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A 000 [nitial Comments A 000

. conducted the biennial re-licensure
survey with Limited Nursing Services.

Golden Pond Communities had deficiencies
found at the time of the visit

A052 58A-5.0185(3) FAC Medication - Assistance with A0B2
Seif-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
_trained to assist with self-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.§
(b} Assistance with self-administration of
medication includes verbally prompting a resident
to take medications as prescribed. retrieving and
opening a properly {abeled 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 avaiiable such items as water, juice, cups,
and spoons. Staff may also return unused doses
1o the medication container. Medication, which
appears to have been contaminated, shall not be
returned 1o the container
(c) Staff shall observe the resident take the
medication. Any concerns about the resident’ s
reaction to the medication shail be reported to the
resident’ s health care provider and documented
in the resident ' s record
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{d) When a resident who receives assistance with
medication is away from the facility and from
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;
2. The medication container may be given o 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
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.$_, the
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
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route
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(c) Administration of medications through
intermittent positive pressure breathing machines
ora

(d) Administration of medications by way of a
tube inserted in a cavity of the body.

(e) Administration of preparations

(f) Irrigations or debriding agents used in the
treaiment of a skin condition

{9} . ,or preparations.

(h) Medications ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed person, and at the request ofa
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

This Statute or Rule is not met as evidenced by
Based on observations and interview the facility
failed to ensure when unlicensed staff provided
assistance with the seif-administration of
medications. the staff followed the appropriate
procedure at all times and did not take 1
Medication, in its dispensed, properly labeled
container, from where it was stored and brought it
1o the resident. 2. In the presence of the resident,
read the label, open the container, remove a
prescrived amount of medication from the
container, and close the container and ensure the
resident was capable of giving crushed
medications on a spoon independently for 1 of 13
(#5)

Findings
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Observation on at approximately 12 PM
revealed resident #5 was in the memory care
unit, sitting in her high back wheelchair at the
medication . .. The unlicensed staff had the
resident's medication crushed in a medicine cup
in applesauce and fed it to the resident while
cueing her. The resident was not interviewable
due to her . and was unable
to use her hands to feed herself the medications
The resident was on hospice

The unlicensed staff did not in the presence of
the resident. read the label, open the container,
remove a prescribed amount of medication from
the container, and close the container. She
administered the crushed medications on a
spoon to the resident

Resident record review for #5 revealed an ALF
healih assessment form (1823) dated _ with
diagnoses of , status post
. and
The 1823 stated the resident was
, had memory loss and __.._.. .iand
needed medication administration

interview with the nurse at approximately 4:30 PM
who was not aware the unficensed staff
administered the medications

Class Hl

A 054 58A-50185(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 listing with the

prescription number, the name and address of
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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 assistance with seff-administration of
medications or medication administration. AMOR
must include 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

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

did not maintain an accurate and up-to-date daily
medication observation records {(MORs) for 2 of 4
sampled residents (#1) who received assistance

with seif-administration of medications

Findings

Record review for resident #1 and the Medication
Observations Records (MORs) for and

i revealed that the staff was assisting the
resident with her medications
The MOR noted ... 13gm
tabie-Dissolve 1 Packet in 40 oz of water by
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mouth every week. Further review of the MOR
revealed that someone had handwritten "new
orders from hospital d¢' d" {meaning
discontinued)

Review of the » MOR revealed that the
was Marked as given on »and
Further review of the - MOR revealed that it
noted Floranex Tabs take 2 tablets by mouth
once daily
The MOR noted from .._. . _ through and
« through there were staff initials

in the space with a circle around the initials. The

back of the MOR noted for the dates that the

medication was not given because the medication

was out

On - through and > through
the MOR had staff initials in me space to

indicate that the medication was given

Review of the hospital Discharge orders revealed
that the above medications were not listed as one
of the resident's home medications

Interview with the Resident Care Director on

; at approximately 4 PM who stated that
she had checked the Medication Cart and the
above medication were not in the cart. She
further explained that the resident was
discharged from the hospital on rand the
above medications were discontinued by the
hospital and should not have beenonthe . __
MOR. She stated that the medications were not
removed from the MOR as required and the staff
had initialed the MOR as given in error because
there were no medications on the cart to give

Class Il
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Orders

(7) MEDICATION LABELING AND ORDERS

{a) No prescription drug shali be kept or
administered by the facility, including assistance
with self-administration of medication, unless it is
properly labeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident ' s name; and

2. Identification of each medicinal drug product in
the container.

(b} Except with respect to the use of pill
organizers as described in subsection (2), no
person other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are " as needed " or
" as directed, " the health care provider shal! be
contacted and requested to provide revised
instructions. For an " as needed " prescription
the circumstances under which it wouid be
appropriate for the resident to request the
medication and any fimitations shall be specified;
for example, " as needed for pain, not to exceed
4 tablets per day. " The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, shall be noted in the
medication record, or a revised label shalt be
obtained from the pharmacist

(d) Any change in directions for use of a
medication for which the facility is providing
assistance with self-administration or
administering medication must be accompanied

{X4) 18 SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION
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by a written medication order issued and signed
by the resident’ s health care provider, or a faxed
copy of such order. The new directions shall
promptly be recorded in the resident ' s
medication observation record. The facility may
then place an " alert" label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist

(e) Anurse may take a medication order by
telephone. Such order must be promptly
documented in the resident ' s medication
observation record. The facifity must obtain a
written medication order from the health care
provider within 10 working days. A faxed copy of
a signed order is acceptable

{f) The facility shall make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filied
or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S_. and
Rule 84F-12.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,
which shail aiso include the practitioner ' s name,
the resident ' s name for whom they were
dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s labeled
package, they shall be kept in a container that
bears a label containing the following

1. Practitioner ' s name;

2. Resident" s name;

3. Date dispensed;

4. Name and strength of the drug;

5. Directions for use; and

6. Expiration date.

(h) Pursuant to Section 465.0276(2)(c), F.S.,
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Continued From page 8

before dispensing any sampte or complimentary
prescription drug, the resident ' s health care
provider shall provide the resident with a written;
prescription, or a fax copy of such order

This Statute or Rule is not met as evidenced by
Based on interview, record review and
observation the facility failed to ensure
medication availability for resident #11
Findings:
During an interview with the resident on .
at 12:30 p.m. the resident stated that sometimes
the facility doesn't order her medications soon
enough and she has not gotten prescribed
medication due to this. She added that this has
happened a coupie of times and that the last time
that she can recall was a couple of weeks ago.
When asked if she knew what medication in
she stated that it has been major
medications such as rand
medications. A confidential staff interview
confirmed that the facility frequently runs out of
the resident's medications. It was documented on
- that the resident was not given her

100 mg tab or her Amlodpine 5 mg
tab. There was no explanantion why the
medications were not given
Staff interviews could not explain why the resident
was not given her medications or why uniicensed
staff didn't document reason for not giving
explanation
Class 1l

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF

{a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs

A 056

AQ78
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or symptoms of a communicable
including Freedom from

. must be documented on an annual
basis. A person with a positive - test
must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable

hefshe shall be removed from duties

until the administrator determines that such
condition no fonger exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
ve appropriately licensed or certified. Al staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate

to the resident * s health care provider in
accordance with this rule chapter,

{c} All staff must comply with the training
requirements of Rule 58A-5.0191, FAC

{d) Staff provided by a staffing agency or
employed by a business entily contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents

(e) For facilities with a licensed capacity of 17 or
more residents, the facility shall

1. Develop a written job description for each staff

resident ' s record, and to report the observations
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position and provide a copy of the job description
to each staff member; and
2. Maintain time sheets for all staff.

This Statute or Rule is not met as evidenced by
Based on personnel record review and interview
the facility failed to ensure that one of 5 sampled
staff (B) had documentation of freedom from
N on annuat basis.

Findings:

Personnel record review for staff B on ‘at
approximately 4 PM revealed the last
documented of freedom from . was a chest x
ray dated

The Wellness Director stated at the time the
administrator kept the . .. test. An opportunity
was given to provide the documentation, but it
was not made available

Class Il

A 093 58A-5.020(2) FAC Food Service - Dietary A083
Standards

(2) DIETARY STANDARDS

(@) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, ... and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program

(b) The recommended dietary allowances shall
be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
AFCA Form 3020-0001
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recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as follows:

1. Protein: 6 ounces or 2 or more servings,

2. Vegetables: 3 & servings;

3. Fruit: 2 4 or more servings,

4. Bread and starches: 6 11 or more servings

5. Milk or milk equivalent: 2 servings;

6. Fats, olls, and sweets: use sparingly; and

7. Water.

{c) All regular and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietitlan/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the autritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

(d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
encouraged to participate in menu planning
Planned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months

(e} Therapeutic diets shali be prepared and
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served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility

2. The facility shall document a resident ' s
refusal to comply with a therapeutic diet and
notification to the resident * s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the dietis
acceptable documentation of a resident ' s
preferences. In such instances daily
documentation is not necessary

(f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal
Intervals between meals shall be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facifities,
snacks shall be offered at least once per day
Snacks are not considered to be meals for the
purposes of _j the time between meals
{g) Food shall be served attractively at safe and
palatable temperatures. All residents shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand

(h) A 3-day supply of non perishable food, based
on the number of weekly meals the faciiity has
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contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shali be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facllity
shali have a pian for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority,

This Statute or Rule is not met as evidenced by
Based on record review, observation, Menu
review and interview, the facility failed to obtain a
menu from a registered dietitian, licensed
dietitian/nutritionist, or by a dietetic technician
supervised by a registered dietitian or licensed
dietitian/nutritionist that included portion sizes and
did not ensure that a Therapeutic diet was
prepared and served as ordered by the health
care provider for 1 of 4 sampled residents (#1)

Findings:

1.0n .. .. at approximately 2:30 PM a review
of the Menu that was used by the facility was
conducted, the only portion size that was listed on
the menu was for the meat and orange juice,
there was no portion sizes listed for the other
foods

The dietary manager was asked at the time, how
was the staff able to determine the portion sizes
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of foods other than the meat and juices, that the
residents required daily, he stated that the
standard size was 4 ounces.

2. During the tour of the facility on ... _at
approximately 8:45 AM, resident #1 stated that
she was required to have a Mechanical Soft Diet
and the facility did not provide the diet to her. She
stated when served hard food that she could not
eat, she would let the staff know that she could
not eat it and ask for something soft to eat,
sometimes she was told there was not anything
available. She stated that sometimes she would
ask for mash potatoes and she was told there
was none available.

Observations during lunch at approximately 12:30
PM revealed that resident #1 was served the
same food as the other residents. The food
served was oven fried chicken, collard greens,
black-eyed peas and cornbread. The resident
stated at the time that she was only going to eat
the chicken. She stated she could take the skin
off of it

Record review for resident #1 revealed a
Resident Health Assessment Form 1823 that was
dated that noted the resident required a
soft diet, it further noted under the type of
assistance that she needed with eating "Bland
Diet’Mechanical Soft Diet fiquid with pills”

The 1823 noted that the resldent had diagnoses
of _ jand B

The administrator stated on ... . at
approximately 4 PM that the resident would be
served the Mechanical Soft diet as ordered

Class 1t
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Resident Contracts

(1) Pursuant to Section 420.24, .8, prior fo 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
accommeodations 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

{¢) 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
separate fee schedule which shall be attached to
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 S
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

{g) Arefund policy which shali conform to Section
429.24(3), F. S

{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
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
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
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xa) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE
DEFICIENGY)
A167 Continued From page 15 A167
A 167 5BA-5.025(1) FAC Resident Contracts A167

AMHCAForm 3020-0001

STATE FORM

oo

30Q311

i continuation sheet 15 0f 18




PRINTED: 02/26/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORRECTION e IDENTIFICATION NUMBER: el COMPLETED
A BULDING
B MING _
AL11965225
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. 217 CODE
400 LAKEVIEW ROAD
GOLDEN POND COMMUNITIES WINTER GARDEN. FL 34787
X 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
FREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
A 167 Continued From page 16 A187

the resident does not have a responsible party to
act in the resident ' s behalf

(i} A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship to the
facility

{j) A provision that, upen determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed 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 setling 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 sociai service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(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
to subsection {4) of that rule

{l) 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
pursuant to subsection (8) of that rule

{m} The facility ' s policies and procedures related
to a properly executed

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview

AHCA Form 3020-0001
STATE FORM

e 30Q311

# continuation sheet 17 of 18




PRINTED: 02/26/2013
FORM APPROVED
Agency for Health Care Administration

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BUILDING
B8 WING
AL11985225 " o -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE. ZIP CODE
400 LAKEVIEW ROAD
GOLDEN POND COMMUNITIES WINTER GARDEN, FL 34787
x41 10 SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN GF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) MG CROSS-REFERENGED TO THE APPROPRIATE
DEFIGIENCY)
A167 Continued From page 17 A 167

the facility failed to ensure that each resident
contract contained the rights, duties and

R - of residents, other than those
specified in the Resident Bill of Rights for 2 of 4
sampled residents (#1#2)

Findings:

Resident record review including contracts for
residents#1 and resident #2 revealed that the
contract did not include a statement to inform the
resident or responsible party that all residents
must be assessed upon admission, every 3 years
thereafter, or after a significant change,
whichever comes first

Further review of the contracts revealed that per
428. 24 (3) (a) there was no provision that
indicated that if after a contract was terminated
the facility intended to make a claim against a
refund due the resident, the facility must notify the
resident or responsible party in writing of the
claim and must provide the said party a
reasonable time period of no less than 14
calendar days to respond. The contract noted "If
after the contract is terminated and GPC intends
to make a claim against a refund due to the
resident, GPC shall notify the resident and
responsible party in writing of the claim in no less
than 14 calendar days"

The administrator confirmed the above findings
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Administrator

Golden Pond Communities
400 Lakeview Road
Winter Garden, FL. 34787

Dear Administrator:
Re: Biennial w/LNS

This letter reports the findings of a state licensure 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 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:/fahc; orida.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 a;
Henry at

istance provided to the surveyor(s). Should you have any questions please call Lorraine

Sincerely,

Field Office Manager

LH/be
Enclosure
Headquarters Orlando Field Office

2727 Mahan Drive
Tallahassee, FL 32308
http:#fahca myflorida.com

400 W, Robinson St., Suite $-309
Orlando, FL 32801
Phone (407) 420-2502; Fax (407) 245-0998




