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A054

AFollow up survey of a Standard Biennial Survey
was conducted on . Villa Serena | had
one (1) uncorrected deficiencies and five (5) new
deficiencies at the time of the visit,

58A-5.0185(5) FAC Medication - Records

{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 re3|dent who
receives assist with self- on 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 I

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. H
{c} For medlcatlons 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.

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

AD54
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Interview conducted with Resident #1 on

Continued From page 1 } A0s4

Based on record review and interview the facility
failed to maintain a daily medication observation
record (MOR) for Resident #1.

The findings include:
During review of the facility resident's medication

log it was noticed that there was no MOR for
Residents #1.

at about 11:00 a.m. revealed that the
facility staff assists him with medications three
times daily.

On at about 11:30 a.m, the facility
administrator stated that she is unaware that the
facility staff assists Resident #1 with medications.
Class Il

This is a new deficiency.

58A-5.0185(6) FAC Medication - Storage and A 058

Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents. However, |
both prescription and over-the-counter a
medications for residents shall be centrally stored |
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1. The facility administers the medication;

2. The resident requests central storage. The :
facility shall maintain a list of all medications
being stored pursuant to such a request; |
3. The medication is determined and documented |
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed; 3
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph; |
5. The facility determines that because of |
physical arrangements and the conditions or
habits of residents, the personal possession of |
medication by a resident poses a safety hazard to |
other residents; or |
6. The facility ' s rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission |
as required under Rule 58A-5.0181, FAC. i
{b) Centrally stored medications must be: |

1. Kept in a locked cabinet, locked cart, or other
locked storage receptacie, , Or area at all
times; :
2. Located in an area free of dampness and i
abnormal temperature, except that a medication
requiring refrigeration shall be refrigerated,
Refrigerated medications shall be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or i
by keeping the area in which refrigerator is

lacated locked;

3. Accessible to staff responsible for filling

i pill-organizers, assisting with self-administration,
; or administering medication. Such staff must

have ready access to keys to the medication

| storage areas at all times; and

4. Kept separately from the medications of other |
residents and properly closed or sealed. .
{C} Medication which has been discontinued but

A 0S5

AHCA Form 3020-0001
STATE FORM 5808

VPSH12

H continuation sheet 3 of 15




Agency for Health Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 03/22/2013
FORM APPROVED

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

AL11912024 B

WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING;

(X3} DATE SURVEY
COMPLETED

R

VILLA SE

NAME OF PROVIDER OR SUPPLIER

RENA1

STREET ADDRESS, CITY, $TATE, ZiP CODE

1200 SW 22 TERRACE
MIAMI, FL 33145

X4y
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION {X5)
(EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

DEFICIENCY)

A0S5

| resident ' s record, The medication may be taken

This Statute or Rule is not met as evidenced by:

Continued From page 3

which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident ' s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
is stored shall be marked " discontinued
medication. " Such medication may be reused if
re-prescribed by the resident ' s health care
provider,

(d) When a resident ' s stay in the facility has
ended, the administrator shall return all
medications to the resident, the resident ' s
family, or the resident ' s guardian uniess
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident ' s
medications are still at the facility, the
medications shail be considered abandoned and
may disposed of in accordance with paragraph
(e).

{e) Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the

to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, FA.C.

Based on observation and inteview faciiity failed
to keep medicines locked all the times.

| Findings include: A

A 055
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Observation on
that a pen of for resident #2 was
found unlocked in a container in the facility's
refrigerator.

Interview conducted with the facility administrator
on + at about 2:00 p.m. stated that she
did not know that the container of in the
facility's refrigerator was unlocked. She will
ensure that nurses from home health agency
keep it locked.

Class il
This is a new deficiency.

A 152
88=D

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)(a), F.S; and

2. Must be maintained free of hazards, and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and

appurtenances are maintained in good working

| order.

{b) Pursuant to Section 429.27, F.3., residents

shall be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident :
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the matiress a comfortable

height to ensure easy access by the resident;

at9:20 am. revealed |

:, AQ055

A152

AHCA Form 3026-0001
STATE FORM

VPSH12 # continuation sheat 5 of 15



PRINTED: 03/22/2013

FORM APPROVED
Agency for Heaith Care Administration
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11912024 BWING ___
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1200 SW 22 TERRACE

VILLA SERENAI MIAMI, FL. 33145

(X410 SUMMARY STATEMENT OF DEFICIENCIES 3} PROVIDER'S PLAN OF CORRECTION 1X5)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}
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2. Acloset or wardrobe space for hanging
clothes;
3. Adresser, chest or other furniture designed for
storage of personal effects;
4., Atable, bedside lamp or fioor lamp, and waste
basket; and
5. A comfortable chair, if requested.
(¢} The facility must maintain master or duplicate
keys fo resident -to be used in the
event of an emergency. i
(d) Residents who use portable bedside
| commodes must be provided with privacy during
use.
{e) Facilities must make available finens and
personal laundry services for residents who
require such services. Linens provided by a
. facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to provide & safe environment for all residents.

1 Findings include:

Observation on at 9:20 a.m. revealed
a crack on the wall of #1, on the ceiling in

# !, in the hall between the kitchen and

#.., on the hall between #:and |

activily area, and in the hall between # - andi

# . It was observed mold in the air |

; conditioner of ____ #! and the v# and |

kitchen. Peeling paint noted on #iaround |
fire alarm and activity . Broken tile noted in

the #1. Uneven floor noted on #o

: with broken tile floor. Light switch was loose on

#..

A 152
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Interviewed of administrator on
around 2:00pm, she stated that she did not know
that there was & crack onthe wallof .___1#1, on
the ceiling in # ,inthe hall between
the kitchen and # , on the hall between
# and activity area, and in the hall
between # and # . ltwas
i cbserved mold in the air conditioner of . . i #
i and the # and kitchen. Peeling paint
! noted on 1 # 1 around fire alarm and activity
5. Broken tile noted in the i#
Uneven fioor noted on # - with broken tile
floor. Light switch was loose on #. The
! findings were reviewed with her and she stated
that they are going to fix them,

Class Iti
This is a new deficiency.

88=D
: Records.

The facility shall maintain the following written
| records in a form, place and system ordinarily
+ employed in good business practice and
; accessible to Department of Elder Affairs and }

Agency staff. .

(1) FACILITY RECORDS, Facility records shall |

include: i

(a) The facility * s license which shall be displayed |
| In a conspicuous and public place within the :

facility. 0

(b) An up-to-date admission and discharge log |

listing the names of all residents and each |

resident ' s:

1. Date of admission, the place from which the

A 160 58A-5.024(1) FAC Records - Facility A 180
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: bed for a resident who is out of the facility but

| incidents, including paid staff, volunteer staff,

Continued From page 7

resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure ;and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
persorn is , the date of

Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a

intends to return pursuant to Rule 58A-5.025,
FAC.

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not Included on the log described in paragraph
(b).

{d) An up-to-date record of major incidents
occurring within the tast 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the

emergency and temporary staff, and student
interns.

(e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured,

{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC.;

(g) The facility * s liability insurance pollcy
required under Rule 58A-5.021, FAC.;

A 160
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{h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, FAC

(i) The admission package presented to new or
prospective residents (less the resident 's
contract) described in Rule 58A-5.0182, FAC.

i (3) if the facility advertises that n provndes special

care for persons with or
related , a copy of ail such facility
advertisements as required by Section 429.177,
F.S.

(k) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

{I) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspaction
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer s license or
certificate to operate.

{m) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.8., and Rule Chapter
69A-40, F A.C., issued within the last two (2)
years,

(n) All sanitation inspection reports issued by the
county heaith department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC.,
issued within the last 2 years.

(o) Pursuant fo Section 429.35, F.S_, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.

(p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,

AHCA Form 3020-0001
STATE FORM
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i 58A-5.030 and 58A-5.031, F.AC,, respectively.
(g} The facility ' s resident elopement response
policies and procedures.

{r) The facility * s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
assisted living facility failed to maintain an up to
date admission and discharge log.

The findings include:

Record review revealed that the facility's
admission and discharge log did not have
Resident #1 admitted L

An interview was conducted with the facility

administrator on atabout 11:30 am.
She confirmed that residents #1 was not on the
admission log.

Class Il

This is a new deficiency.

§8=D

Resident Contracts,
{1) Pursuant to Section 429.24, F.S,, priorto or at |
the time of admission, each resident or legal !
representative shall execute a contract with the |
facility which contains the following provisions:

(@) Alist of the specific services, supplies and

accommodations to be provided by the facifity to |
the resident, including limited nursing and !
extended congregate care services if the facility |

A 160 Continued From page 9 A160

A 187 58A-5.025(1) FAC Resident Contracts A167
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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. H
(d} A provision giving at least 30 days written
notice prior to any rate increase.

: (e) Any rights, duties, o _ 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

i advance or deposit payments.

(g) A refund policy which shall conform to Section

1 429.24(3), F.S.

i (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. Untit 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
the resident does not have a responsibie party to
act in the resident ' s behalf.

(i} A provision stating whether the organization is |
affiliated with any religious organization, and, if |
$0, which organization and its relationship to the
facility.

() A provision that, upon 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

AHCA Form 3020-0001
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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 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

, or after a signi change, p
to subsection {4) of that rule.
{1} The facllity ' s policies and procedures for
self- admlnlstratlon aSSIStance with
self-admir and ion 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 facllity ' s policies and procedures related
o a properly executed

This Statute or Rule is not met as evidenced by:
Based on record review and interview, 1 out of 1
resident records reviewed (Resident #1) did not
contain a resident contract with the facility
executed at or prior to admission.

The findings include:

During resident record review on ‘there |

was no evidence on file that the facility executed
a contract at or prior admission for Resident #2
admitted on . The record had an
Independent Living Agreement done on

1200 SW 22 TERRACE
VILLA SERENAI MIAMI, FL 33145
Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A167: Continued From page 11 A167
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{AL243} 58A-5.0191(8) FAC LMH - Training
$8=D

(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. Aminimum of 6 hours of specialized training in
working with individuals with mental heaith
diagnoses.

a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility ' s

receiving a imited mental health license or within !

8 months of employment in a fimited mental
heaith facility.

b. Staffin " direct contact" means direct care
staff and staff whose duties take them into
resident living areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11912024 BWING e
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
1200 SW 22 TERRACE
VILLA SERENAI MIAM), FL 33145
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES [is] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAL CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A167: Continued From page 12 A167
interview conducted with Resident #1 on
at about 11:00 a.m. revealed that the
facility staff assists him with medications three
times daily.
On at about 11:30 a.m. the facility
administrator stated that she is unaware that the
facility staff assists Resident #1 with medications.
Class It
This is a new deficiency.
{AL243)
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STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

AL11812024

B.WING

{X2) MULTIPLE CONSTRUCTION
A BULDING: _

{X3) DATE SURVEY
COMPLETED

R

NAME OF PROVIDER OR SUPPLIER

VILLA SERENA

STREET ADDRESS, CITY. STATE, ZIP CODE

1200 SW 22 TERRACE
MIAMI, FL 33145

x4y 1D
PREFIX
TAG

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

2
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

{X8)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

{AL243} | Continued From page 13

or administrative staff, if such staff have only
incidental contact with mental health residents.

¢. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to Section 428.62(4), F.S.,
and subsection (1) of this rule.

2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF administrator
or through di learning, bienni

in subjects dealing with one or more of the
foliowing topics:

a. Mental health diagnoses; and

b. Mental health treatment such as mental heaith
needs, services, behaviors and appropriate
interventions; resident progress in achieving
treatment goals; how to recognize changes in the
resident ' s status or condition that may affect

: other services received or may require

intervention; and crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to Section 429.62(4), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to & months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
subparagraph (a)2. of this subsection, are

| (a4
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retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 out of 7 (Staff #7) received the
required Limited Mental Health (LMH) training.

The findings include:

Record review for Staff #7, caregiver hired on
found no documentation of having

received the limited mental health training.

On i at about 11:30 a.m. the facility

administrator stated that Staff #7 received the

limited mental heaith training as required and she

has the documentation in her office.

Class: lil

This is an uncorrected deficiency.

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11912024 B. WING i
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
1200 SW 22 TERRACE

VILLA SERENA | MIAMI, FL 33145

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 5

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
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State Form: Revisit Report

e Providefl Supplier / CLIA/ i (Y2) Muitipie Construction (Y3) Date of Revisit
Identification Number | A Buyilding .
AL11912024 . B. Wing
Name of Facility Street Address, City, State, Zip Code
VILLA SERENA1 1200 SW 22 TERRACE
MIAMI, FL 33145

‘This report is completed by a State surveyor fo show those deficiencies previousty reported that have been corrected and the date such corrective action was accomplished, Each
deficiency should be fully identified using either the regulation or LSC provision number and the ilentification prefix code previously shown on the State Survey Report (prefix
<odes shown to the left of sach requirement on the survey report form)

{Y4) ttem (Y5) Date {Y4) tem {Y5) pate (Y4) tem {Y5) _Date
Correction Correction Correction
Completed Completed Completed
IDPrefx AODI0 1D Prefix _A0030 . : DPrefix A0B52 :
Reg. # §8A-5.0181(4) FAC Reg. # 58A-5.0182(6) FAC: 429.28 Reg. # 58A-5.0185(3) FAC
e T LsC . . LSC
Correction Correction Correction
Completed Completed Completed
IDPrefix _A0162 1D Prefix _AZ806 B ; DPrefx
Reg. # 58A-5.024(3) FAC Reg. # §9A-35.040. FAC Reg. #
LSC - Lsc
Correction Correction Correction
Completed Completed Completed
DPrefix DPrefix DPrefix
Reg.# . Reg. # - Reg. #
Lsc ) Lsc _ Lsc o
Correction Correction Correction
Compieted Compileted Completed
DPrefix DPrefix 1D Prefix o
Reg. # — ,, Reg. # e Reg. #
Ls¢ T i} LSC ) o Lsc i
Correction Correction Correction
Completed Compieted Completed
DPrefx e DPrefix o D Prefix »
Reg. # o e Reg. # o — Reg. #
Lsc o . L8¢ o - Lsc o
Reviewed By Reviewed By Date: Signaturs of Surveys Date:
State Agency A ki s B\edgors
Reviewed By -— | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
Uncorrected Deficlencies (CMS-2567) Sent to the Facility? YES NG
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FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

gg\l;é;RcNong Better Health Care for all Floridians ELI@%%EE&? K
, 2013

Administrator
Villa Serena 1
1200 Sw 22 Terrace
Miami, FL. 33145
Dear Administrator:
This letter reports the findings of a revisit survey to a biennial conducted on , 2013by
representative(s) of this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of
Correction (State Form 3020), which reft the defi ies and/or new deficiencies, identified
during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than | , 2013,

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 surveyor. Should you have any questions please call this office at

(305) 593-3100.
SM

Arlene Mayo-Davis
Field Office Manager

AMD:sy
Enclosure
BBT7

Headquarters

2727 Mahan Drive
Tallahassee, Fi. 32308
hitp:/fahca myfiorida.com

Miami Fieid Office

8333 N.W. 53rd S’JDGL Suite 300

i, FL 33186

Phone (305) 593-3100; Fax (305) 5933121




