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| An unar d C int igation (CCR#
| 2012011338) Survey was conducted on
| @t your Assisted Living Facility (ALF). There were
deficiencies identified at time of survey.

A 030| 58A-5.0182(6) FAC; 429.28 F'S Resident Care - | A030

Rights & Facility Procedures

(8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.
() 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
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC.
(b) In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
! changes to facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.
| (c) The address and telephone number for
lodglng complamts agamst a facility or facility staff
| shall be posted in full view in a common area
ac ible to all resi The add 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
Councul 1(800)342-0825; and the Agency
i Consumer Hotline 1(888)419-3456.
| {d) The statewide toll-free telephone number of
| the Florida Hotline " 1(800)96- or
1(800)962-2873 " shall be posted in full view in a
‘ common area accessible fo all residents.
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{e) The facility shall have a written statement of
its house rules and procedures which shall be
included in the admission package provided
pursuant to Ruie 58A-5.0181, FA.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 elopement, and other

inistrative and h ing practices,
schedules, and requirements.
(f) Residents may not be required to perform any
work in the facility without compensation, except
that facifity 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, ata
minimum, at an hourly wage consistent with the
| federal minimum wage law.
| (g) The facility shall provide residents with
| convenient access to a telephone fo facilitate the
| resident ' s right to unrestricted and private
| communication, pursuant to Section 429.28(1)(d),
| F.8. The facility shall not prohibit unidentified
| tefephone calis fo residents. For facilities with a
| licensed capacity of 17 or more residents in
| which residents do not have private telephones,
| there shali be, at a minimum, an accessible
| telephone on each floor of each building where
| residents reside.
! {h) Pursuant to Section 429.41, .S, the use of
f physical shall 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, includi
half-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
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i‘ not be considered a physical
i‘ 429,28 Resident bill of rights.-
{1} No resident of a facility shall be deprived of
J any civil or legal rights, benefits, or privileges
| guaranteed by faw, 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 to:
(a) Live in a safe and decent living environment,
i 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.
{dyu i private ication, including
receiving and sending unopened
f correspondence, access to a telephone, and
visiting with any person of his or her choice, at
| any time between the hours of 9 a.m. and 9 p.m.
| at a minimum. Upon request, the facility shall
| make provisions to extend visiting hours for
i caregivers and out-of-fown guests, and in other
similar situations.
i (e} Freedom to participate in and benefit from
| commumty services and activities and to achieve
| | the highest possible leve! of independence,
| autonomy, and interaction within the community.
| {f) Manage his or her financial affairs unless the
‘I resident or, zf apphcable the resident's
|

, guardian, or
attomey in fact authorizes the admlmstrator of the
facnhty to provide safekeeping for funds as

‘ prcvsded ins. 429.27.
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A030] Continued From page 3 A030
{g) Share a his or her spouse if both

are residents of the facility.

{h) Reasonable opportunity for regular exercise

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, i

the right to independent personal decisions. No

religious beliefs or practices, nor any attendance

at religious services, shall be imposed upon any

resident.

| (j) Access to adequate and appropriate health

| care consistent with established and recognized

| standards within the community.

| (k) At least 45 days ' notice 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 &

i y relocation or resi

| ination. Reascns for relocation 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 rec d ch

| in policies, procedures, and services to the staff

| of the faciiity, 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
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|
i
|
i
|
|

|
I
i
I

special interest groups.

| This Statute or Rule is not met as evidenced by:
| Based on observation and interview facility failed
| to honor resident's rights while fiving in the facility.

: Findings includes:

| 1. Observation during tour of the facility @ 8.45

| am observed a female resident in a resident

| 1 on the foflet and the door was

| wide open, during and the staff

‘ stood in front of the open doorway to the

i did not attemnpt to close the door

|as the female resident sat on the toilet. While
standing outside of the facility @ 9:15 am, this

| surveyor was talking to the ALF supervisor about

| the findings in the complaint, a Hispanic female

W arrived to the facifity and was in a bad mood, she

| went into the facility and came out with one of the

| older female residents still in her night clothing.

‘ The resident was not happy about this, because

| showed that in her facial expressions and kicking

| while being moved out into the streets in her bed

| clothing and nothing else covered her body. The

| resident was taken down the street in a very fast

| pace and around the corner, the female then

| returned to her car and left the facllity without

| saying a word. Administrator was on the phone

| constantly during the morning survey, she was

| calling psople and shortly after getting off of the

| phone family members started arrving at the

i facility, even the brother of the resident who was

i removed from the facility in her night clothes.

| 2. Interviewed administrator on 1@ 945
| am in regards to who/why a female resident in
| hight clothing in a wheelchair was removed in
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A030| Continued From page 5 A030 |
i
|‘ such a hasty manner so early in the morning and |
why did staff not close a when an ;
|

i elderly female resident was using the toilet. The
answer for the wheelchair incident was that she

{resident in wheelchair) was only staying there |

| until her family came to get her and she was very

nervous and forgot to close the door where the

other female resident was using the toilet during

| the survey.

|

A 055 58A-5.0185(6) FAC Medication - Storage and AD55
88=D Disposal

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

pi es of and to

residents to remain as independent as possible,
residents may keep their medications, both !
prescription and over-the-counter, in their H
possession both on or off the facility premises; or |
in their or apartments, which must be kept H
locked when residents are absent, unless the
medication is in a secure place within the

or apartments of in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
med:catrons for residents shall be centrally stored

|

|

|

| Class I j
|

]

|

:

I

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;
1 3. The medication is determined and documented
‘ by the health care provider to be hazardous if
kept in the personal possession of the person for
| whom itis prescribed;
| 4. The resident fails to maintain the medication in
| a safe manner as described in this paragraph;
AHCA Form 3020-0001
STATE FORM se0a DXK811 # continuation sheet 6 of 18
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A 1)55i Continued From page 6

| 5. The facility determines that because of
| physicat and the itions or
habits of residents, the personal possession 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
locked storage receptacle, 5, or area at all
times;

2. Located in an area free of dampness and
abnormal dicati

D , except that a i )
requiring refrigeration shall be refrigerated.
Refrigerated 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
located locked;

3. Accessibie to staff responsible for filling
pill i isting with self- ini

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.

| (¢} Medication which has been discontinued but

| which has not expired shall be returned to 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.

A055

'
|
i
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A 055\‘ Continued From page 7

‘ (d) When aresident ' 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 unless

| otherwise prohibited by law. If, after notification

| and waiting at least 15 days, the resident' s

| medications are still at the facility, the

| medications shall be considered abandoned and
| may disposed of in accordance with paragraph

1 (@)

| () Medications 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
to a pharmacist for disposal or may be destroyed

i by the administrator or designee with one

| witness.

| () Facilities that hold a Special-ALF permit issued

\ by the Board of Pharmacy may return dispensed
| medicinal drugs to the dispensing pharmacy

{ pursuant to Rule 64B16-28.870, FAC.

| This Statute or Rule is not met as evidenced by:
Based on cbservation facility failed to have
prescription medications locked up in a secure
area.

1. Observation of unsecured medications were
| found on top of the facilitites refrigerator @ 8:47
| am during the tour of the kitchen area. The

|
|
= Findings includes:
I

A 055

| medications found: 5.0p.

i ointment/Major- . stimulant 100 !

| tab/ 81 mg tabs/ 80mg f |

| tabl : 25mg tab/ a container with |
. mixed pills and capsuls/ 1 j
| bausch/Lomb- Solution |

' USP 0.3%-these meds belonged to the daycare |

: residents. !
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|

| (2) ACCOUNTING PROCEDURES. The facility

| shall maintain written business records using

| fly accepted i inciples as

| defined in Rule 61H1-20.007, F.A.C., which

| accurately reflect the facility ' s assets and

\ liabilities and income and expenses. Income from

I residents shall be identified by resident name in
supporting documents, and income and
expenses from other sources, such as from day
care or interest on facility funds, shall be

i separately identified.

|

i

| This Statute o Rule is not met as evidenced by:

i Based on record review and interview facility
failed to have updated fiscal incomelexpenses

i documents in the files for review.

[ Findings includes:

1. Record review revealed that the facility did not
| have any current fiscal recorded to reflect the
| facility ' s assets and liabilities and income and
“ expenses after 09-12. There are no other months
| caculated after that date for the rest of this year.

i
| 2. Interviewed administrator on S @ 11:00
| am, stated that she did not have any fiscal

“ accounting documentation for any months after

i of 2012 on site, because had not

MARY'S HOME HIALEAH, FL 33018
0 | SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION | s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVEACTION SHOULDBE | coMPLETE
G REGULATORY OR LSC IDENTIEYING INFORMATION) | e CROSS-REFERENCED TO THEAPPROPRIATE | DATE
i DEFICIENCY) !
T ¥
A085| Continued From page 8 A055 |
e N |
i‘ Medications without names on them: i
| Sterile-Lubricant-eye Ointment 0.125 oz (3.5g)/ |
i medications in a cup 1 orange capsul/t purple
1 tab/1 white tabl 1 tan tab. |
| i
‘é Class Iit i
i i
A 121| 58A-5.021(2) FAC Fiscal - Accounting A
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| been done. |
| !
| Class Hll |
!
A 160i 58A-5.024(1) FAC Records - Facility A160
88=D

| Records.

’ The facility shall maintain the following written

| records in a form, place and system ordinarily

| employed in good business practice and

| accessible to Department of Eider Affairs and

| Agency staff.

i (1) FACILITY RECORDS. Facility records shall

| include:

w‘ (&) The facility ' s license which shall be displayed

| in a conspicuous and public place within the

‘ facility.
(b} An up-to-date admission and discharge log

T listing the names of all residents and each

[ resident ' s
1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted with a

| pressure ; and

| 2. Date of discharge, the reason for discharge,

| and the identification of the facility to which the

| resident is discharged or home address, or if the

i person is , the date of L

| Readmission of a resident to the facility after

| 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-5.025,

i‘ FAC.

| (6} Alog listing the names of all temporary

| emergency placement and respite care residents

| if not included on the log described in paragraph

)

I (d)'An up-to-date record of major incidents
| occurring within the last 2 years. Such record

AHCA Form 3020-0057
STATE FORM b DXK811
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A 160 Continued From page 10

| shall contain a clear description of each incident,
i 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
I 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
interns,
| {e) The facility ' s emergency management pian,
| with documentation of review and approval by the
| 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.
(f) Documentation of radon testmg conducted
ﬁ pursuant to Rule 58A-5.023, F,
(@) The facility ' s fiability i |nsurance polucy
| required under Rule 58A-5.021, F.A.C.;
i (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 fo new or
i prospective residents (less the resident’ s
| contract) described in Rule 58A-5.0182, FA.C.
| () if the facility advertises that it provudes special
\ care for persons with or
| related i, a copy of ail such facility
\ advemsements as required by Section 429.177,
F.8.

‘ KA grtevance procedure for rececvmg and

i g to resident p and

| recommendations as described in Rule

| 58A-5.0182, F.AC,

| (1) All food service records required under Rule

| 58A-5,020, F.A.C., including menus planned and
| served; county health department inspection
repovts and for facilities which contract for
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catered food services, a copy of the contract for
catered services 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
o Section 429.41, F.S., and Rule Chapter
B9A-40, F A.C., issued within the last two (2)
years.

{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 64E-12, F.A.C.,
issued within the last 2 years.

{o) Pursuant to Section 428.35, F.S., all
compieted 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 limited mental health, extended
congregate care, or fimited nursing services
ticense are provided in Rules 58A-5.028,
58A-5.030 and 58A-5.031, F.A.C., respectively,
(q) The faciiity ' 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, observation and
interview facility failed to have a resident contract
between the facility and a resident for services,

Findings includes:

1. Record review revealed that sampled resident
#4 did not have any docurnentation to review and
was not on the admission and discharge log
stating she was ever a resident living in the
facility. No records were found in the facility for

FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA IPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER. (X2) MULTIPLE CONSTRUC COMPLETED
A, BUILDING
B. WING
AL11865734
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
" 14158 NW 88 PLACE
MARY'S HOME HIALEAH, FL 33018
x4) ID SUMMARY STATEMENT OF DEFICIENCIES o 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 DAYE
| DEFICIENCY)
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‘l this resident. The facility did not have any type of

| written contract between the resident or any

| family member for services at the facility or a file.

i 2. Observation of this resident during tour of the

| facility. Observation of this resident was during
the momning hours around 8:45 -8:50 am, she

was sitting in her wheelchair near the dinning

near the back sliding door by herself,

she was still in her night clothing. The resident

| was quiet and seemed still half asleep while

 sitting in that area as staff attended to other

| residents in the area.

3. Interviewed administrator on @950
am, she stated that the resident did not have a
contract with the facility.

Class Il

SAS 16D7 58A-5.025(1) FAC Resident Contracts A167
Resident Contracts.
(1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:
| () 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
is licensed to provide such services.
{b) The daily, weekly, or monthly rate.
(c) Alist of any additional services and charges to
be provided that are not inciuded in the daily,
| weekly, or monthly rates, or a reference to a
| separate fee schedule which shall be attached to
i the contract.
i (d) A provision giving at least 30 days written
| notice prior to any rate increase.
(e) Any rights, duties, or of residents,

FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION o NUMBER (X MULTIPLE COMPLETED
A BUILDING
8. WING
AL11965734
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
14158 NW 88 PLACE
MARY'S HOME HIALEAH, FL 33018
X4 1D ’ SUMMARY STATEMENT OF DEFICIENCIES D OVIDER'S PLAN OF CORRECTION T
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULDBE | COMPLETE
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| DEFICIENCY) ‘
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FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER!

AL11965734

A BUILDING
B. WING

{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

MARY'S

NAME OF PROVIDER OR SUPPLIER

HOME HIALEAH, FL. 33018

STREET ADDRESS, CITY, STATE, ZIP CODE
14158 NW 88 PLACE

X4 1D
PREFIX
TAG

I SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

"]
PREFiX
TAG

PROVIDER'S PLAN OF CORRECTION {X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A167

Continued From page 13

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.
{(9) Arefund policy which shall conform to Section
429.24(3), F.S.
(h) Awritten bed hold policy and provisions for
inating a bed hold ag: 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
50, which organization and its refationship to the
facility.
() 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
| resident ' s behalf, shall be notified in writing that
‘5 the resident must make arrangements for
H
|
i

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
| outiined in Section 429.26(8), F.S., shall take

? effect.

A167
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FORMAPPROVED

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIERICLIA uLTIP RUCTION 1K) DATE SURVEY
AND PLAN OF CORRECTION s NUMBER: {X2) MULTIPLE CONST OMPLETED
A, BULDING
8.WING
AL11965734

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
14158 NW 88 PLACE

{k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
, or after a signi change, p!
to subsection (4) of that rule.
(1) The facility ' s policies and procedures for
| self- admlnlstranon assistance with
\ self-admi ion and inistration 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

!
I
A 167‘| Continued From page 14 A
|
|
|
|
H

i

i

| This Statute or Rule is not met as evidenced by:
| Based on record review, observation and

| interview facility failed to have a resident contract
| between the facility and a resident for services.

| Findings includes:

| 1. Record review revealed that sampled resident
#4 did not have any documentation to review and
was not on the admission and discharge log

| stating she was ever a resident living in the

| facility. No records were found in the facility for

| this resident. The facility did not have any type of

| written contract between the resident or any
family member for services at the facility or a file.

| 2. Observation of this resident during tour of the

i facility. Observation of this resident was during

: the morning hours around 8:45 -8:50 am, she

| was sitting in her wheelchair near the dinning

i near the back siiding door by herself,

{ she was still in her night clothing. The resident

| was quiet and seemed still half asieep while

; sitting in that area as staff attended to other

I‘ residents in the area.

MARY'S HOME HIALEAM, FL. 33018
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES n ! PROVIDER'S PLAN OF CORRECTION j {X5)
PREle {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
167
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88=D
{1} A person or entity may not offer or advertise
services that require licensure as defined by this
part, authorizing statutes, or applicable rules to
the public without obtaining a valid license from
the agency. A licenseholder may not advertise or
hold out to the public that he or she holds a
license for other than that for which he or she
actually holds the license,

(2) The operation or maintenance of an

unlicensed provider or the performance of any

services that require licensure without proper

licensure is a violation of this part and authorizing

statutes. Unlicensed activity constitutes harm that

| materially affects the health, safety, and welfare

| of clients. The agency or any state attorney may,

| in addition to other remedies provided in this part,

! bring an action for an injunction to restrain such
violation, or to enjoin the future operation or

\ maintenance of the unlicensed provider or the
performance of any services in violation of this
pan and authorizing statutes, until compliance

| with this part, authorizing statutes, and agency

| rules has been demonstrated to the satisfaction

| of the agency.

\ (3) It is unlawful for any person or entity to own,
I operate, or maintain an unlicensed provider. If
| after receiving notification from the agency, such

FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERICLIA TRUCT] (X3) DATE SURVEY
AND PLAN OF CORRECTION & IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
B.WING
AL11865734
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
" 14158 NW 88 PLACE
MARY'S HOME HIALEAH, FL 33018
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compiere
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
i
T
A 167 Continued From page 15 A 187
|
| 3. Interviewed administrator on @ 9:50
I'am, she stated that the resident did not have a
contract with the facility and was not a resident at
all, but was left there by the family on certain
occasions when they go to work.
|
| Class Il
AZB27, 408.812, FS Unlicensed Activity AZB27
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FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/GLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965734

{X2) MULTIPLE CONSTRUCTION

A BUILDING
B.WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

14158 NW 88 PLACE
MARY'S HOME HIALEAH, FL 33018

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L.SC IDENTIFYING INFORMATION)

x4 1D
PREFIX
TAG

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

T
(x5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

|

|

|

| person or entity fails to cease operation and apply
! for a license under this part and authorizing

| statutes, the person or entity shall be subject to

I penalties as prescribed by authorizing statutes

| and applicable rules. Each day of continued
operation is a separate offense,

{4) Any person or entity that fails to cease
operation after agency notification may be fined
$1,000 for each day of noncompliance.

{5) When a controlling interest or licensee has an
interest in more than one provider and fails to
license a provider rendering services that require
licensure, the agency may revoke all licenses and
impose actions under s. 408.814 and a fine of
$1,000 per day, unless otherwise specified by
authorizing statutes, against each licensee until
such time as the appropriate license is obtained
for the unlicensed operation.

(6 In addition to granting injunctive relief
pursuant to subsection (2), if the agency
determines that a person or entity is operating or
maintaining a provider without obtaining a license
and determines that a condition exists that poses
| a threat to the health, safety, or welfare of a client
| of the provider, the person or entity is subject to

| the same actions and fines imposed against a
licensee as specified in this part, authorizing
statutes, and agency rules.

I
|
|
| (7) Any person aware of the operation of an

| unficensed provider must report that provider to

‘l the agency.

| This Statute or Rule is not met as evidenced by:

| Based on record review and observation and

| interview facility failed to capacity not to exceed

I the amount of resident required by the licence (6).

AZ827| Continued From page 16 AZ827
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|
?
AZ&Z”/I Continued From page 17
|
i

Findings includes:
\ 1. Record review revealed that during the head
| count of the resident in the facility @ 8:45 am,
| found that there were 8 residents in the facullty
| The license for the facility's head count is only for
| six residents and there were over that amount at
that time.

2. One resident in # in hospice care and
the others counted were sitting in the dinning

and one elderly lady was in the staff
| members dressed, which was toid to
; be the staff members (mother)? Once seeing this
| older resident in the staff +door fo the
| then closed. And she then sat with the
| other residents in the dining

|
|
|
i
|

| 3. Interviewed administrator on @ 9:00
; am, she stated that there were only 5 residents
living at the facility and 2 were daycare and could
not explain the 1 older woman in the staff

dressed and folding up clothing
on the bed,

Class Iif

FORM APPROVED
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION
RICK SCOTT . ELIZABETH DUDEK
GOVERNOR Bettor Health Care for all Floridians SECRETARY

, 2012

Administrator

Mary's Home Re: CCR#2012011338
14158 Nw 88 Place

Hialeah, FL 33018

Dear Administrator:

This letter reports the findings of a state complaint 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.

St m this office will conduct a reyi ter lo verify that the necessary corrections are in

place to correct the deficiencies identified on your survey.

The Quality A Questis ire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at

bttp://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

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 Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.
Sincerely,

W

5{ » Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG990

Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
TaHahassee, FL 32308 Miany, FL 33166

hitp://ahca.myfiorida.com Phone (305) 593-3100; Fax (305) 593-3121




