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An visit for a standard biennial survey was
conducted on Villa Serena 1 Assisted!
Living Facility with Limited Mental Health i
component had the following deficiencies i
}
AD10 58A-5.0181(4) FAC Admissions - Continued |
$$=D| Residency :

(4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (e) of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face
medical examination by a ficensed health care
provider at least every 3 years after the initiat
assessment, or after a significant change,
whichever comes first. A significant change is
defined in Rule 58A-5,0131, FA.C. The results of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be
completed in accordance with that paragraph
After the effective date of this rule, providers shall
have up to 12 months to comply with this
requirement.
(a) The resident may be bedridden forup to 7
consecutive days.
(b} A resident requiring care of a pressure
may be retained provided that
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
licensed health care provider, or the resident
contracts directly with a licensed home health
agency or a nurse to provide care;
2. The condition is documented in the resident ' s
record; and H
3. If the resident ' s condition fails to improve
within 30 days, as documented by a licensed
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health care provider, the resident shall be
discharged from the facility.

(c) A ill resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to the services of a licensed hospice

: which coordinates and ensures the provision of i
any additional care and services that may be ;
needed;

2. Continued residency is agreeable to the
resident and the facility,

3. An interdisciplinary care plan is deveioped and
implemented by a licensed hospice in
consultation with the facility. Facility staff may
provide any nursing service permitted under the
facility ' s license and total help with the activities
of daily living; and

i 4. Documentation of the requirements of this
paragraph is maintained in the resident ' s file
(d) The administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the faciiity

{e) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.AC.

(5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1), F.8

{ This Statute or Rule is not met as evidenced by:
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Based on observation and interview the facility
failed to keep the continued residency criteria for :
; 1 of 4 sample residents (#3). Further observation, |
record review and interview the facility falled to
i record a significant change on 1 out of 4 sampled

i residents on the AHCA form 1923 l

Findings include: i

On at about 8:50 a.m. resident #3

was observed inbed { _ #) H
On during facmty tour staff #3 stated
resident #3 was non ambulatory.

On the facility administrator stated
resident #3 use to walk, but came back froman |
hospitalization on . non ambulatory.

On at about 8:50 a.m. resident #2 §
was observed inbed (.. 1 # ) !
;On and during facility tour staff #2
stated resident #2 was non ambulatory. !
On the facility administrator stated |
resident #2 used to walk, but came back from an |
hospitalization on .. . non ambulatory. |
Record review documented last health 1
assessment (form 1823) for resident #3 was i
made on Record review documented |
the facility failed to document resident’s #3 ;
significant change {no ambulation) in form 1823
dated i

Class il

A 030! 58A-5.0182(6) FAC; 429.28 FS Resident Care - L AD30
$8=D| Rights & Facility Procedures :

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES. ,
(a) A copy of the Resident Bill of Rights as
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described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Councii 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, FA.C. i
{b} In accordance with Section 429.28, F.S._, the |
facility shall have a written grievance procedure

: for receiving and responding to resident P

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

: {¢) The address and telephone number for

{ the Florida. ... Hotline * 1{800)96- or
{ 1(800)962-2873  shall be posted in full view in a

fodging complaints against a facility or facility staff!
shall be posted in full view in a common area '
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Councll, 1(888)831-0404; the |
Advocacy Center for Persons with .
1(800)342-0823; the Florida Local Advocacy
Council, 1{800)342-0825; and the Agency
Consumer Hotline 1{888)419-3456

(d) The statewide tofl-free telephone number of

common area accessible to all residents.

(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 Rule 58A-5.0181, F.A.C. The rules

i and procedures shall address the facility ' s i

policies with respect to such issues, for example, |
as resident responsibilities, the facility 's 7" 1 |
and tobacco policy, medication storage, the |
delivery of services to residents by third party H
providers, resident elopement, and other

; administrative and housekeeping practices, )

schedules, and requirements.
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: (f) Residents may not be required to perform any

work in the facility without compensation, except |
that facility 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, at a
minimum, at an hourly wage consistent with the
federal minimum wage law.

(g) The facility shall provide residents with
convenient access 1o a telephone to facilitate the
resident ’ s right to unrestricted and private
communication, pursuant to Section 429.28(1)( (d), ! '
F.S. The facility shall not prohibit unidentified
telephone calls to residents. For facilities with a
ficensed capacity of 17 or more residents in
which residents do not have private telephones,
there shall be, at a minimumn, an accessible
telephone on each floor of each building where
residents reside

(h) Pursuant to Section 429.41, F.S., the use of
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 representative. Any device, including
hatf-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall
not be considered a physical

429 .28 Resident bill of rights -

(1) No resident of a facility shall be deprived of
any civit or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States |
as a resident of a facility. Every resident of a i
facility shall have the right to:

(a) Live in a safe and decent living environment,
free from and neglect

(b) Be treated with consideration and respect and

A, BUILDING — N
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A030: Continued From page 5

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, i

! impractical, or an infringement upon the rights of |
other residents.

< {dy Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 am. and 9 p.m

; at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for ;
caregivers and out-of-town guests, and in other

; similar situations
{e) Freedom to participate in and benefit from H
community services and activities and to achieve

i the highest possible level of independence, ;
autonomy, and interaction within the community. |

i {f) Manage his or her financial affairs unless the
resident or, if applicable, the resident ' s
representative, designee, surrogate, guardian, or

{ attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as

| provided in s. 428.27
(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 cutdoors at
regular and frequent intervals except when

i prevented by inclement weather.

| (i Exercise civil and religious liberties, including
the right to independent personal decisions. No

i religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident. |

i (j) Access to adequate and appropriate health i
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: 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 &
physician to require an emergency relocation o 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 i, the guardian shall be
given at least 45 days ' notice of a
nonemergency relocation or residency
| termination. Reasons for relocation shall be set
i 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 grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, 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, fo be
active in, and to associate with advocacy or
special interest groups.

This Statute or Rule is not met as evidenced by:
| Based on observation, interview and record
review the facility failed to honor 1 facility resident
rights (#4).

Findings as follow:

AQ30
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Continued From page 7

On at about 8:50 a.m. it was
observed resident #4 in bed with right side of the
bed with a full rail up.

Record review documented resident #4 had a
prescription for a half bed rail

On at about 1:30 p.m. the facility
administrator stated the facility failed to honor
resident #4 rights by using a full bed rail in
residents #4 bed

Class 1t

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 18
years old, trained to assist with seff-administered
medication in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S.

{b) i e with self-admini ion of
medication includes verbally prompting a resident
to take medications as prescribed, retrieving and
opening a properly labeled medication container,
and providing assistance as specified in Section
429.256(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 medication container. Medication, which
appears to have been contaminated, shall not be

| ao3o

A052
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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 i
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; i
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 transferred to a pill
organizer pursuant to the requirements 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. Medications may be separately 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 i
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 i
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

AHCA Form 3020-0001
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|
. measuring a prescribed amount of liquid |
| medication or breaking a scored tablet or |
| crushing a tabiet as prescribed. |
| (b) The preparation of syringes for injection or the )
| administration of medications by any injectable !
route. |
i (¢) Administration of medications through |
| intermittent positive pressure breathing machmes i |
jora ! :
| {d) Administration of medications by way of a !
tube inserted in a cavity of the body. |
(e) Administration of preparations. |
! {f) Irrigations or debndmg agents used in the |
| treatment of a skin condition. |
(@) | or preparations. i
(hy Medncatsons ordered by the physician or
| health care professional with prescriptive
| authomy to be given " as needed, " unless the
; order is written with specific parameters that
| preciude independent judgment on the part of the
i 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 administration, or the
| reason for administration requires judgment or
| discretion on the part of the unlicensed person.

Based on observation and interview the facility |
 failed to assist with administration of medications |
| by a no authorized staff. H

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

Findings as follow:
i

[ On at about 8:50 a.m. it was
observed resident #3 in bed using an
i machine,
{On * at about 8:50 a.m. staff #3 stated ; |

| staff assisted resident #3 with the administration

AHCA Form 3820-0001
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(3) RESIDENT RECORDS. Resident records
! shalt be maintained on the premises and include:
| (a) Resident demographic data as foilows:
1. Name;
2
3.R
4. Date of birth;
5. Place of birth, if known;
1 6. Social security number;
7. Medicaid and/or Medicare number, or name of
! other heaith insurance -
8. Name, address, and telephone number of next
+ of kin, responsible party, or other person the :
resident would like to have notified in case of an
emergency, and relationship to resident: and
f 8. Name, address, and phone number of health
| care provider, and case manager if applicable
(b) A copy of the medical examination described
! in Rule 58A-5.0181, FA.C
(c) Any health care provider ' s orders for
medications, nursing services, therapeutic diets,
, or other services to be
| provided. supervised, or implemented by the
facility that require a heaith care provider's
order.
{d) A signed statement from a resident refusinga
therapeutic diet pursuant to Rule 58A-5.020,
FAC
{8} The resident record described in paragraph
58A-5.0182(1)(e), FE.A.C

VILLA SERENA MIAMI, FU 33145
(X4) 1D SUMMARY STATEMENT OF BEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X&)
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I
A052! Continued From page 10 A052
of due to resident can not self administer
it
On at about 1:30p.m. the facility
: administrator stated staff administer | ito
resident #3
Class til.
A 162 58A-5.024(3) FAC Records - Resident ©A162 !
§8=D '

|
|
|
i
|
|
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{f) Aweight record which is initiated on
admission. Information may be taken from the
resident ' s health assessment. Residents
receiving assistance with the activities of daily
living shall have their weight recorded
semi-annually.

(g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., if
such consent is not included in the resident ' s
contract.

| {h) For facilities which manage a pill organizer,
: assist with self-administration of medications or

administer medications for a resident, the

required medication records maintained pursuant
1o Rule 58A-5.0185, F.A.C.

{1} A copy of the resident ' s contract with the .
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.A.C

i () For a facility whose owner, administrator, or

staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the i
monthly written statement of any transaction

. made on behalf of the resident as required under |

Section 428.27, F.S

(k) For any facility which maintains a separate
trust fund to receive funds or other property :
belonging to or due a resident, a copy of the i
quarterly written statement of funds or other
property disbursed as required under Section i

42027 F.S. i

() A copy of Alternate Care Certification for ;
. { 1) Form, i

CF-ES 1008, 1998, if the resident is an

recipient. The absence of this form shall not

_‘ be considered a deficiency if the facility can

demonstrate that it has made a good faith effort

+ to obtain the required documentation from the

Department of Children and Family Services

|
H
I
|
!
i
|
i
|
|
|
i
|
|
|
|
|
|
|
|
i
!
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(m) Documentation of the appointment of a :
health care surrogate, guardian, or the existence |
of a power of attorney where applicable. i
(n) For hospice patients, the interdisciplinary care |
plan and other documentation that the resident is |
a hospice patient as required under Rule i
58A-5.0181, FAC. !
(o) For apartments, duplexes, quadruplexes, or |
single family homes that are designated for ‘
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
limited nursing, or extended congregate care
service shall be limited to the following:

1. Alog listing the names of residents
participating in this arrangement;

2. The resident demographic data required under
this subsection;

3. The medical examination described in Rule
58A-5.0181. FAC;

4. The resident” s contract described in Rule
58A-5.025, FAC,; and

5. Ahealth care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.

{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract fo retain the records for a longer period
of time. Upon request, residents shall be provided

a copy of their resident records upon departure
from the facility.

{q) Additional resident records requirements for
facifities holding a timited mental health, extended

i
i
congregate care, or limited nursing services |

VILLA SERENAI MIAM, FL 33145
(X410 SUMMARY STATEMENT OF DEFICIENCIES i3} PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLET
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i A162
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Continued From page 13

ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

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

Based on interview and record review the facility

i failed to have orders for services for 1 of 4 {#2)

sample residents.

Findings as follow:

1 On at about 9:00 a.m. resident #2

stated during an interview that was
Resident #2 stated a nurse came every day to

| assist with administration,

On at about 11:00 a.m. a person who
was introduced as a home health agency nurse
stated came to assist resident #2 with
administration.

Record review evidenced there was no a doctor

+ order for the home heaith services for resident

#2

i The facility administrator stated the facility failed

to have the doctor order for the home heaith

: services for resident #2

Class i

58A-5.0191(8) FAC LMH - Training

| (8) LIMITED MENTAL HEALTH TRAINING.

(a) Pursuant to Section 429.075 F S, the
administrator, managers and staff, who have
direct contact with mental health residents in a
licensed limited mental health facility, must
receive the following training

1. Aminimurn of 6 hours of specialized training in
working with individuals with mental health

L At62

AL243
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|

| diagnoses “
1 & The training must be provided or approved by i
| the Department of Children and Famifies and |
| must be taken within 6 months of the facility ' s |
| receiving a limited mental health license or within |
i 6 months of employment in a imited mental |
| health facility. |
| b. Staff in " direct contact * means direct care |
| staff and staff whose duties take them into i |
 resident living areas and require them to interact |
| with mental health residents on a daily basis. The i |
| term does not include maintenance, food service } |
| or administrative staff, if such staff have only | |
| incidental contact with mental health residents. | I
: ¢ Training received under this subparagraph may | |
count once for 6 of the 12 hours of continuing "
education required for administrators and i
managers pursuant to Section 429.52(4), F 8., i

: and subsection (1) of this rule | i
| 2. Aminimum of 3 hours of continuing education, ; ‘
which may be provided by the ALF administrator | i
| or through distance leaming, biennially thereafter ! |
in subjects dealing with one or more of the |
foflowing topics: |
| a. Mental health diagnoses: and "
| b. Mental health treatment such as mental health i
| needs, services, behaviors and appropriate i
interventions; resident progress in achieving i
treatment goals; how to recognize changes in the |
| resident ' s status or condition that may affect |
| other services received or may require !
i‘ intervention; and crisis services and the Baker "
Act procedures. i
3. For administrators and managers, the |
continuing education requirement under this i
subsection will satisfy 3 of the 12 hours of !
| continuing education required biennially pursuant "
o Section 429.62(4), F.S., and subsection {1} of |
I this rufe I
| 4. Administrators, managers and direct contact !

AHCA Form 3020-0051
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retamed in their personnel files.

| heatlth training.

1 {2} Any request to amend a license must be
| received by the Agency in advance of the
| requested effective date as detailed below.

Continued From page 15 ¢ AL243

! staff affected by the continuing education
| requirement under this subsection shall have up
| to 6 months after the effective date of this rule to

meet the training requirement. i
(b) Administrators, managers and staff do not §
have to repeat the initial training should they i

; change employers provided they present a copy

of their training certificate to the current employer |

for retention in the facllity ' s personnel files, They !

must also ensure that copies of the continuing |

educatxon training certificates, pursuant to i
ph (a)2. of this subsection, are

. This Statute or Rule is not met as evidenced by: i

Based on record review and interview the facility
failed to have an administrator trained in working
with limited mental health residents

Findings as follow:

Record review documented the facility failed to

have proof of the limited mental health training for'

| staff #1 (facility administrator) i
On

at about 1:30 p.m. the facility i
administrator state did not pass the limited mental~

Class 1i

59A-35.040, FAC Change of Address [ AZ806

Requests to amend a license are not authorized
until the license is issued. i
{a) Requests to change the address of record
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must be received by the Agency 80 to 120 days in
of the req date for the

following provider S:

1. Birth Centers, as provided under Chapter 383,

FS,;

2. Abortion Clinics, as provided under Chapter

390,F.S,;

3. Crisis Stablhzatlon Units, as provided under

Partsland of Chapter 394, F.S.;

4. Short Term Residential “Treatment Units, as

provsded under Parts and  of Chapter 394,
F.s.

5. Residential Treatment Facilities, as provided
under Part of Chapter 394, F.S,;
6. Residential Treatment Centers for Children and
Adolescents, as provided under Part  of
Chapter 394, F.8;
7. Hospitals, as provided under Part | of Chapter
395, FS,;
8. Ambutlatory Surgical Centers, as provided
under Part | of Chapter 395, F.S.
9. Nursing Homes, as provided under Partll of
Chapter 400, F.S;
10. Hospices, as prowded under Part  of
Chapter 400, F.S.;
11. Homes for Special Services as provided
under Part V of Chapter 400, F.S.;
12. Transitional Living Facilities, as provided
under Part V of Chapter 400, F.S.;
13. Prescribed Extended Care Centers,
as provided under Part VI of Chapter 400, F.S;
14. Intermediate Care Facilities for the

, as provided under
Part VIl of Chapter 400, F.S.;
15. Assisted Living Facilities, as provided under
Part | of Chapter 429, F.S.;
16. Adult Family-Care Homes, as provided under
Part I of Chapter 428, F.S ;
17. Adult Day Care Centers, as provided under
Part i of Chapter 429, F.S.

AZ806
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1 following provider types:

i of Chapter 400, F.S.;

 Chapter 400, F.S;

400, F.8;

Part IX of Chapter 400,

i exemption;

of Chapter 483, F.S.;

i provided under Chapter

i {c) All other requests to amend a license

7

8.
8.

FS;

381, F.8.

AZ806

‘ (b) Requests to change the address of record
| must be received by the Agency 21 to 120 days in:
; advance of the requested effective date for the

1 1. Drug Free Workplace Laboratories as provided
i under Sections 112.0455 and 440.102, F.S.;

| 2. Mobile Surgical Facilities, as provided under

| Part of Chapter 395, F, ¢

i 3. Health Care Risk Managers, as provided under !
Part { of Chapter 395, F. ¢
4, Home Health Agencies, as provided under Part |

5. Nurse Registries, as provided under Part ill of |

6. Companion Services or Homemaker Services
Providers, as provided under Part Il of Chapter

7. Home Medical Equipment Providers, as
provided under Part Vit of Chapter 400, F.S.. B
8. Health Care Services Pools, as provided under

i 9. Health Care Clinics, as provided under Part X
1 of Chapter 400, F.S., inciuding certificate of

| 10. Clinical Laboratories, as provided under Part |
Health Testing Centers, as

| provnded under Part |) of Chapter 483, F.S ;
| 12. Organ and Tissue ProcurementAgencies. as

| including but not limited to services, licensed
capacity, and other specifications which are
| required to be displayed on the license by
aurhor;zmg statutes or applicable rules must be

| received by the Agency 60 to 120 days in

advance of the requested effective date. This
deadline does not apply to a request to amend
hospital emergency services defined in Section

1 396.1041(2), F.S.

|
|
|
|
|
|
|
|
i
|
|
|
i
|
|
|
|
|
I
|
|
|
|
|
|
|
I
|
|
I
|
i
|
|
|
I
|
|
|
|
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in a $500 fine

| constitutes unlicensed activity.

was overcapacity.
Findings as follow:
On

+ toured 9 facifity
| residents,

administrator stated resident #7 was an
| #7 shared

Class ill

{3) Failure to submit a timely request shall result

{4) Alicensee is not authorized to operate in a
new location until a license is obtained which
specifies the new location. Failure to amend a

{ license prior to a change of the address of record

This Statute or Rule is not met as evidenced by |
Based on observation and interview the facility

at about 8:50 a.m. there were
with a census of 15 i i

| independent living resident. Also stated resident
# - with facility resident #6.

i AZ80B

i i

i (5) The licensee shall return the license certificate ; |
; to the Agency upon the rendition of a final ¢
| revoking, cancelling or denying a license,
| upon the voluntary discontinuance of operation

order !
and i :

1 On at about 8:50 a.m. staff #3 i i
(caretaker) stated the facility had 15 residents. ; '
1 On at about 1:30 p.m. the facility : i
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2013
Administrator

Villa Serena I
1200 Sw 22 Terrace
Miami, FL. 33145

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 afier 1o verify that the necessary corrections are in
place to correct the deficiencies identified on 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

hittp://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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
Www

Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
XG90

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166

Phone (305) 593-3100; Fax (305) 593-3121

Headquarters

2727 Mahan Drive
Talahassee, FL 32308
atipiahca myflorida.com




