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Initial Comments
Assisted Living Facility

A complamt survey, CCR# 201 2008692 was

d on with an
extended congregate care {ECC) monitoring visit,
see {(Aspen Event A8VA11).

Palm Avenue Baptist Tower ALF had a deficiency
found at the time of the visit.

58A-5.0181(1) FAC Admissions - Criteria

Admission Proced! of
Placement and Contmued Resrdency Criteria.

(1) ADMISSION CRITERIA, An individual must
meet the following minimum criteria in order to be
admitted to a facility holding a standard, limited
nursing or limited mental health license:

{a) Be at least

{b) Be free from sngns and symptoms of any
communicable which is likely to be
transmitted to other residents or staff, however, a
person who has

{ ) 1 may be admitted to a facility,
provided that he would otherwise be eligible for
admission according fo this rule.

(c) Be able to perform the activities of daily living,
with supervision or assistance if necessary.

(d) Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

(e) Be capable of taking hisfher own medication
with assistance from staff if necessary.

1. if the individual needs assistance with
self-administration the facility must inform the
resident of the professional qualifications of
facility staff who will be providing this assistance,
and if unlicensed staff will be providing such
assistance, obtain the resident ' s or the resident '
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s ian, or attt infact's
written |nformed consent to provnde such
assistance as required under Section 429.256,
F.S.

2. The facility may accept a resident who requires
the administration of medication, if the facility has
a nurse to provide this service, or the resident or
the resident ' s legal representative, designee,
surrogate, guardian, or attorney-in-fact contracts
with a licensed third party to provide this service
to the resident.

{f) Any special dietary needs can be met by the
facility.

{g) Not be a danger to self or others as
determined by a physician, or mental health
practitioner licensed under Chapters 490 or 491,
F.S.

{h) Not require licensed professional mental
health treatment on a 24-hour a day basis.

(i) Not be bedridden.

{j} Not have any or 4 pressure sores. A
resident requiring care of a pressure
may be admitted provided that:

1. The facility has a LNS license and services are
provrded pursuant to a plan of care issued by a

p or the resident directly with a
licensed home health agency or a nurse to
provide care;

2. The condition is documented in the resident ' s
record; and

3. If the resident ' s condition fails to improve
within 30 days, as documented by a licensed
nurse or physician, the resident shall be
discharged from the facility.

(k) Not require any of the following nursing
services:

1. Oral, . hor
suctioning;

2. Assistance with tube feeding;
3. Monitoring of gases;
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4, Intermiftent positive pressure breathing

Jor
5. Treatment of surgical or wounds,
unless the surgical or land the
condition which caused it have been stabilized
and a plan of care developed.

{1) Not require 24-hour nursing supervision.

{m) Not require skilled rehabilitative services as
described in Rule 59G-4.290, F.A.C.

{n} Have been determined by the facility
administrator to be appropriate for admission to
the facility. The administrator shall base the
decision on:

1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 429.26,
F.S., and subsection (2) of this rule;

2. The facility " s admission policy, and the
services the facility is prepared to provide or
arrange for to meet resident needs; and

3. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established under Section 429.41, F.S., and Rule
Chapter 69A-40, F.AC.

{o) Resident admission criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed fo ensure that the health assessments for 2
{#1 & 3) of 3 residents contained all required
information.

Findings include:

1.A review of the record for resident #1
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revealed the health assessment (1823) dated
did not include

the type of assistance the resident requires with

her medications. This portion of the assessment

was blank.

2. Areview on the same date of the record for
resident #3 revealed the health assessment

dated was left blank concerning whether
the resident is capable of self managing his
ications of requires assi: with self

administered medications.

The facility staff interviewed at about 3 p.m.
stated they had not noticed this portion of the
assessments was left blank.

Class 1l

Pattern
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'FUORIDA AGENCY FOR MEALTH CARE ADMINTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
,2012
Administrator

Palm Avenue Baptist Tower ALF
215 East Palm Avenue
Tampa, FL 33602

Dear Administrator:
Re: CCR# 2012008692 & ECC Monitoring Visit
This letter reports the findings of a laint survey and ded care (ECC) monitoring visit that
were conducted on , 2012, by a representative 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. Staff from this office
will conduct a review 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
://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 Provlders on tlns page. Your feedback is encouraged and valued, as our goal is to ensure the
ional and ion of the survey process.

p PP

Thank you for the assistance provided to the surveyor. Should you have any questions please call

Paul Brown, HFES, at 727-552-2000.
@erely, g
atri

icia Reid Caufman
Field Office Manager

PRC/kpr

Enclosures: State Forms 3020

8t, Petersburg Field Office

625 Minor Lake Drive North, Suite 410 A
§t. Petersburg, FL 33701

Phone (727) 552-2000; Fax (727) 652-1161

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp/iahea.myflorida.com




