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A QDU Initial Comments

This is to report the result of the LNS (limited
nursing services) survey conducted at La
Colonia, an assisted living faciiity on 11/1!

58A-5.0181(5) FAC Admissions - Discharge

(5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident's needs, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on a review of 1 resident record and
interview with administrative staff, the facility
failed to ensure 1 (Resident #1) of 1 resident
record reviewed met the criteria for continued
residency.

The findings include:

Areview of the resident record for Resident #1
revealed the resident was admitted to the facility
_.. most recent health assessment
fovm 1823, for this resident was dated 10/1
... was completed during a hospitalization. A
review of the health assessment revealed the
resident required administration of medication.
This facility has no ficensed nurses on staff, and
has medication technicians only to perform
assistance with medications.

In an interview with the Administrator on 11/1
1:20 p.m., she indicated she's sure itwas a

mistake on the doctor's part for the evaluation

indicating the resident needed administration of

| medications. She stated no notice had been
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Administrator

1.a Colonia 1 Alf Inc
830 Ne 10th Ln

Cape Coral, FL. 33909

Dear Administrator:

This letter reports the findings of a LNS (limited nursing services) survey that was conducted on
14, 2012 by representatives 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 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,.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
239-335-1315.

Sincerely,

Ofnrs—

Harold D. Williams
Field Office Manager

HSW/arb
Enclosure: State (3020) form

Headquarters

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

Fort Myers Field Office
2295 Victoria Avenue, .
Fort Myers, FL 33901
Phone (239) 335-1315; Fax (239} 338-2372




