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Initial Comments A

A Standard Biennial Survey of yourwas conducted
on .. VJD Residence ALF Assisted Living

Facility had the following deficiencies found at the
time of the visit.

58A-5.0182(6) FAC; 428,28 FS Resident Care- | A
Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Counci shall be posted in full view in a freely
accessible resident area, and included in the

o Rule

58A-5.0181, FAC.
{b) In accordance with Section 429.28, F.8., the
facility shall have a written grievance procedure
for receiving and responding to resident

p and for resk to
changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.
(¢) 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 resh 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)419-3456.
{d) The statewide toll-free telephone number of
the Florida Hotline " 1(800)96- Lor
1(800)962-2873 " shall be posted in full view in a
common area accessible {o all residents.
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(&) The facility shall have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Rule 58A-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
providers, resident ebpemem and other

and
schedules, and requirements.
{f) Residents may not be required to perform any
work in the facllity without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, at a
minimum, at an hourly wage consistent with the
federal minimum wage law.
{g) The factlrty shall provide residents with
[ access to a telep to facilitate the
resident ' s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8S. The facility shall not prohibit unidentified
telephone calls to residents. For facilities 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
physical - shalf 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 rep ive. Any device, i
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
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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 fo:
{a) Live in a safe and decent living environment,
free 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 his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) L icted private
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 8 p.m.
at a minimum. Upon request, the facifity shall
make provisions to extend visiting hours for
caregivers and out-of-fown guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
< ity services and act and to achieve
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if appiicable, the resident ' s

p f i surrogate, g , O

attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
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(g) Share a his or her spouse if both
are residents of the facility.
MR ity for regular

several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

(i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any

resident.
(i) Access to adequate and appropriate health
care i with ished and i

standards within the community.
(k) At least 45 days ' noftice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
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
nonemergency relocation or residency

ination. 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 reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents | exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
AHCA Form 3020-0001
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special interest groups,

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
1o respect a resident's rights by blocking her in a
staff members bed with a full length couch.

Findings includes:

1. Observation of resident #4 was in the staff
sleeping area of the facility that is located the
front of the facility. | observed and took a photo of
the sleeping arrangements that staff had the
resident sleeping in a staff members bed with a
full length couch blocking the front of the bed and
she resident could not get out of the bed unless
staff moved the couch. Photos were taken and on
the end of the bed there.was a pair of hand cuffs,

2. Interviewed caretaker-owner she stated that
resident was crying in her was a new
resident and they staff placed her in the staff
she would not wake up her
But could not explain why the full length couch
was blocking the front side of the bed to retraind
this resident from leaving the bed at anytime she
wanted.

Class 11l

A 058 58A-5.0185(6) FAC Medication - Storage and A055
$8=D| Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and

p! ces of resi and to

residents to remain as independent as possible,
residents may keep their medications, both

AHCAForm 3020-00061
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prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the
or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;

. The ion Is ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that because of
physical arrangements and the conditions or
habits of resi the | ion of
medication by a resident poses a safety hazard to
other residents; or
6. The facility ' s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.
(b) Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
focked storage receptacle, , o area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medncatlon
ion shall be

Refngerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is

AHCA Form 3020-0001
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located locked;

3 Accessnble to staff responsnble for ﬁlllng
with

or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and
4. Kept separately from the medications of other
residents and properly closed or sealed.
(c) Medication which has been discontinued but
which has not expired shall be returned {o the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. " Such medication may be reused if
re-prescribed by the resident ' s health care
provider.
{d) When a resident ' s stay in the facility has
ended, the administrator shall return all
medications to the resident, the resident's
family, or the resident ' s guardian uniess
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident's
medtcauons are still at the facility, the

ions shail be ¢ idl and
may disposed of in accordance with paragraph

(e) Medioa(ions which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
1o @ pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
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icinal drugs to the dis
pursuant to Rule 54B16-28. 870, F. AC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to have medications locked up in a secured area.

Findings includes:

1. Medications found in back to

the kitchen during tour @ 8:30 am with assistant

of a caretaker #2. A large box was found in the
fuli of old and new medications,

on a cabinet there were small containers of otc

medications without any names on them. In the

found: § mg tab/Januviia

cap/ 40 mg tab/
myg tab/ HCL10-125 mg
tab/Omeorazole 20 mg cap/Certavite

tab/ 1 0.5 mg tab/ (2)
tab/ 14 mg tab/ '
tab/ 40 mg tab/

cream/ + 10gm/15mi sol (2)

All medications without names:
usp 10g/16 mil high tec/ i with

(16 fl oz) 473.1 mil/ 1

large box and paper/plastic bags there were
many different medications in it and all had
different residents names on them. Medications

tab/B- with ! 12.5mg
tab/ 2mg tab/ Rwasngmnte 6 mg

senior- /Bayer . :Regimen-low
dose 81 mg 400 tab/ temp DS
tab/ (2) +1 mg tab/ 5mg

500 mg
50 mg
tab/ 0.1% cream/Silver Sulfa 1%

bottles/ 100 unit/ml vial new/ (2) Megetro!
Acet 40 mg/mi/ 2mg/ml oral conc.

propolis-dietary supplement 11.40z (325g)/1
bottle of Milk of Magesia 12 fi 0z(355 ml)/
10 mg 12 bottles of

50mg

400 mg

solution

bottle of
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syrup/ 1 small plastic container of
Adult Clycerin suppositories count of 12/
1 bottle Top Care-Stomach Relief Antidiarreal/ 1
bottle Extra Strength Pain Relief-caps
-500mg each- ¥ 1 bottle of
rubbing and 1 small container of Biue
ce- gel.
2. Interviewed new owner-caretaker on
@ 9:00am, she confirmed the findings of the
medications were not in a locked and secured
area.
Class HI
A057| 58A-5.0185(8) FAC Medication - Over The AQ57

§8=D| Counter (OTC} Products

(8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term OTC
includes, but is not limited to, OTC medications,

“ ", nutritional supplements and
nutraceuticals, hereafter referred to as OTC
products, which can be sold without a
prescription.

{a) A stock supply of OTC products for muitiple
resident use is not permitted in any facility.

{b) OTC products, including those prescribed by
a licensed health care provider, must be fabeled
with the resident' s name and the manufacturer '
s label with directions for use, or the li

health care provider ' s directions for use. No
other labeling requirements are necessary nor
should be required.

{c) Residents or their representatives may
purchase OTC products from an establishment of
their choice.

{d) A facility cannot require a licensed health care
provider ' s order for all OTC products when a
resident self-administers his or her own

AFICA Form 3020-0001

STATE FORM L VEWW11

If continuation sheet 9 of 35



R I R I R I IR

PRINTED: 11/29/2012

FORMAPPROVED
oF RO ! (X3) DATE SURVEY
AND PLAN OF CORRECTION O i (X2) MULTIPLE CONSTRUCTION COMPLETED
A BULDING ——
B.WING
AL11967481
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1
VJD RESIDENCE ING T 50 STREET
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES s PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE cowpLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A057) Continued From page 9 A057

medn:atlons, or when staff provides assistance
with

to Section 429.256, F.S. A licensed health care *
provider' s order i is required when a Iloensed
nurse p with d
or admlmstranon of medications, whnch includes
OTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and (c} of this subsection are
required.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to have (OTC) medications locked up in a
secured area.

Findings includes:
1. All medications without names:
solution usp 10g/18 mil high tec/ with
propolis-dietary supplement 11,40z (325g)/1
bottle of Milk of Magesia 12 fl 0z(355 mi)/
10mg 12 bottles of
| (16 fl 0z) 473.1 mil/ 1 bottle of
syrup/ 1 small plastic container of
Adult Clycerin suppositories count of 12/
1 bottle Top Care-Stomach Relief Antidiarreal/ 1
bottle Extra Strength Pain Relief-caps.
-500mg each- _ 1 bottle of
rubbing tand 1 small container of Blue
e~ gel.

2. Interviewed new owner-caretaker on

@ 900 am, she confirmed the findings of the
medications were not in a locked and secured
area,

Class Il}

SAS O'IDB 58A-5.019(2) FAC Staffing Standards - Staff A078
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(2) STAFF.

(@) Newly hired staff shall have 30 days to submit
a statement from a health 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 i, Freedom from
must be documented on an annual
basis. A persen with a positive test

must submit a health care provider’ s statement
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
managernent or ownership, without a break in
service. If any staff member is later found to
have, or is susp of having, a

, he/she shall be removed from duties
untif the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,

ion, and i Staff providi
services requiring licensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s heaith care provider in
accordance with this rule chapter.
{c) Ali staff must comply with the training
requirements of Rule 58A-5.0181, F.AC.
{d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to 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
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residents.
{e) For faciiities with a licensed
more residents, the facility shal

to each staff member; and

failed to have 2 out § sampled

Findings includes:
1. Record review revealed that
Admini and

agency or contractor will be providing to

1. Develop a written job description for each staff
position and provide a copy of the job description

2. Maintain time sheets for all staff.

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

their communicable -and  physical
exams updated and completed.

AQ78

capacity of 17 or
I:

employees to have | -

employees #1
i nurse

her exam expired on

in their files.

Class 1§

88=D| Competency Test

COMPETENCY TEST.

did not have their physrica'l exams either updated
or in their files. The administrator started on

RN did not have one at all in his file.
2. Interviewed owner-caretaker on

@
1:00pm, she stated that both employees did not
have their physical exams completed as needed

A 080 58A-5.0191(1) FAC Training - Core & A080

Staff Training Requirements and Competency

est.
(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND

(a) The assisted living facility core training
N § by the d

and the

the dep:

q
AHCA Form 3020-0067
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pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must
successfully complete the assisted living facility
core fraining requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to , 1997,
and managers who attended the core training
program prior to | , 1998, shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part Il of
Chapter 468, F.S., are exempt from this
requirement.
(c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 428.52, F.S.
{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requlrements will be considered a new

or for the p of the
core training requirements and must
1. Retake the assisted living facifity core training;
and
2. Retake and pass the competency test.
{€) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
AFCA Form 3020-0001
STATE FORM haid VEWW11 #f continuation sheet 13 of 35
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the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility.
failed to have the administrator to have her 12
hours of continuing education in topics related to
assisted living every 2 years .

Findings includes: .

1. Record review revealed that employee #
{administrator) started on did not have
her 12 hours of continuing education in topics
related to assisted living every 2 years in her file.

2. Interviewed caretaker-owner on @
1:00 pm, she stated that administrator did not
have the required 12 hours of continuing .
education in topics related to assisted living every
2 years in her file.

Class il

A 085 58A-5.0191(6) FAC Training - Nutrition & Food A085
88=D| Service

{6) NUTRITION AND FOOD SERVICE. The
inistrator or person desi by the
administrator as responsible for the facility * s
food service and the day-to-day supervision of
food service staff must obtain, annually, a
minimum of 2 hours continuing education in
topics pertinent to nutrition and food service in an
assisted fiving facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facifity staff in nutrition and
food service.
AHCA Form 3020-0001
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Food Handling,

Findings includes:

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 2 out § sampled employees to have
their training in the areas of Nutrition and Safe

1 Record review revealed that employees #1
#3 did

A 085

and

on her certification expired on
and employee #3 caretaker started on
Nutrition,

2. Interviewed owner-caretaker on

files

Class Il}

A 086 58A-5.0191(9) FAC Training - ADRD
88=0

(" ADRD " ) TRAINING

have Nutrition and Safe Food Handling either
updated or in their files. The administrator started

did have training in safe food handling but not for

@
1:00 pm, she stated that both employees did not
have Nutrition and Safe Food Handling in their

9) 'S .AND RELATED

REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Building
Code, as adopted in Rule SN-1.001, F.A.
Florida Building Code Adopted, must ensure that
facility staff receive the following training.

(a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall

A088

C.
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obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between i, 1998 and , 2003
shall satisfy this requirement. Facility staff who
meet the requirements for ADRD training

i under px ph {g) of this jon
will be consudered as having met this
requirement, " Staff who have regular contact ™
means staff who interact on a daily basis with
residents but do not provide direct care to
resndems Inmal training, entitled "

Related Level ! Trammg “
must address the following sub;ect areas
1 Understandmg 's
related
2. Characteristics of !

3. Communicating with residents with
8 3
4. Family issues;
5. Resident environment; and
8, Ethical issues.
(b} Staff who have received both the initial one
hour and continuing three hours of ADRD training
pursuant to Sections 400.1755, 428.917, and
400.6045(1), F.8., shall be considered to have
met the initial asssted living facility

- and Relate Levell Trammg
(c) Facility staff who provode direct care to
residents with ADRD must obtain an addmonal 4
hours of training, entitled "
and Related Level Il Training, " within
9 months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection will be
consndered as having met this requirement.

and Related

Level l Training must address the following
subject areas as they apply to these
1. Behavior management;
2. Assistance with ADLs;

AHCA Form 3026-0007
STATE FORM
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3. Activities for residents;

4. Stress management for the care giver; and

5. Medical information,

(d) A detailed description of the subject areas that

must be included in an ADRD curriculum which

meets the requirements of paragraphs (a) and (b)

of this subsection can be found in the document

" Training Guidelines for the Special Care of

Persons with and Related

," dated 1999, incorporated by
ilable from the Dep: of Elder

Affairs, 4040 Esplanade Way, Ta!lahassee

Florida 32399-7000.

{e) Direct care staff shall participate in 4 hours of

continuing education annually as required under

Section 429.178, F.S. Continuing education

received under this paragraph may be used to

meet 3 of the 12 hours of continuing education

required by Section 429.52, F.8., and subsection

{1)of thns rule, or 3of the 6 hours of continuing
for care required

by subsection (7) of this rule.
(f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
Section 429.178, F.8., within three (3) months of
employment. " Incidental contact " means all
staff who neither provide direct care nor are in
regular contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
it or its desi with dc ion

that they hold a Bachelor * s degree from an
accredited college or university or hold a license
as a registered nurse, and:

1. Have 1 year teaching experience as an
educator of caregivers for persons with

's or related ior
2. Three years of practical experience in a

AHCA Form 3020-0001
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&

A 080
88=D

Continued From page 17

program provndmg care to persons with

or related ,or
3 Ci a ialized training prog in
the subject maﬂer of this program and have a
minimum of two years of practical expenence ina
program providing care fo persons with

or related
(h) With to p
(g), aMaster's degree frorn an accredrted
college or university in a subject refated to the
content of this tmming program can substitute for
the Years
experience relamd to the sub;ect maner of this
training program may by-y
basis for the required Bachelor’ s degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have the administrator to have her 12
hours of continuing education in topics refated to
assisted living every 2 years .

Findings includes:

1. Record review revealed that employee # 1

(admmlstrator) started on did not have
and Related ;

Level | Training in her file.

2. Interviewed caretaker-owner on

1:00 pm, she stated that administrator did not

have the required and Related
Level /Il Training in her file

Class Il

58A-5.0181(11) FAC Training - Do Not
... Orders

A08S

AQ80
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(1)
TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility * s policies 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 within 30 days after
employment.

{c) Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:

Based on record review and interview facility

failed to have the administrator to have her
TRAINING,

Findings includes:

1. Record review revealed that employee # 1

(administrator) started on i did not have
s TRAINING.

in her file.

2. Interviewed caretaker-owner on @
1:00 pm, she stated that administrator did not
have the required

TRAINING.
in her file
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A 152| 58A-5.023(3) FAC Physical Plant - Safe Living A152
§8=D Environ/Other

{3) OTHER REQUIREMENTS.
{a) All facllities must:
1. Provide a safe living environment pursuant to
Section 420.28(1)(a). F.S.; and
2. Must be maintained free of hazards; and
3. Must ensure that all existing archnectural

ical and and
appurtenances are maintained in good working
order.
{B) Pursuant to Section 429.27, F.8,, residents
shall be given the option or using their own 7
belongings as space permits. When the facility
supplies the furnishings, each resident

sleeping area must have at least the following

furnishings:
1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;
2. Acloset or wardrabe space for hanging
clothes;
3. Adresser, chest or other furniture designed for
storage of personal effects;
4. Atable, bedside lamp or floor lamp, and waste
basket; and
5. A comfortable chair, if requested.
() The facility must maintain master or duplicate
keys to resident . ... ... to be used in the
event of an emergency.
(d) Residents who use portable bedside -
commodes must be provided with privacy during
use.
{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
AHCA Form 3020-0007
STATE FORM
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A152| Continued From page 20 A152
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to have provided a safe living environment
Imaintained free of hazards.

Findings includes:
1. Observation of the kitchen areas dishhwasher,
observed and took photo of a large roach
running around in the bottom of the dishwasher
where there is clean dishes on trays.
In.___.# ;@ 8:15 am a large window was
missing § window blades. in the resident
’s ceiling van vent was hanging down
{picture was taken @ 8,20 am. In the laundry
celling is missing a ceiling cover and
you can see the inner framing of the facility and
its electric wiring. In the back area of the facility
under a resident's ‘there is a
hospital bed frame and mattress.

2. Interviewed owner-caretaker on
8:45 am, she confirmed the findings.

Class 1l

sAé 1%0 58A-5.024(1) FAC Records - Facility A 160
" | Records.

The facility shall maintain the following written
records in a form, place and systern ordinarily
employed in good business practice and
accessible to Department of Eider Affairs and
Agency stal

{1) FACIL!TY RECORDS. Facility records shall

| AHCA Form 3020-0001
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A180| Continued f‘-’rom page 21
include:

facility.

resident " s:
resident was admitted, and if applicable,

pressure ... . and

(a) The facility ' s license which shall be dlsp!ayed
in a conspicuous and public place within the

{b) An up-to-date admission and discharge log
listing the names of all residents and each

1. Date of admission, the place from which the

notation the resident was admitted with a

A 160

a

2. Date of disch the reason for di

resident is discharged or home address,
person is , the date of

(b).

interns.

and the identification of the facility to which the

Readmission of a resident to the facility afier
discharge requires a 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.

AC.
{c} Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph

{d) An up-to-date record of major incidents
occurring 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
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student

(e) The facility* s emergency management pian,
with documentation of review and approval by the

orif the

025,
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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.

() Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC,;

{g) The facility ' s liability insurance policy
required under Rule 58A-5.021, FA.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, FA.C.

{i) The admission package presented to new or
prospective residents (less the resident ' s
contract) described in Rule 58A-5.0182, F.A.C.
(i) 1f the facility advertises that it provtdes spec:al
care for persons with __

related |, @ copy of all such faclmy
advertisements as required by Section 429.177,
FS

(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 heailth department inspection
reports; and for facilities which contract for .
catered food services, a copy of the contract for
catered sefvices and the caterer ' s license or
certificate to operate.

{m) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 428.41, F.S,, and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years,

(n) Al sanitation inspection reports issued by the
county health depariment pursuant to Section
381.031, F.8,, and Chapter 84E-12, FAC,,
issued within the last 2 years.

(o) Pursuant to Section 429.35, F.S., all

AMCA Form 3020-0001
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completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.

{p) Additional facility records requirements for
facilities holding a fimited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
(q) The facilify ’ 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 facility
failed to have an up to date Elopement log.

Findings includes:

1. Record review revealed that facility failed to
done any Elopement drills for this year and no
documentation’s of any drifls being performed by
staff for this year of 2012,

2. Interviewed caretaker-owner on @
2:00 pm, she stated that the Elopement drills
were not done for this year of 2012.

Class Il
SAS 162 58A-5.024(3) FAC Records - Resident A182
=D
{3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
{a) Resident demographic data as follows:
1N ame
2.
3 Race;
AFICA Form 3020-0007
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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 B

8. Name, address, and telephone number of next

of kin, responsible party, or other person the

resident would like to have notified in case of an

emergency, and relationship to resident; and

8. 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, FAC.

{c) Any health care provider ' s orders for

medications, nursing services, therapeutic diets,
, or other services to be

provided. supervised, or implemented by the

facility that require a health care provider's

order.

{d) A signed statement from a resident refusing a

therapeutic diet pursuant to Rule 58A-5.020,

FAC.

(e) The resident record described in paragraph

58A-5.0182(1)(e), F.A.C.

{f) Aweight record which is initiated on

admission. Information may be taken from the

resident’ s health assessment. Residents

iving assi with the activities of daily

living shalt have their weight recorded

semi-annually.

{g) For facilities 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.

{n) For facilities which manage a pill organizer,

assist with self- inistration of ications or

administer medications for a resident, the

required medication records maintained pursuant

Al62
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to Rule 58A-5.0185, FA.C.

{i) Acopy of the resident ' s contract with the
facility, including any addendums fo the contract,
as described in Rule 58A-5.025, FA.C.

{)) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
made on behalf of the resident as required under
Section 428.27, F.S.

{k) For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or due a resident, a copy of the
quarterly written staterent of funds or other
property disbursed as required under Section

429.27 F.8.

(1} A copy of Alternate Care Certification for
I . iy Form,
CF-ES 1006, 1998 if the resident is an

recipient. The abserice of this form shali 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 Famrly Services.
(m) Dx ion of the ap of
health care surrogate, guardian, or the existence
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 ap or
single family hcmes that are des:gnated 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 personal,
limited nursing, or extended congregate care
AHCA Form 3020-0001
STATE FORM a0 VEWW1H If continuation sheet 26 of 35




ettt

PRINTED: 11/20/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PR PPLIERICLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION ) o AmnCh. (X2) MULTIPLE CONSTRUCTION COMPLETED
A, BULDING
B. WING
AL11967491 ;
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
13
VJD RESIDENCE INC e e T
X410 SUMMARY STATEMENT OF DEFICIENCIES 5] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 162/ Continued From page 26 A162

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 Ruie
58A-5.0181, FAC,;

4. The resident " s contract described in Rule
58A-5,025, F.AC.,and

5. Ahealth care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facilty.

{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract fo retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

{qg) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and §8A-5.031, F A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have a POA (Power of Attorney) in a
resident's file.

Findings includes:

1. Record review revealed that resident # 3's
family member has been signing off on her
documents in her file without a POA.

2. Interviewed caretaker-owner on @
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2:00 prn, she stated that the daughter of the
‘| resident did not have a power of attorney in the
resident’s file.

Class Il

AZ815| 408.809, 435.02(2), 435.06 Background AZ815
$8=G| Screening; Prohibited Offenses

408.809, F.8.

(1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
consi ployees for the purp of
conducting screening under chapter 435:

(a) The licensee, if an individual.

{b) The administrator or a similarly titied person
who is responsible for the day-to-day operation of
the provider.

{c) The financial officer or similarly titled

individual who is responsible for the i
operation of the licensee or provider.

{d) Any person who is a controlling interest if
the agency has reason fo befieve that such
person has been convicted of any offense
prohibited by s. 435.04. For each controlling
interest who has been convicted of any such
offense, the licensee shall submit to the agency a
description and explanation of the conviction at
the time of license application.

(e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
AHCA Form 3020-0001
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her to provide personal care or personal services
directly to clients, Evidence of contractor
screening may be retained by the contractor's
empiloyer or the licensee.

{2) Every 5 years following his or her licensure,
employment, or entry info a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
national criminal history record check. if the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
943.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of
Law Enfor for state pl ing, and the
Department of Law Enforcement shalf forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
943.05(2)(9). The cost of the state and national
criminal history records checks required by level
2 screening may be borne by the ficensee or the
person fingerprinted. Proof of compliance with
level 2 screening standards submitted within the
previous 5 years to meet any provider or

p ional icensure requi ofthe
agency, the Department of Health, the Agency for
Persons with , the Depariment of
Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of

AZ815
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to operate a care
community under chapter 651 satisfies the
requirements of this section if the person subject
10 screening has not been unemployed for more
than 90 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

{3) Al fingerprints must be provided in
electronic format. Screening resuits shall be
reviewed by the agency with respect to the
offenses specified in 5. 435.04 and this section,
and the qualifying or disqualifying status of the
person named in the request shall be maintained
in a database. The qualifying or disqualifying
status of the person named in the request shall
be posted on a secure website for retrieval by the
licensee or designated agent on the licensee 's
behalf.

{4) Inaddition to the offenses listed in s.
435,04, all persons required to undergo
background screening pursuant to this part or
authorizing statutes must not have an

awaiting final disposition for, must not have been
found guilty of, regardiess of adjudication, or
entered a plea of nolo contendere or guilty to, and
must not have been adjudicated delinquent and
the record not have been sealed or expunged for
any of the following offenses or any similar
offense of another jurisdiction:

(a) Any authorizing statutes, if the offense was
a felony.

(b) This chapter, if the offense was a felony.

{c) Section 409.920, relating to Medicaid
provider fraud.

(d) Section 408.9201, relating to Medicaid
fraud.

AZB15
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(e) Section 741.28, relating to domestic
violence.

(f) Section 817.034, relating to fraudulent acts
through mail, y/ire, radio, electromagnetic,

orp

(g) Section 817.234, relating to false and

fraudulent insurance claims.

{h) Section 817.505, relating to patient

brokering.

(i) Section 817.568, relating to criminal use of

personal identification information.

(i) Section 817.60, relating to obtaining a credit

card through fraudulent means.

(k) Section 817.61, relating fo fraudulent use of

credit cards, if the offense was a felony.

{I)y Section 831.01, relating to forgery.

(m) Section 831.02, relating to uttering forged

instruments.

(n) Section 831.07, relating to forging bank bills,

checks, drafts, or promissory notes.

{0) Section 831.09, relating to uttering forged

bank bills, checks, drafts, or promissory notes.

(p) Section 831.30, relating to fraud in obtaining

medicinal drugs.

(g) Section 831.31, refating to the sale,
, delivery, or p ion with

intent to sell, manufacture, or deliver any

counterfeit controlled substance, if the offense

the

was a felony.
A person who serves as a controlling interest of,
is employed by, or with a licensee on

+, 2010, who has been screened and
qualified according to standards specified in s.
435.03 or 5. 435.04 must be rescreened by
31, 2015. The agency may adopt rules to
establish a schedule to stagger the
implementation of the required rescreening over
the 5-year period, beginning , 2010,
through 1, 20151, upen rescreening, such
person has a disqualifying offense that was nota
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disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
duties until the Jicensing agency renders a
decision on the application for exemption if the
person is eligible to apply for an exemption and
the exemption request is received by the agency
within 30 days after receipt of the rescreening
results by the person.

{5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{B)(@) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or certification.

(b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseff if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department-of Heaith or a regulatory
board within that department and that person is
providing a service within the scope of his or her

AZB1S
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licensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and izing statutes requiring backg
screening and to implement and adopt criteria
relating to retaining fingerprints pursuant to s.
943.05(2).

(8) There is no unemployment compensation or
other monetary fiability on the part of, and no
cause of action for damages arising against, an
employer that, upon notice of a disqualifying
offense listed under chapter 435 or this section,
terminates the person against whom the report
was issued, whether or not that person has filed
for an exemption with the Department of Health
or the agency.

435.06, F.8.

(1) If an employer or agenicy has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee. to contest his or her
disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

(2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
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of any

p and the
grounds fcr the denial or termination of
employment. if the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07,

{b) If an employer becomes aware that an
employee has been for a disqualfying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in @ way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnel found to be in
noncompli with the mini of
this chapter or place the employee in a position
for which backgmund screening is not reqmred
unless the employee is granted an p
from disqualification pursuant fo s. 435.07.

{3) Any empioyee who refuses to cooperate in
such screening or refuses to timely submit the

y o plete the
including fingerprints if required, must be
disquatified for employment in such position or, if
employed, must be dismissed.

{4) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages against, an

AZB1S
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for a disqualifying offense fisted under this
chapter, terminates the person agamst whom the
report was issued or who was
regardless of whether or not that person has filed
for an exemption pursuant to this chapter.

435.02(2),F.S.

" Employee " means any person required by law
to be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out 5 sampled employees to have
Level 2 background screening at the time of her
employment.

Findings includes:
1. Record review revealed that employee #3
caretaker started on ‘and is on the staff
working hours time schedule for this month

. Employee #3' Background Screening
docurnentation stated it was still pending. A call
was made @ 3:00 pm by the owner to AHCA and
was told that employee # 3 has to do her prints all
over again, because the prints were denied.

2. Interviewed owner-caretaker on @
3:00 pm, she stated that employee #3 did not
have her Background Screening results back yet
and was advised by AHCA that she employee #3
had to re do her screening.
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FLORIDA AGENCY FOR HEALTH CARE ADWSNSTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
- 42012
Administrator
Vjd Residence Inc

13371 Sw 50 Street
Miami, FL, 33175

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 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.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been piaced on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i i

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your foedback is encouraged and valued, as our goal is to epsure the professional
and consistent application of the survey process.

Thank you for the assi provided to the survey Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

‘5@ Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
X690
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W., 53rd Street, Suite 300
Tallahassee, Fl. 32308 Miami, FL 33166

Phone (306) 593-3100; Fax (3055 593-3121

http:ifahca.myfiorida.com



