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A000 Initial Comments A000
Assisted Living Facility

A complaint survey, CCR# 2012012996, was
conducted on .

The Braybrook at Bayonet Point, assisted living
facility, had deficiencles found at the time of the
visit,

A 008 58A-5.0181(2) FAC Admissions - Health A008
Assessment

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a

face-to-face medical examination completed by a

licensed health care provider, as specified in

either paragraph {a) or (b} of this subsection.

(a) A medical examination completed within 60

calendar days prior to the individual ' s admission

to a facility pursuant to Section 429.26(4), F.S.

The examination must address the following:

1. The physical and mental status of the resident,

including the identifi catlon of any heaith-related
and functi

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living;

3. Any nursing or services required by the

individual,

4. Any special diet required by the individual;

. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication;

6. Whether the individual has signs or symptoms

of a communicable which is likely to be

transmitted to other residents or staff;

7. A statement on the day of the examination that,

in the opinion of the examining licensed health

care provider, the individual ' s needs can be met

AHCA Form 3020-0601

THLE (X6) DATE

LABORATORY DIRECTCR'S OR PRO JER IVES
STATE FORM o6 SCL81t ¥ continuation sheet 1 of 20




PRINTED: 01/04/2013

in an assisted living facility; and

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed health care
provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.

{b} A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, ident Health for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the compieted form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhc.state.flLus/MCHQ/Long_Term_Care/
<http:/www.fdhe.state. flLus™CHQLong_Term_C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident * s licensed health care provider
must complete afl of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.

a. items on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.

¢. Omitted information received verbally must be
documented in the resident ’ s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
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Continued From page 2

complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
ion, which at a mini includes the
elements in Section 3. This requirement does not
apply for residents receiving:
a. Extended congregate care (ECC) services in
facilities hoiding an ECC license;
b. Services under community living support plans
in facilities holding limited mental health ficenses;
¢. Medicaid assistive care services; and
d. Medicaid waiver services.
{c) Any i ion required by p ph (a) that
is not contained in the medical examination report
d d prior to the individual * ission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823.
(d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).
(e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.
{f} Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. Alicensed health care
provider may attacha __ . _ order for
residents who do not wish
to be administered in the case of

or
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Continued From page 3

{g) Aresident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or
415. 1051 F.S. shall be exempt from the

of this subsection for
upto 30 days However a resident accepted for
shall be entered
on the fammy 5 admussmn and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
sucha resident Amedical examination must be

d d on any

placement resident aooepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 resident (#2) of 3 resident
reviewed had a face to face medical examination
by a licensed healthcare provider and completed
Agency for Health Care Administration 1823 form
(AHCA 1823) within 30 days after admission to
the facility.

The findings include:
On . Resident #2's record was
reviewed. The record reveled Resident #2 was
admitted to the facility on Further
review of Resident #2 facility records revealed the
record did not contain an AHCA 1823 as required
for each resident.

On . ' at 2:46 a.m. the Administrator was
interviewed. She confirmed Resident #2 does not
have an AHCA 1823 form included in her facility
record

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

A008

A052
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(3) ASSISTANCE WITH
SELF-ADMINISTRATION.
(@) 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
medication in accordance with Rule 58A-5.0191,
F.AC., and able to demonstrate to the
the ability to read and
interpret a pi iption label, must be available to
assist residents with seff-administered
medications in accordance with procedures
described in Section 429.256, F.S.
b) Assit with self- irt of
medication includes verbally promptmg a resndent
1o take icath and
opemng a properly Iabeled medication container,
as ified in Section
429 256(3) F.S.Inorder to facilitate assistance
with seff-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staﬂ may also return unused doses
to the medi . Med which
appears to have been contaminated, shall not be
returned to the container.
{c) Staff shall observe the resident take the
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 fo the

BRAYBROOK AT BAYONET POINT BAYONET POINT, FL. 34667
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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 transferred to a pill

to the of
subsection {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. ions may be prescribed and
dispensed in an easier to use form, such as unit
dose packaging,

{e) Pursuant to Section 429.256(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
te:ms " judgment " and " dnscretlon mean

P vital signs and or
assessing a resident' s condmon
{4) Ass! with self- ion does not
include:
{a) Mixing, _ . converting, or

_I medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablat as prescnbed
{b) The D of sy for injection or the

ion of icati by any inj

rou
(c) Admmlstratron of medications through
positive pi o]

ora
(d) Administration 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.

9) s .or _ preparations.
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Continued From page 6

(h) Medications 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 admlnistration or the
reason for inistration requires jud or
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 ensure 1 of 9 employee (Staff G)
received Medication Technician training prior to
ing 5 of 5 resk i with the
" istration of medication (Res #,
#3, #4, #5, and #6).
The findings include:
1.0n . ... .. Resident #1's Medical
Observation Records {(MORs) for the months of
....... were reviewed. The
MORs revealed Staff G electronically signed the
MOR as prowdmg assiszance with the
of ions to Resident # 1
on 14 separate oocas:on dates through
. . > and on 3 separate days
on between cand 11
Staff G received her MT training.)
Areview of Resident #3 ' s MORs were reviewed
on . The MORs revealed Staff G
electronically assisted Resident #3 with
medication 3 times between ‘and
Staff G assisted Resident #3. The
MOR reﬂecis Staff G assisted Re5|dem #4 with
h of
the drug or other substance may Iead to limited
physical dependence or

A052
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dependence relative to the drugs or other
substances in schedule 1il} under the controlled
subsidence act, such a
Resident #4 MORS were reviewed on
The MORs showed Staff G
electronically signed Resident #4 ' s MOR as
isting with the self. ini on of
medication for Resident #4 1on 14 different days
tween through and a
total of 4 times in between and

Resident #5 ' s MORS were reviewed on
and revealed Staff G signed the
electronic MOR with as assisting Resident #5

with the self-assi of his icati such
as Han . i on 14 different days
between .__. Staff G also

electronically signed the MOR as assisting
Resident #5 with his mediation a total of 4 times

between .. land .

Areview of Resident #6 ' 2012 MOR

reveled Staff G assisted Resident #6 with the
of on 14

days that month. A review of Resident #6's
12 MOR revealed Staff G s:gned off

i #6 with his i onéd
drfferent days that month.
2. Areview of emp records was ¢
on The employee records revealed
Staff Gwas hiredon _.._.____asan

unlicensed Resident Care Aide and she received
her Medication Technician (MT) training on

3. Staff G was interviewed on 8t 3:42
p.m. She « she passed i to
resident without the proper training. Staff G
stated, " When [The Administrator] hired me |
started the next mommg | was passing pills | had
no fraining or anything. " She reports passmg

i medication to resident such as
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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 followmg persons, who are
of

or 1
conducting screening under chapter 435
(a) The licensee, if an individual.
(b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.
(c) The financial officer or similarly m!ed
| who is resp for the
operation of the licensee or provider.
{d) Any person who is a controlling interest if
the agency has reason fo believe 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
nd ion of the iction at
the tlme 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 requlred by
statutes, ing with a |
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients. Evidence of confractor
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* reguiar pills. " Staff G reports she started
working at the facility around .
Widespread
AZ815| 408.809, 435.02(2), 435.06 Background AZB1S
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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 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 for state p 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
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 fingerp Proof of pli with
Jevel 2 screening standards submitted within the
previous 5 years to meet any provider or
pr i licensure requi 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
ity to operate a continuing care reti
community under chapter 651 satisfies the

AZ815
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requirements of this section if the person subject
to has not been d for more
than 90 days and such proof is accompanied,
under penaity 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 results shall be
reviewed by the agency with respect to 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) In addition 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, 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 409.920, relating to Medicaid
provider fraud.

(d) Section 409.9201, relating to Medicaid
fraud.

(e) Section 741.28, relating to domestic
violence.

AZB15
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(f) Section 817.034, relating to fraudulent acts
through mai, wxre radlo, elecimmagnebc

{g) Section 817 234 relating to false and
fraudulent insurance claims.

{h) Section 817.505, relating to patient
brokering.

0] Secﬂon 817 568 re!aung to criminal use of

(j) Section 817.60, relating to obtaining a credit
card through fraudulent means.

(k) Section 817,61, relating to fraudulent use of
credit cards, if the offense was a felony.

() 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 831.34, relating to the sale,
delivery, or ion with the

intent to sell, manufacture, or deliver any
counterfeit controlied substance, if the offense
was a felony.
A person who serves as a oontrolling interest of,
i loyed by, or with 2 on

. 2010, who has been screened and
qualifi ed according to standards specified in s.
435.03 or 5. 435.04 must be rescreened by
31, 2015. The agency may adopt rules to
establlsh a schedute to stagger the

of the requil ing over

the B-year period, beginning 2010,
through 2015. ¥, upon rescreening, such
person has a disqualifying offense that was not a
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
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and was commitied 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.

{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.

{6)@) 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 Depariment of Health,
or the department itself 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 D of Healthora latory
board wnthm that department and that person is
providing a service within the scope of his or her
licensed or certified practice.
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{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
12054 to lmplemem this secnon chapter 435
and g statutes

screening and to ;mplement and adopt criteria
relating to retaining fingerprints pursuant to 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.

435.06,F.S.

{1} f an employer or agency has reasonable
cause to beheve that grounds exist for the denial
of i it of any empl 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 fo 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
completed and demonstrates the absence of any
grounds for the denial or termination of

AZ815
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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 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.
(c) The employer must i the
of any of its personnel found to be in

I with the mini of
this chapter or place the employee in a position
for which background screening is not requnred
unless the ' is granted an
from dlsqualrﬁcatlon pursuant to s. 435.07.

{3) Any employee who refuses to cooperate in
such screemng or refuses to timely submit the

including fingerprints ri requtred 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 against whom the

AZ815

AHCA Form

3020-0001

STATE FORM

SCL811

It continuation sheet 15 of 20



PRINTED: 01/04/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DE]

NTIFICATION NUMBER:

AL 11966930

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
BRAYBROOK AT BAYONET POINT

STREET ADDRESS, CITY, STATE, ZiP CODE

7532 STATE ROAD 52
BAYONET POINT, Fl. 34667

(X4) ID

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

D
PREFIX
TAG

CORRECTIVE ACTION Si

PROVIDER'S PLAN OF CORRECTXON

(X5}
COMPLETE

(EA LD B
CROSS-REFERENCED TO THE APPROPRIATE DATE

Continued From page 15

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.8.

" 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, the facility
failed to ensure 5 of 8 Staff members reviewed,

a level Il backg g before
coming in to direct contact with residents !lv:ng at
the facility. Staff members involved (Staff CE, F,
G and H).

1. On a review of the facility ' s
employee records revealed Staff C was hired on

.. ... Staff C did not have a copy of a
background screening included in her record.
On . ... Staff E's employee records were
reviewed. The records revealed Staff E was hired

. No background screening
information was located in Staff E's empioyee
record.
Staff F's employee record was reviewed on
The record revealed Staff F was

hiredon ... ..... ... Abackground screening
was not located Staff F ' s record.
Areview of former employee, Staff G ' s, record
reveled she was hired on and worked
at the facility untit ' (an exact date was not
provided). There was no evidence of a
background screening Staff G 's employee
record.
On Former Staff H ' s employee
record was reviewed, The record reveled Staff H
was hiredon ._.______. Background screening
information could not be located in StaffH's
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employee record.
2. On ' A review of the Agency for
Health Care A {AHCA) backg
screening website revealed StaffC's
background screening was done on

{almost two months after she began providing
resident with direct care at this facility.)A record
search for Staff F was also Results returned with
no information for Staff F.

. On _ ! at 10:47 a.m. the Assistant
Administrator was interviewed. He  confirmed
Staff C did not have a background screening in
her employee record. He  also confirmed Staff
C is a Resident Care Aide who has had direct
contact for resident. The assistant administrator
states Staff C ' s last day working with the

residents wason . At 11:09 am.
The Assistant Administrator confirmed  the
facility did not have a background screening for
Staff E. He stated, We don't haveityet.”
The assit also Staff
E has had worked directly with residents living
in this facility.

In an interview conducted on
11:19 a.m. The Administrator stated, " | thought
that | had gotten [a background screening for
Staff F], but | was mistaken. " The
administrator denied having a background
screening for Staff H. The  Administrator also
confirmed Staff C, E, F, G, and H were
responsible for resident care and have
worked/work directly with the resident.
Unclassified

408.812, FS Unlicensed Activity

{1) Aperson or entity may not offer or advertise
services that require licensure as defined by this
part, authorizing statutes, or applicable rules fo
the public without obtaining a valid license from

AZ815
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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 ma\ntenance of an

provider or the perft 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 weifare
of clients. The agency or any state attorney may,
in addition to other remedies provided in this part,
bring an action for an injunction fo 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
part 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 unlawfut for any person or entity to own,
operate, or maintain an unlicensed provider. if
after recelving notification from the agency, such
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

by statutes
and applrcable 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
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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.

(7) Any person aware of the operation of an
unficensed provider must report that provider to
the agency.

This Statute or Rule is not met as evidenced by:
Based on interviews and record reviews, the
facllity provided services to 1
resident (Resident #2). o and
management is a service reserved for Facilities
with Limited Mental Health Licensing and

Care li i

Congreg:

The findings include:

On .. ... Resident #2 was observed
sitting in her _infront of the
television. Resident #1 had a nasal cannula in her
nose which was connected to an 1{02)
concentrator. Resident #2 was interviewed on

at 8:57 am. she was asked who
cares for her O2 concentrator and her portable
1tarks. Resident #2 stated she receives

help front the facility's staff members with her
portable tanks. She explained, "{can't
handle in any of it. | can't do it, because | have
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“That ' s the kind where you just see a black hole
in the center of whatever you are looking at. "
2. Aninterview was conducted with Staff A, an
unlicensed Resident Care Aide, on at
1:10 p.m. Staff A admitted to adjusting the
portable tanks for Resident #2 and denied

diusting the 02 for Resident #2,
Staff A stated, " Every time | take [Resident #2)
out of the t have to turn the ronto
four and open the value on it. You got to twist the
tanks to open the flow up.
3. Areview of the facility's license on

 revealed the facility was issued a
standard license without any specialty license
which would allow the provision of additional
service such as assisting resident with care for
1 machines.
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Resudent #2 stated she only has | vision,

AHCA Form 3020-0001
STATE FORM b SCLEM

# continuation sheet 20 of 20




FLORIDA AGENCY FOR HEAITH CARE ADVINSTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Beftar Health Care for all Floridlans SECRETARY
2013
Administrator
Braybrook at Bayonet Point
7532 State Road 52
Bayonet Point, FL 34667
Dear Administrator:
Re: CCR# 2012012996
This letter reports the findings of a complaint survey that was conducted on 2012, bya
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
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.myflorids.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
1and i lication 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.
|? . ly"A
’
Patricia Reid Caufman

(.4
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

B
8t, Petersburg Fietd Office
525 Mirror Lake Drive North, Suite 410 A
St. Petersburg, FL 33701
Phone (727) §52-2000; Fax (727) 552-1161

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitp:ifahea.myflorida.com




