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Initial Comments

A dard Biennial was at Buddy's
Place MG LLC Assisted Living Facility (ALF). The
following deficiencies were found at the time of
the visit.

58A-5.0185(8) FAC Medication - Storage and
Disposal

(8) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage

i 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
medications for residents shall be centrally stored
if:
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 heaith care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
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
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central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.
{b} Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, , of area at all
times;
2. Located in an area free of dampness and
abnormal P . except that a icati
quiring refrigeration shall be refri X
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;
3. Accessible to staff responsible for filling
pill-c i isting with self ini ion,
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
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
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medications are still at the facility, the
medications shall 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

resident” s record. The medication may be taken

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
icinal drugs to the d

pursuant to Rule 84B16- 28. 870, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to have medications in a secured area at all
times.

Findings includes:
1. In the kitchen cabinet observed 3 pill cups with
medications inthem and the cabinet doors were
not locked or secured, in the refrigerator there
were many different types of medications on the
shelves. There were 4 packs of 12 smalt
bottles of eye solutions. Medications: 620
10 mg/15 mi solf 801, usp
10g/15 m¥ 310 megestrol acet 40 mg/  / Blink
tears 0.5 1l oz {15 mi) sterile eye drops/ 240
megestrol acet susp (40 mg)/ 220 megestroi acet
40mgl /228 megestrol acet susp 40 mg/ 440
110 gmis misoll . ... 0.1% sterile

eye drops-no name/ . i suppressant 473
mi syrup/ 12 fi oz (354 ml) no
name. i packages: 10 lantus
100u/mi 10/ 2) 10 viall 10 lantus

100u/ml 10 all were for 3 different
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residents.

2. Interviewed administrator on @
9:00am , stated that the kitchen door has a lock
out it and residents are not allowed in the kitchen.
He confirmed that the medications found in the
refrigerator and kitchen cabinet should have
secured.

Class i

A080 58A-5.0191(1) FAC Training - Core & A 080
88=0 Competency Test

Staff Training Requirements and Competency

est.
(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a) The assisted living facility core training

qui ished by the dep

pursuant to Section 429.52, F.8., shali consist of
a minimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must
successfully complete the assisted living facility
core fraining requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to , 1897,
and managers who attended the core training !
program prior to. | , 1998, shall not be H
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part 1l of
Chapter 468, F.S,, are exempt from this
requirement.
AHCA Form 3020-0001
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(c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 428.52, F.S.

(d) Anewly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core fraining but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living faciiity core training;
and

2. Retake and pass the competency test.

() The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. Anew fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and inbterview facility
failed to have 1 out 3 sampled employees to have
the required 12 hours of in servics training for
assisted living facility every 2 years.

Findings includes:

| 1. Record review revealed employee #1

administrator started on -, his dated

, he did not have the recommended 12
in service hours in educational topics in alf living
facilities.

A080

2. Interviewed administrator on @ 11:00
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am, stated that he did not have the 12 hours in
service traings in his file.

Class Il

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, .S, 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. A clean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress a comfortable
height to ensure easy access by the resident;
2. Acloset or wardrobe space for hanging
ciothes;
3. Adresser, chest or other furniture designed for
storage of personal effects;
4, Atable, bedside lamp or floor lamp, and waste
basket; and
5. A comfortable chair, if requested.
{c) The facility must maintain master or duplicate
keys to resident to be used in the
event of an emergency.
{d) Residents who use portable bedside
commeodes must be provided with privacy during
use.

ADBO
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{e) Facifities must make available linens 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 a clean and safe living environment .

Findings includes:
1 # : there are 2 male . the
window did not have any curtins and from the
backyard you can look directly info the (No
privacy). And there is a portable toilet next to
residents bed at the doorway. . .. ...: # -missing
door knob, same the window curtin
hanging down to the floor, resident's

.. was wet and has a wet towel on the floor in
front of the shower. Qutside areas: At the front
door entrace in the upper roof under panel screen
busted out and side areas too. Roften wood ail
most of the roof eves. Around the entire facifity
lots of peeling paint on roof side panels and outer
walls.

2. Interviewed administrator on @ 11:30
am, he confirmed the findings in regards to the
facility environmental things needing to be fixed.

Class il

58A-5.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
(a) Resident demographic data as follows:

A152
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4. Date of birth;
5. Place of birth, if known;
6. Social security number;
7. Medicaid and/or Medicare number or name of
other health insurance
8. Name, address, and telephone number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an
emergency, and relationship to resident; and
9. Name, address, and phone number of health
care provider, and case manager if applicable.
{b) Acopy of the medical examination described
in Rule 68A-5.0181, FA.C.
{c} Any health care provider ' s orders for
medications, nursing services, therapeutic diets,

, or other services to be
provided. supervised, or implemented by the
facility that require a heaith care provider’s
order.
(d) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
F.AC.
{e) The resident record described in paragraph
58A-5.0182(1)(e), F.
(f) Aweight record whxch is initiated on
admission. Information may be taken from the
resident ' s health assessment, Residents

with the activities of daily

living shall have their weight recorded
semi-annually.
{g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., if
such consent is nat included in the resident’ s
contract.
{h) For facilities which manage a pill organizer,
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1. Name;
3. Race;

AHCA Form

3020-0001

STATE FORM

b KPDPN

1f continuation sheet 8 of 13



PRINTED: 03/25/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967295 B WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5370 NW 172 STREET
BUDDY'S PLACE MG LLC MIAMI GARDENS, FL 33055
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
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)
A 162 Continued From page § A162
assist with self- ini ion of ications or

administer medications for a resident, the
required medication records maintained pursuant
1o Rule §8A-5.0185, F.AC.

(i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule §8A-5.025, F.A.C.

{j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
made on behalf of the resident as required under
Section 429.27, F.S.

(k) For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or due a resident, a copy of the
quarterly written statement of funds or other
property disbursed as required under Section

429.27, F.S.

() A copy of Alternate Care Certification for
[ e )) Form,
CF-ES 1008, 1998, if the resident is an

i recipient. The absence of this form 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.

{m) Dox ion of the appoi ofa
health care surrogate, guardian, or the existence
of a power of attorney where applicable.

(n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FAC.

{0} For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,

AHCA Form 3020-0001
STATE FORM bid KPDP11 It continuation sheet 9 of 13
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record keeping on residents who may receive
meals but who do not receive any personal,
limited nursing, or extended congregate care
service shall be limited to the following:

1. Alog listing the names of residents
participating in this arrangement;

2. The resident demographic data required under
this subsection;

3. The medical examination described in Rule
58A-6.0181, FAC,;

4. The resident ' s contract described in Rule
58A-5.025, F.AC,; and

5. Ahealth care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.

{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of 2
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

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

58A-5,030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out 6 sampled residents to have a
completed file on admission.

Findings includes:
1. Record review revealed resident #6 unsigned
documents in his file. Resident was admitted on

A162
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-, documents were dated but not signed
by resident or a guardian/POA/surrogate.
Documents unsigned: Personal effects eventory
sheet/ Policy on reporting fraud/ Your right as a
resident to choose health care provider/Consent
for releasing personal information/ Residnt
refusal to comply a Therapeutic Diet/ :
advance directive policy Acknowledgement
statement Consent to provide assistance with
Medication by Unlicensed personnel and contract
not signed.

2. Interviewed administrator on @ 12:00
pm, stated that he had not completed the
residents file.

Class il

58A-5.025(1) FAC Resident Contracts

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
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 of residents,

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

A182

A 187
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(f) The purpose of any advance payments or
deposit payments and the refund poticy for such
advance or deposit payments.
(g) Arefund policy which shall conform to Section
429.24(3), F.8.
(h) Awritten bed hold policy and provisions for
inating a bed hold ag 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
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
50, which organization and its relationship to the
facility.
(j) 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
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
p 1it. If there is di regarding the
appropriateness of placement, provisions as

: outiined in Section 429.26(8), F.8., shall take

effect.
(k) A provision that residents must be assessed
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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.

(1) The facility ' s policies and procedures for
self- admmstranon assistance with

self- i ion and ini 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
o a properly executed

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have a resident’s contract signed at the
time of being admitted to the facility.

Findingsw includes:

1. Record review revealed that resident # 6 did
not have a signed contract in his file. The contract
has been dated for - . and his monthly
expenses 700.00

2. interviewed administrator on @
2:00pm, he stated that resident #6 contract had
not been signed and could not explain why it was
done at this time.

Class Il
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FLORIDA AGERK-Y FOR HEALTH CARE ADVNISTRATION

RICK 8COTT . ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
5 2013
Administrator
Buddy's Place Mg Lic

5370 Nw 172 Street
Miami Gardens, FL 33055

Dear Administrator:

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 afier 10 verify that the necessary corrections are in
place {o 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
nitp://ahea.myflorida.com/Publications/Forms. shiml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

.6;‘ Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
XG90
Headquarters Miami Field Office
2727 Mahan Drive 8333 NW. 53rd Street, Suite 300
Tallahassee, FL 32308 Miami, FL 33166

http:/iahca myflorida. Phone (305) §93-3100; Fax (305) 593-3121



