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A000 Initial Comments A Q00

A Complaint (2012013751} Investigation Survey
was completed at South Hialeah Manor with
Limited Mental Health (LMH) component on

i. There was a deficiency found at the
time of survey: A0054.

SAS 0%4 58A-5.0185(5) FAC Medication - Records A054
{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication fisting with the
prescription number, the name and address of
the issuing pharmacy, the health care provider's
name, the resident ' s name, the date dispensed,
the name and strength of the drug, and the
directions for use.
{b) The facility shall maintain a daily medication
observation record (MOR) for each resident who
receives assi e with self: inistration of
ion. AMOR
must mclude the name of the resident and any
known the resident may have; the name
of the resident ' s health care provider, the health
care provider ' s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
(¢) For medications which serve as chemical

, the facility shall, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication.

AHCA Form 3020-0001
TIME {Xe) DATE

LABORATORY DIRECTOR'S OR PRO ER
STATE FORM bl coTsh # continuation sheet 1of 2




PRINTED: 01/30/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECYION

IDENTIFICATION NUMBER:

AL11910961

B. WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SOUTH HIALEAH MANOR

STREET ADDRESS, CITY, STATE, 2IP CODE

240 EAST 5TH STREET
HIALEAH, FL 33010

(X4 1D
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER‘S PLAN OF CORRECTION (X85}
ION SHOULD BE COMPLETE

DEFICIENCY)

{EACH TIVE AGTH
CROSS-REFERENCED TO THE APPROPRIATE DATE

A0S4

AHCA Form

Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to have
a maintained medication observation record for 1
out of 5 (#2) sampled residents.

Findings include;

Medication review on at 9:00 a.m. found

that resident #2 had . 10 milligrams

{mg) still in the bingo card for the following dates:
, 2013 and 2013,

Record review found the medication observation
record (MOR}) sheet was initialed by the facility's
staff as giving the medications to resident #2
although the medication were still in the bingo
card.

Interview with the administrator and manager on
s at 9:15 a.m. confirmed that the
medications were still in the bingo card for
resident #2 on 2and 4. and the
medication sheet was initialed by staff as given.
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

Ré%f,ﬁggg‘ Better Health Care for all Floridians EL%;%%{E:—E%? EK
,2013
Administrator
South Hialeah Manor Re: CCR #2012013751
240 East 5th Street
Hialeah, FL. 33010
Dear Administrator:
This letter reports the findings of a state complaint survey that was conducted on , 2013 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 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
hitp://ahca.myflorida.com/Publications/Forms.shiml 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,
Arlene Mayo-Davis Z
Field Office Manager
AMD:sy
Enclosure
XG9O
Headquarters Miami Field Office

2727 Mahan Drive
Taliahassee, FL. 32308
hitp:/fahca myflorida.com

8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 583-3100; Fax {305) 583-3121




