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Initial Comments

An unannounced visit was made to Visionary
Living on for CCR #2012011806.
There was deficient practice noted at the time of
the visit.

58A-5.0182(1) FAC Resident Care - Supervision

An assisted living facility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:

(a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.C.
{b) 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 weli-being of the
individual.

(¢) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident * s health care
provider and other appropriate party such as the
resident ' s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.
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This Statute or Rule is not met as evidenced by:
Based on record review the facility failed to notify
family, health care surrogate or case manager
when there was a significant change for 2 of 3
residents. (#1 and #2).

The findings are:

Based upon record review, Resident #1 was
hospitalized in 2012 there was no
documentation in the record to indicted the family
was notified.

Based upon record review, Resident #2 was
hospitalized in 2012 there was no
documentation in the record to indicted the family |
was notified.

interview with staff on at 11 AM
indicated they do call the families but do not
document it anywhere.
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

ELIZABETH DUDEK
Ré%(vgggg? Better Health Care for all Floridians SECRETARY
,2012
Administrator
Visionary Living, Inc
923 North 77th Avenue

Pensacola, F1. 32506
Dear Administrator:
Re: CCR #2012011806

This letter reports the findings of a state licensure survey that was conducted on L2012 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. 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
http://ahca.myflorida.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 surveyor(s). Should you have any questions please call me at
850-412-4540.

Sincerely,
Field Office Manager
DH/dh
Enclosure
X690
Headquarters Tallahassee Field Office

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

2727 Mahan Drive, Mait Stop #46
Tallahassee, FL. 32308
Phone 850-412-4540; Fax (850) 922-9162




