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A 000 Initial Comments

On at Stanley House Assisted Living
Facility, an unannounced Operation Spot Check
Survey was conducted. There were deficiencies
found at the the time of the visit.

A 152 58A-5.023(3) FAC Physical Plant - Safe Living
$8=D Environ/Other

{3) OTHER REQUIREMENTS.

{a) Ali facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)a), F.8.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and

appurtenances are maintained in good working

order.

{b) Pursuant to Section 420.27, F.S,, residents

shall be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident '
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress a comfortable

height to ensure easy acoess by the resident;

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, chest or other furniture designed for

storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste

basket; and

5. A comfortable chair, if requested.

(¢} The facility must maintain master or duplicate

keys to resident to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during
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(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule Is not met as evidenced by:
Based on record review, the Assisted Living
Facility (ALF) failed to ensure mechanical fire
suppression systems were adequately
maintained.

Findings include:

On ! at approximately 9:15 AM a Life
Safety Inspection was conducted by a Fire
Protection , from the State Office of the
Fire Marshall. The following is a list of
deficiencies noted during the inspection.

1. Automatic Sprinkier System Inspection
Report notes that the system is due for the
required internal obstruction investigation. Ref:
NFPA 25(2008)14.2.1

2. Fire Drill Record does not reflect required
number of fire drills. Ref: FAC 69A-40.036

3. Current Kitchen Hood Suppression System
Report not available. Ref: FAC 69A-21.304
{System is due for semi-annual inspection)

4. Annual Fire Alarm Inspection Report not
available. Ref: NFPA 72(2007)10.6.2

&, Magnetic Fire Doors in NW Hall not iatching
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AGENCY FOR HEATH CARE ADMINSTRATION

ELIZABETH DUDEK
R('}%iéggg; Better Health Care for all Floridians SECRETARY
,2012
Administrator
Stanley House

718 Walton Rd
Defuniak Springs, FI. 32433

RE: SPOT CHECK

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on , 2012 by
representative(s) of this office. Attached is the provider's copy of the State (3020) Form, which indicates the
deficiencies that were identified on the day of the visit. Section 408.811(4), Florida Statutes, requires that you
correct these deficiencies within thirty days of the date of this letter unless the Agency has approved another
timeframe. Staff from this office will conduct a review after , 2013 to verify that the necessary
corrections are in place to correct the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shim! 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(s). Should you have any questions please call me at
850-412-4540.

Sincerely,

e

Donah Heiberg
Field Office Manager

Du/dh
Enclosure
XG90

Taliahassee Field Office

2727 Mahan Drive, Mail Stop #46
Tallahassee, FL 32308

Phone 850-412-4840; Fax (850) 922-9162

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




