant to Section 465.0276(2)(c}, F.S.,
before dispensing any sampie or complimentary
prescription drug, the resident' s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order.
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This Statute or Rule is not met as evidenced by:
Based on resident record review and staff
interview, the facility failed to revise the
medication observation record (MOR) for 1 of 2
sampled residents (#2) to reflect the current
prescription label.

The findings include:

Areview of Resident #2's MOR revealed that the
resident was prescribed Calcitrol with the dosage
and instructions: 0.5 meg {micrograms), take 1
cap by mouth twice a day. The medication bottle's
label included the dosage and instructions:
Calcitrol 0.25 meg, take 2 caps twice a day.

An interview with the administrator confirmed that
the label and MOR should match and would get
changed.

Class itl

Correction Date: 2012

58A-5.025(1) FAC Resident Contracts

Resident Contracts.

(1) Pursuant to Section 429.24, F.§., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the foliowing 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
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is licensed to provide such services.

{b) The daily, weekly, or monthly rate.

(c) A list of any additional services and charges to
be provided that are not included in the daily,
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 i of 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 shail conform to Section
426.24(3), F'S.

{h) Awritten bed hold policy and provisions for
terminating a 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 facility. 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 received, 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
the resident does not have a responsible party to
act in the resident ' s behalf.

(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, 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
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resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
placement. If there is disagreement regarding the
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
88A-5.0181(2), F.A.C,, and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule

{1) The facility ' s policies and procedures for
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.

{m) The facility ' s policies and procedures related
to a properly executed

This Statute or Rule is not met as evidenced by:
Based on resident record review and an interview
with the administrator, the facility failed to ensure
that the contract allowed the resident to terminate
the contract with 30 days notice, for two of two
residents (#1 and #2) reviewed

The findings include:

Areview of Residents #1 and #2's records
revealed that the contracts required a 45 day
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the facility.

, 2012 at 12:00 pm.

Class 1t

Correction Date:

notice for the resident to terminate a contract with

This was confirmed by the administrator on

2012
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2012

Administrator
Arlington Haven

6320 Arlington Road
Jacksonville, FL 32211

Dear Administrator:

This letter reports the findings of a state biennial licensure survey that was conducted on 2012 by
representatives of this office.

Attached is the provider's copy of the State (3020) Form, which indicates 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 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
m;[ﬁahca.mxﬂorida.comf?ublicagipns/Foms.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 surveyors. Should you have any questions please call this office at

Sincerely,

ke i

Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

JPL/CB/KW/sm
Enclosure

Jacksonville Fieid Office

921 N. Davis St, Bldg. A, Suite 115
Jacksonvitie, FL. 32209

Phone {904) 798-4201; Fax (904) 359-6054

Headguarters

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




