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A000 Initiat Comments A 000
Assisted Living Facility

An initial state licensure survey was conducted on

ALa My Love Assisted Living Facility had
deficiencies found at the time of the visit.

A 121 58A-5.021(2) FAC Fiscal - Accounting A121
Procedures

(2) ACCOUNTING PROCEDURES. The facility
shall maintain written business records using

g y principles as
defined in Rule 61H1-20.007, F.A.C., which
accurately reflect the facility ' s assets and
liabilities and income and expenses. Income from
residents shall be identified by resident name in
supporting documents, and income and
expenses from other sources, such as from day
care or interest on facility funds, shall be
separately identified.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not maintain any written business records
reflecting the facility's assets, liabilities, income
and expenses that were available to the agency.
Findings include:

At approximately 11:30am on the
facility's financial records, including its
prospective profit and loss statements, were
requesied but never furnished. In an interview
with the administrator at this time, she indicated
that these documents were not immediately
available for inspection.
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..127 58A-5.021(8) FAC Fiscal - Liability Insurance A127

{8) LIABILITY INSURANCE. Pursuant to Section
429,275, F.S., facilities shall maintain liability
insurance coverage, as defined in Section
624.605, F.S,, in force at all times, On the
renewal date of the facility ' s policy or whenever
a facility changes policies, the facility shall file
documentation of continued coverage with the
AHCA central office. Such documentation shafl

be issued by the insurance company and shalf
include the name of the facility, the street address
of the facility, that it is an assisted living facility, its
licensed capacity, and the dates of coverage.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not maintain a copy of it liabifity insurance
coverage available for agency inspection.
Findings include:

Areview of administrative documentation found
no copy of the facility's current liability insurance.
Interview with the administrator at approximately
Ham on 2/2¢ 1o a posted "certificate
of shares of stock.” Further interview revealed
that this insurance certificate was unavailable for
inspection.
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FLORDA AGENCY FOR HEALTH CARE ADMINISTRATION

RICK §COTT N ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
,2013
Administrator
A La My Love ALF

6821 Dover Ct
Tampa, F1. 33634

Dear Administrator:

This letter reports the findings of an initial state licensure survey that was conducted on ,2013,bya
representative 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 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
httpy//ahea.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.

erely,
f of atricia Reid Caufman
Field Office Manager
PRC/kpr

Enclosure: State Form 3020

$t. Petersburg Field Office

5285 Mirror Lake Dnve North, Suite 410 A
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