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AQ00: Initial Comments AQCO

An Assisted Living Facility standard biennial
licensure survey with Limited Nursing Services
{LNS) and Limited Mental Health (LMH) was
conducted on \ 2013, Sunny Days
ALF Inc. had licensure deficiencies found at the
time of the visit.

SASO%‘I 58A-5.0181(1) FAC Admissions - Criteria A007
Admission Procedures, Appropriateness of
Placement and Continued Residency Criteria. i
{1) ADMISSION CRITERIA. An individual must |
meet the foliowing minimum criteria in order to be |
admitted to a facility holding a standard, timited |
nursing or limited mental health license: |
{a) Be at least . i
(b} Be free from signs and symptoms of any |
communicable which is likely to be ;
transmitted to other residents or staff, however, a |
person who has .
. .....1may be admitted to a facility,
provided that he would otherwise be eligible for
admission according to this rule. §
(c) Be able to perform the activities of daily living, :
with supervision or assistance if necessary.
(d) Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted,
(e} Be capable of taking his/her own medication
with assistance from staff if necessary.
1. if the individual needs assistance with
self-administration the facility must inform the
resident of the professional qualifications of
facility staff who will be providing this assistance,
and if unlicensed staff will be providing such
assistance, obtain the resident ' s or the resident ' |
s surrogate, guardian, or attorney-in-fact’ s i
written informed consent to provide such 1
assistance as required under Section 429.256, |

:
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2. The facility may accept a resident who requires ;
the administration of medication, if the facility has |
a nurse to provide this service, or the residentor |
the resident’ s legal representative, designee,
surrogate, guardian, or attorney-in-fact confracts
with a licensed third party to provide this service
to the resident.

{f} Any special dietary needs can be met by the
facility.

{g) Not be a danger to self or others as
determined by a physician, or mental health
practitioner licensed under Chapters 490 or 491,
FS

{h} Not require licensed professional mental
health treatment on a 24-hour a day basis.

(i) Not be bedridden.
(i) Not have any i or 4 pressure sores. A
resident requiring care of a | pressure

may be admitted provided that:

1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
physician, or the resident contracts directly with a
ficensed home health agency or a nurse to ]
provide care; 1
2. The condition is documented in the resident ' s
record; and |
3. f the resident ' s condition fails to improve
within 30 days, as documented by a licensed
nurse or physician, the resident shall be
discharged from the facility.

{k) Not require any of the following nursing

services:

1. Oral, .. .or

suctioning;

2. Assistance with tube feeding; !
3. Monitoring of .._ . . gases; i

4. Intermittent positive pressure breathing

or
5. Treatment of surgical ... . or wounds,

AHCAForm 3020-G001
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unless the surgical Jor tand the
condition which caused it have been stabilized
and a plan of care developed.

{1} Not require 24-hour nursing supervision.

{m) Not require skilled rehabilitative services as
described in Rule §9G-4.290, FA.C.

(n) Have been determined by the facility
administrator to be appropriate for admission to
the facility. The administrator shall base the
decision on:

1. An assessment of the strengths, needs, and
preferences of the individual, and the medical
examination report required by Section 429.26,
F.S., and subsection (2) of this rule;

2. The facility ' s admission policy, and the
services the facility is prepared to provide or
arrange for to meet resident needs; and

3. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established under Section 429.41, F.S., and Rule
Chapter 69A-40, FAC.

(o) Resident admission criteria for faciiities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 2 out of § sampled residents
were both appropriate for residency (Resident #1
and #2).

Findings:
1). Record review revealed Resident #1 was

admitted to the facility on . Review of
the resident's Health Assessment (AHCA Form
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1823) dated .. . revealed the physician |
documented the resident requires "medication i
administration”. However, interview with the |
Administrator on at 11:00 AM

revealed the facility's unlicensed staff members |
gives the resident her oral medications. Further
interview with the Administrator revealed the !
facility does not have a nurse on duty at all times |
to provide "medication administration”, as ordered
by the resident's physician. The findings were
discussed with the administrator at this time. 1

2).Record review revealed Resident #2's Health
Assessment (AHCA Form 1823) dated

: led the physician doc
the resident requires "total" and/or medtcatlon
administration”. However, interview with the
Administrator on at 1:00 PM revealed
the facility does not have a nurse on duty at all
times to provide "medication administration”, as
ordered by the resident's physician. The findings
were discussed with the administrator at this time.

Class HI

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

{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

AQ07

A008

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 o 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 identification of any health-related
problems and functional limitations;
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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;

5. 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 fikely tobe
transmitted to other residents o 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 |
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, Resident Health Assessment for Assisted
Living Faciities, 2010. The form is
hereby incorporated by reference. Afaxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at

www . fdho state.fl.us/MCHQ/Long_Term_Care/
<http:/Awww fdhce state flus/MCHQ/Long_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 all of the required information in
Sections 1, Health Assessment, and 2, Self-Care

ARCA Form 3020-0001
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and General Oversight Assessment.

a. ftems 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 faciiity administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
documentation, which at a minimum includes the
elements in Section 3. This requirement does not
apply for residents receiving:

a. Extended congregate care (ECC) services in
facilities holding an ECC license;

b. Services under community living support plans
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services; and

d. Medicaid waiver services.

{(c} Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator

(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 depariment 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

within 30 days after admission using AHCA Form
1823, [
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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 fo the
health assessment. Alicensed health care
provider may attach a order for :
residents who do not wish . i
1 to be administered in the case of

or .

{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
examination requirements of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its flicensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for reguiar
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure the health assessment
{Form 1823) was complete for 1 out of 5 sampled
residents (Resident #1).

Findings:
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Record review revealed Resident #1 was
admitted to the facility on . Review of
the Health Assessment (AHCA Form 1823)
dated revealed the form lacked
de ion of an it of the resident’s
dietary needs. The dietary assessment portion of
the health assessment was blank. During an
interview with the Administrator on at
11:00 AM, it was reported that the resident
receives a "regular” diet. The findings were
discussed with the Administrator at this time.
Class Hll
A083 58A-5.0191(4) FAC Training - First Aid and _ A083

$8=D
{4) FIRST AID AND
I S . A staff member who

has completed courses in First Aid and ;and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation of attendance at First Aid or

- course offered by an accredited college,
university or vocational school; a licensed
hospital; the American Red Cross, American

: Association, or National Safety Council, or
a provider approved by the Department of Health,
shall satisfy this requirement.
{b} A nurse shall be considered as having met the
training requirement for First Aid, An emergency
medical technician or paramedic currently
certified under Part 1} of Chapter 401, F.S., shali
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
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failed to ensure that at least one staff member
trained in both First Aid and is within the
facility with residents at all times.

Findings:

An interview with the Administrator was
cond! d on .- at approxi AM.
was revealed that the facility has 3 staff members
{Staff Member #1, #2 and #3) working solely in
charge of residents at various times. The files for
Staff #1, #2 and #3 were reviewed for training in
both . . and First Aid. None of the staff
members had documentation of training in First
Aid on file and Staff #2 did not have
documentation of current training in
file.The administrator was interviewed at
approximately 2 PM on i and confirmed
that the documentation was not present and
available for review.

on

Class lil

AQ8a
88=D

58A-5.0191(5) FAC Training - Assis Self-Admin
Meds & Med Mgmt

(8) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 429.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fuifilment of this requirement must meet the
following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,

. A083
|
i

it
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i administration, and mar of

medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident, common medications; the imporiance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques and
provide opportunities for hands-on learning
through practice exercises.

(b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates
an ability to:

1. Read and understand a prescription fabel;

2. Provide assistance with self-administration in
accordance with Section 429.256, F.S., and Rule
B58A-8.0185, F.A.C., including:

a, Assist with oral dosage forms, dosage
forms, and . and nasal
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
" as needed " prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facility employer of inability to assist in the
administration of such orders;

e. Complete a medication observation record;

{. Retrieve and store medication; and

g. Recognize the general signs of adverse

AHCA Form 3020-0001
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reactions to medications and report such
reactions.

{c} Unlicensed persons, as defined in Section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education |
training shall only be provided by a licensed
registered nurse, or a ficensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 out of 3 sampled ‘
unlicensed staff members (staff member #3) who
provides assistance with self-administered H
ications had lly completed a
minimum of 2 hours annually of continuing
education training on providing assistance with
self-administered medications and safe
medication practices in an ALF, as required.

Findings:

The file for Staff #3 was reviewed for
documentation of a minimum of 2 hours of
continuing education fraining annually on
providing I i if. ink d

ications and safe practices in an
ALF. There was no documentation of this training
dated within the previous year for this unlicensed
resident aide who provides assistance with {
self-administration of medication to residents,
The administrator was interviewed at ;
approximately 2 PK on _ and confirmed 1
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A0G90
8§8=D

Continued From page 11

that the documentation was not present and
available for review.

Class Il

58A-5.0191(11) FAC Training - Do Not
oo Orders

(1) ;
TRAINING.

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility* s policies and
procedures regarding . ... . : within 60 days
after the effective date of this rule.

(b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility ' s policy and procedures
regarding within 30 days after
employment.

{c) Training shalt consist of the information
included in Rule 58A-5.0186, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure 2 of 3 sampled staff had
received at least one hour of training in the
facility's policies regarding RO's

» within 30 days of hire {Staff
#2 and #3).

Findings:

On o at 12 PM, the personnel files for Staff
#2 and #3 were reviewed for the 'in-service

P A084
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Resident Contracts.

{1) Pursuant to Section 429.24, F.S., prior to or at ;

the time of admission, each resident or legal !

representative shall execute a contract with the

facility which contains the following provisions:

{a) Alist of the specific services, supplies and

accommodations to be provided by the facility to

the resident, including limited nursing and

extended congregate care services if the facility

is licensed to provide such services.

(b} The daily, weekly, or monthly rate. :

(c) Alist of any additional services and charges to !

be provided that are not included in the daily,

weekly, or monthly rates, or a reference to a

fee schedule which shall be

the contract.

(d) A provision giving at least 30 days written

notice prior to any rate increase.

(e} Any rights, duties, or i of residents,

other than those specified in Section 429.28, F.8.

{f) The purpose of any advance payments or

deposit payments and the refund policy for such

advance or deposit payments.

{9} Arefund policy which shall conform to Section |

429.24(3), F.S. i
i

o

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or !
responsible party shall notify the facility in writing |
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training. There was no documentation of this :
training available for review at the time of the {
survey. Staff #2 was hired on | and Staff |
#3 was hiredon _ . During an interview with |
the ini on . at approxi y !
12:00 PM, the findings were acknowledged.
A 167 58A-5.025(1) FAC Resident Contracts i A167
88=D
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of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon dally,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition, |
such as the resident ' s being comatose, prevents :
the resident from giving written notification and
the resident does not have a responsible party to
actin the resident " s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
so, which organization and its relationship to the
facility.
(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility |
|s ficensed to provide, the resident or the resident
''s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that |
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident, In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 420.26(8), F.S., shall take
effect.
(k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
o subsection {4) of that rule.
{1} The facility s policies and procedures for
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products i
pursuant to subsection (8} of that rule.

AHCA Form 3020-0001

STATE FORM Al ZPXM11

If continuation sheet 14 of 21




Agency for Health Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 03/12/2013
FORM APPROVED

{X1) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

AL11866874

{X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B.WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SUNNY DAYS ALF, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

4645 SW VAHALLA ST
PORT SAINT LUCIE, FL. 34953

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
A REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

Findings:

08/30.
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(m) The facility ' s policies and procedures related
toaproperlyexecuted . . ... ... . !

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure it included the services of LNS
{Limited Nursing Services) in the residents’
contract for 2 out of 2 resident contracts reviewed
{Resident #1 & #2).

1). Record review revealed Resident # 1 was
admitted to the facility on 8/29/... -
the Resident #1's contract executed on

of

| there was no indication that

2. Reeord revelew revealed Resident #2 was
admitted to the facilityon . ... ... ... ofthe
Resident #2's contract executed on 06/06.
i there was no indication that LNS
{Limited Nursing Services) was offered or
available in the facility. Interview with the
Administrator at 11:12 AM on 2/1%
LNS was not included in the residency contract.
The administrator said she would review this with
the resident and add to the contract.

AL241] 58A-5.029(2) FAC LMH - Records
8§8=D

LNS (Limited Nursing Services) was offered or
available in the facility. Interview with the
Administrator at 11:12 AM on 2/1°

LNS was not included in the residency contract.
The administrator said she would review this with
the resident and add to the contract.

A167

AL241
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(2) RECORDS.
(a) A facility with a limited mental health license
shall maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required under Rule 58A-5.024, F.A.C., shall be
sufficient provided that all mental health residents
are clearly identified.
{b) Staff records shall contain decumentation that
designated staff have completed limited mental
health training as required by Rule 58A-5.0191,
FAC.

(c) Resident records for mental health residents
in a facility with a limited mental health license
must include the following:

Children and Family Services within 30 days of
the resident ' s admission to the facility, that the
resident is a mental health resident.
Documentation that the resident is receiving

income, and any
of the foliowing shall meet this requirement.
a. An affirmative statement on the Alternate Care
Certification for

1 Form, CF-ES 10086, 1998, that the
resident is receiving SSI/SSDIdueto a

b. Written verification provided by the Social
Security Administration that the resident is
receiving $S1 or $8DI for a mental Such
verification may be acquired from the Social
Security Adrainistration upon obtaining a release
from the resident permitting the Social Security
Administration fo provide such information to the
Department of Children and Family Services.

¢. Awritten statement from the resident’ s case

and persistent mental illness. The case manager

1. Documentation, provided by the Department of ;

social security _ or supplemental security .

manager that the resident is an adult with severe :

AL241
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shall consider the following minimum criteria in
making that determination.

(i) The resident is eligible for, is receiving, or has
received state funded services from the
Department of Children and Family Services *
Substance. ...... ...} Mental Health program
office within the last 5 years; or

{ii} The resident has been diagnosed as having a
mental disorder.

. An appropriate placement assessment
provided by the resident ' s mental health care
provider within 30 days of admission to the facifity
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment shall be conducted by a
psychiatrist, clinical psychologist, clinical social
worker, or psychiatric or person
supervised by one of these professionals.

a. Any of the following documentation which
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, shall meet
this requirement:
{i} Completed Alternate Care Certification for
Optional ;
CF-ES Form 1006, March
(i) Discharge Statement from a state mental
hospital completed within 80 days prior to
admissien to the ALF provided it contains a

that the indivi is appropriate to live
in an assisted living facility; or
(iii) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.
b. A mental health resident returning to a facility
from treatment in a hopsital or crisis stabilization
unit (CSU} will not be considered a new
admission and not require a new assessment.
However, a break in a resident” s continued
residency which requires the facility to execute a
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new resident contract or admission agreement
will be considered a new admission and the
resident ' s mental health care provider must
provide a new assessment.

3. A Community Living Support Plan,

a. Each mental health resident and the resident
s mental health case manager shall, in
consultation with the facility administrator,
prepare a plan within 30 days of the resident's
admission to the facility or wlthln 30 days after
receiving the app

under paragraph (c} whichever is fater, which:

(i} Includes the specific needs of the resident
which must be met in order to enable the resident
to live in the assisted living facifity and the
community;

(ii} Includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident’ s needs, and the
frequency and duration of such services;

{iil) Includes any other services and activities to
be provided by or arranged for by the mental
health care provider or mental health case
manager 1o meet the resident ' s needs, and the
frequency and duration of such services and
activities;

s Includes the of the facility to
facilitate and assist the resident in attending
appointments and arranging fransportation to
appointments for the services and activities
identified in the plan which have been provided or
arranged for by the resident ' s mental health care
provider or case manager;

{v} Includes a description of other services to be
provided or arranged by the facility,
{vi) Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

{o the resident that indicate the
immediate need for professional mental health

| AL241

|
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services;

{vii) Is in writing and signed by the mental health
resident, the resident ' s mental health case
manager, and the ALF administrator or manager
and a copy placed in the resident ' s file. If the
resident refuses to sign the plan, the resident ' s
mental health case manager shall add a
statement that the resident was asked but
refused to sign the plan;

(viii} Is updated at least annually;

(ix) include the : Agreement
described in subparagraph4 If included, the
mental health care provider must also sign the
plan; and

have a lawful basis for reviewing the document.
b. Those portions of a service or treatment plan
prepared pursuant to Rule 65E-4.014, FAC.,
which address all the elements listed in
sub-subparagraph a. above may be substituted.
4. Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee shall, within
30 days of the resident ' s admission to facility or
receipt of the resident ' s appropriate placement
assessment, whichever is later, prepare a written
statement which:

a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider ' s 24-hour emergency crisis telephone
number.

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
under Section 408.912, F.S.

c. cover all mental health residents of the

(x) Must be available for inspection to those who |
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facility who are clients of the same provider.

d. beincluded in the Community Living
Support Plan described in subparagraph 3.
Missing documentation 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, or the mental
health care provider under contract to provide
mental heaith services to clients of the
department,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to 1) ensure 3 out of 3 sampled staff
members (Staff Member #1, #2 and #3) had a
minimum of 6 hours of limited mental health
(LMH) training completed within 6 months of hire;
and 2) ensure that 1 out of 1 sampled Limited
Mental Health (LMH) residents (Resident #2) had
a Community Living Support Plan (CLSP} and

: Agreement +on file.

Findings:

a)On _ _at 10 AM, the personnel files for
Staff #1, #2 and #3 were reviewed for training in
LMH dated within 6 months of hire. There was no
documentation of this training located. Staff #1
was hired on , Staff #2 was hired on

111, and Staff #3 was hired on 12/1/11. !

b) Review of Resident #2's record revealed the
file did not contain a CLSP or . _with the mental |
health case manger and the ALF. The :
caseworker was interviewed by phone at
approximately 12 PM on _and
acknowledged he had not produced a CLSP or
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Class 11l
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Administrator

Sunny Days ALF, Inc

4645 SW Vahalla St

Port Saint Lucie, FL, 34953

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2013 bya
representative from 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 (30) 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.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 representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,

(Y 48w

Arlene Mayo-Davis
Field Office Manager

AMD/dso
Enclosure
XG90

Headquarters

2727 Mahan Drive
Tallahasses, FL 32308
hitp:/fahca.myforida.com

Delray Beach Field Office
5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-5840; Fax (561) 496.5924




