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Initial Comments
Assisted Living Facility

A second revisit survey was conducted on
in conjunction with a second revisit
survey, see (Aspen Event HLQN13).

The Indian Oaks Manor assisted living facility had
uncorrected deficiencies found at the time of the
visit.

58A-5.0185(3) FAC Medication - Assistance with
Self-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

, trained to assist with self-administered
med:cahon in accordance with Rule 58A-5.0191,
FAC, and able to demonstrate to the

the ability to read and

interpret a prescription label, must be available to
assnst restdents with self- admmlstered

described in Secuon 429 256 F S

{b) with of
medication |nc!udes verbally promptmg a res:dent
to take and
opening a properly !abeled medication contamer
and providing assistance as specified in Section
429.258(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the dication, which
appears to have been contammated shall not be
returned to the container.

{c) Staff shall observe the resident take the

{A 000}

{A052}
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medication. Any concerns about the resident ' s
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident ' s record.
{d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;
2. The medication container may be given to the
resident or a friend or family member upon
leaving the facility, with this fact noted in the
resident ' s medication record;
3. The medication may be uansferred toapill

1o the req
subsectxon {2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident * s medication
record, or
4.

may be and

dispensed in an easier to use fcrm such as unit
dose packaging;
{e) Pursuant to Section 429.2566(4)(h), F.S., the
term " competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
{f) Pursuant to Section 429.256(4)(i), F.S., the
terms " judgment” and " discretion " mean
interpreting vital signs and evaluating or
assessing a resident ' s condition.
(4) Assistance with self-administration does not
include:
{a) Mixing, , converting, or

medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or

AHCA Form 3020-0001
STATE FORM bl L2ZMm13 # continuation sheet 2 of 18




PRINTED: 12/19/2012

crushing a tablet as prescribed.
{b) The preparation of syringes for lnjecuon or the
of by any

route.

(c) Administration of medications through
intermittent posi(ive pressure breathing machines
ora "

{d) Admmlstranon of medications by way of a
tube inserted in a cavity of the body.

{e) Administration of | ' preparations.
{f) Irrigations or debriding agents used in the
treatment of a skin condition

[()] * preparations.

{h) Medlcatlons ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of admm:stratton or the
reason for i ion requires judi tor
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide medications as prescribed for
one of two { #2) residents reviewed. Failure to
provide medications as prescribed could result in
adverse effects to the residents physical health
status.

Findings include:
On , at 12:45pm, a review of the

resident's 2012 Medication
Observation Record (MOR) revealed that the

resident had a physician order dated to
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receive 140 mg tablet twice a day.
According to the MOR the resident was to be
given the medication at 8:00am and 4:00pm. The
MOR also indicated that the resident was out of
this medication starting on and on

.. The back of the MOR indicated that a
refill was ordered on . The facility received
the refill on . According to documentation
from the pl the ication was deli d
at 3:25am fo the facility.

On , at 1:00pm an interview with the
acting administrator and staff #D was conducted.
At that time the administrator stated that she did
not know that the resident was out of this
medication. When asked if there was a policy on
when to reorder medications she stated there
was none she was aware of. She also stated that
the facility is consulting with a pharmacy to
address the medication issues and a policy wili be
developed. An interview with staff #D stated that
the ications are supposed to be d
when there is less than a 5 day supply. A check
on the medication cart was done and the resident
medication refill was in the cart.

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF.

(a) 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 . Freedom from

- . must be documented on an annual
basis. A person with a positive test
must submit a health care provider ' s statement

{A052)

{A 078}
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that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facifity to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is st d of having, a ¢ icabl

, he/she shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,
p ion, and i Staff providi
services requiring licensing or certification must
be appropriately licensed or certified. Al staff
shall ise their ibilities,
with their 10 observe resi o
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) All staff must comply with the training
requirements of Rule 58A-5.0181, FA.C.
{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
agency or contractor will be providing to
residents,
{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member, and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by:

{A 078}

AHCA Form 3020-0001
STATE FORM

oo L2ZM13

If continuation sheet 5 of 18




PRINTED: 12/19/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IMENTIFICATION NUMBER:

AL11910251

(X2) MULTIPLE GONSTRUCTION
A BUILDING
BWING ____

(X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

INDIAN OAKS MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE

11358 131ST STREETN
LARGO, FL 33774

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

B
PREFIX
ICIENCY)

PROVIDER'S PLAN OF CORRECTION (X5}
(EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS- REFERENCED TO THE APPROPRIATE

{
COMPLETE
DATE

{A078)| Continued From page 5

Based on interview and record review, the facility
failed to insure that two of two sampled
employees (Employees B & E) obtained initial
statements from a medical provider indicating
they were free of communicable

including ... ........{ ). Failureto lnsure that
staff are free of communicable -can
place residents at risk of illness.

Findings inciude:
AHCA staff attempted to review the personnel file
for Employee B, date of hire unknown, on
* at approximately 12 noon. The facility
was unable to provide a personnel file. No initial
statemants from a medical provuder indicating
Ermnpl B is free of Y
including { ), was available.
Interview conducted on with Staff O at
approximately 12 noon confirmed lack of
personnel file for Staff B.
AHMCA staff attempted to review the personnel file
for Employee E, date of hire unknown, on
at approximately 1:30pm. The facility
was unable to provide a personnel file. No initial
statements from a medical provuder indicating
p E is free of )
including (), was available.
Interview conducted on with Staff O at
approximately 1:30pm confirmed lack of
personnel file for Staff E.

Uncorrected

A081 58A-5.0191(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care to residents,

{A 078}

A081
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other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 59A-8.0095, F.A.C., must receive a

| minimum of 1 hour in-service training in

control, including universal precautions, and
facility sanitation procedures before prov:dmg

care to resi . Do of
oomphance with the staff training requirements of
29 CFR 1910.1030, relating to borne

_ ., may be used to meet this

requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
(c) Staff who provide direct care to residents, who
have not taken the core training program, shafl
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and repomng resident 3
neglect, and :
(d) Staff who provade darect care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training

A 081
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within 30 days of employment in safe food
handling practices.

{f) All facility staff shall receive in-service training
regarding the facility ’ s resident elopement
response policies and procedures within thirty
(30) days of employment.

1. All facility staff shall be provided with a copy of
the facility ' s resident elopement response
policies and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failad 1o insure that two of two sampled
Empi B&E) training
in Assistance in Dally Living (ADL) and behavioral
needs, 1 control, safe food handling,
preparedness,
vepomng of major incidents, resident rights, and
recognizing and reporting * . neglect, &
[ . Failure to insure that staff complete
required training place residents at risk of
adverse health & safety concerns.
Findings include:
AHCA staff d to review the pt
for Employee B, date of hire unknown, on
: at approximately 12 noon. The facility
was unable to provide & personne! file, There was
of of

| file

training in ADL and behavioral needs,

control, safe food handling, elopement response,
emergency preparedness, reporting of major
incidents, resident rights, and recognizing and
reporting _ negtect,

& .., . Interview:

A081
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conducted on with Staff O at
approximately 12 noon confirmed lack of
personnel file for Staff B.
AHCA staff attempted to review the personnel file
for Employee E, date of hire unknown, on
! at approximately 1:30pm. The facility

was unable to provide a personnel file. There was

no doct of ion of
training in ADL and behavioral needs, |
control, safe food handling, elopement response,
emergency preparedness, reporting of major
incidents, resudent rights, and recogmzmg and
reporting ... ., neglect, & _
Interview conducted on " with Staff O at
approximately 1:30pm confirmed lack of
personnel file for Staff E.

Pattern

408.800, 435.02(2), 435.06 Background
Screening; Prohibited Offenses

| 408.809, F.S.

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

{a) The licensee, if an individual.

{b} The administrator or a simitarly titled 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 financial
operation of the licensee or provider.

{d) Any person who is a controlling interest if
the agency has reason to believe that such
person has been convicted of any offense
prohibited by s. 435.04. For each controlling

A081

AZB15
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interest who has been convicted of any such
offense the licensee shall submit to the agency a
and expl ion of the i at
the time of Ilcense 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
her to provide personal care or personal services
directly to clients. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

{2) Every 5 years following his or her licensure,
employment, or entry into 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
license or continuing in such employment or
contractual status, For any such rescreening, the
agency shall request the Depariment of Law
Enforcement to forward the person ' s fingerprints
1o 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 for state pre ing, and the
Department of Law Enforcement shall forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
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Department of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
criminal history records checks required by level
2 screening may be borne by the licensee or the
person fingerprinted. Proof of compliance with
level 2 screening standards submitted within the
previous 5 years to meet any provider or

pr i of the
agency, the Department of Health, the Agency for
Persons with , the Department of

Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapler 651 satisfies the
requirements of this section if the person subject
to 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) Allfingerprints must be provided in
electronic format. Screening results shall be
reviewed by the agency with respect fo the
offenses specified in s. 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
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found guilty of, regardless 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 409.820, relating to Medicaid
provider fraud.

(d) Section 409.9201, relating to Medicaid
fraud.

{e) Section 741.28, relating to domestic
violence.

{f) Section 817.034, relating to fraudulent acts
through mail, wire, radlo elecuomagnetlc

phi Onic, or p

(¢) Section 817. 234 relatmg to false and
fraudulent insurance claims.

{h) Section 817.505, relating to patient
brokering.

(i} Section 817.568, relating to criminal use of
p | identification i

(i) Section 817.60, relating to obtammg a credit
card through fraudulent means.

(k) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

(1}  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.

(q) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
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counterfeit controlled substance, if the offense

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

1, 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, 2015. If, upon rescreening, such
person has a disqualifying offense that was nota
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 licensing 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.

(8) 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 shalf 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.

{6)a) 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
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2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
license or certification.

(b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseif 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 Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
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 authorizing statutes requiring background

. screening and to implement and adopt criteria

relating to retaining fingerprints pursuantto s.
943.05(2).

{8) There is no unemployment compensation or
other monetary liability 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.

43506, F.S.

(1) If an employer or agency has reasonable
cause to belleve that grounds exist for the denial
or termi i 1t of any empl as
& result of background screening, it shall notlfy
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{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
OMPLET!

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 aliow 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
[ d and the
grounds for 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 aliow the employee fo 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.

of any

{b) If an employer becomes aware that an
employee has been for a disqualifying
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 a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{¢) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
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SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG DATE

from disqualification pursuant to s. 435.07.

(3} Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information yto lete the d,
including fingerprints if required, must be
disqualified 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
employer that, upon notice of a conviction or

for a disqualifying offense listed under this
chapter, terminates the person agalnst 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 interview and record review, the facility
failed to msure that four of fourteen direct care

p loyees B, E, |, & L)

L ful background Cl ings deeming
employment eligibility prior to assuming job
duties. Failure to insure that staff meet
qualifications for direct care positions place
residents at risk for adverse health & safety
concerns.

Findings include:

AHCA staff to review the p | file
for Employee B, date of hire unknown, on

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
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» at approximately 12 noon. The facility
was unable to provide a personnel file. No
evidence of background screemng was available.
No evid of level 1 g in p | file
or level 2 screening andfor exemptron atAHCA's
online Background Screening results website,
Interview conducted on with Staff O at

2 noon irmed lack of
personne! file for Staft B.
AHCA staff attempted to review the personnel file
for Employee E, date of hire unknown, on

> at approximately 1:30pm. The facility
was unable to provide a personnel file. No

of g was avail

No evidence of level 1 screening |n personnel file
or level 2 screening andfor exemption at AHCA' s
online Background Screening results website.
Interview conducted on with Staff O at
approximately 1:30pm confirmed lack of
personnel file for Staff E.
AHCA staff revi d p i file for
I, date of hire ,on at
approximately 2:00pm. Screening results found at
AHCA's online Background Screening results
websnte deemed Employee I, NOT ELIGIBLE for

I I'sp ! file
contamed a oopy /of this determlnatlon of
ineligibility.
AHCA staff reviewed personnel file for Employee
L, date of hire
approximately 2:: 30pm An Florida Department of
Law Enforcement (FDLE) Level 1 screening was
found in the file for a person with the same first
name as Empioyee L, but with a different last
name, social security number, and date of birth
than the name and numbers shown on employee
hiring papers and payroll. No screening results
were found at AHCA's online Background
Screening results website,
On , at 2:00pm, an interview with the
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acting administrator was conducted. At that time
she stated she was unaware of the employees
not having a background screening completed.
She also stated that effective immediately that
these employees will not be allowed to work at
the facility until they had a background screen
completed on them.
Pattern
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State F

orm: Revisit Report

(Y1) Provider/ Supplier / CLIA/ | (¥2) Multiple Construction (Y3} Date of Revisit
Identification Number A, Building
AL11910251 B. Wing 12/3/2012
Name of Facitity Street Address, City, State, Zip Code
INDIAN OAKS MANOR 11355 1318T STREETN

LARGO, FL. 33774

‘This report is completed by a State surveyor to show those deficiencies previously reporied that have been corrected and the date such corvective action was accomplished. Each
daficiency should be fully identified using either the regulation of LSC provision number and the identification prefix code praviously shown on the State Survey Report (prefix
codes shown {o the left of each requirement on the survey report form).

{Y4) ttem (Y5} Date (Y4) ttem {Y5} Date {Y4) item (Y5}  Date
Correction Correction Correction
Completed Completed Compieted
IDPrefix AJOS4 : 1D Prefix _A0152 R D Prefix o
Reg. # 58A-5,0185(5) FAC Reg. # 58A-5.023(3) FAC Reg.#
Lsc o Lsc e Lsc e
Correction Correction Correction
Completed Completed Completed
DPrefix _ 1D Prefix 1D Prefix __
Reg. # Reg. # Reg. #
Ls¢ ¢ LsC
Correction Correction Correction
Completed Completed Completed
18 Prefix _ 1D Prefix . 1D Prefix e
Reg.# 5 Reg. # Reg. # .
Lsc Lsc T Lsc o
Carrection Correction Correction
Completed Completed Completed
IDPrefix _ DPrefix 1D Prefix 3
Reg. # - i Reg. # Reg. # :
Lsc LSC o Ls¢ T
Correction Correction Correction
Compileted Completed Completed
12 Prefix 1D Prefix 1D Prefix
Reg. # - Reg. # N Reg. #
ts¢ T ts¢ T tsc o
)
Reviewed By / Date| Signature of Surveyor: Date:
State Agency . l 1 7 }7/
Reviewed By Reviewed é@ ! ! Date: / Signature of Surveyor: Date:
CMS RO :
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
Uncorrected Deficiencies (CM$-2567) Sent to the Facility? YES NO
STATE FORM: REVISIT REPORT (...} Page 10f 1 EventID:  L2ZM13



FLORIDA AGGENCY FOR HEALTH CARE ADVINISTRATION

RICK SCOTT N ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY
,2012
Administrator
Indian Oaks Manor

11355 131st Street N
Largo, FL 33774

Dear Administrator:
Re: (2) Second Revisits

This letter reports the findings of (2) second state licensure survey revisits that were conducted on
3, 2012, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
of your survey,

The Quality A Questi ire 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 surveyor. Should you have any questions please call

Paul Brown, HFEs, at 727-552-2000.
Qrcly,

Field Office Manager
PRC/kpr

Enclosures: State Forms 3020 & Revisit Reports

St. Petersburg Field Office

525 Mirror Lake Drve Norh, Suit 410 &
Petersburg, FL 33701

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

Headquarters

2727 Mahan Drive
Tallahassee, Fl. 32308
httpifahca myflorida.com




