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Initial Comments A 000

Avisit for a biennial survey was made to

Esperanza ALF on

The house seemed abandoned due to grass was
and several were in the

grass. Window blinds were closed. No signal of

human presence was noted.

Call to the facility phone number and it was

disconected.

408.810(3-4) FS; 50A-35.100(1) FAC Minimum AZ817

Licensure Requirement - Inform AHCA

408810, F.S.

in addition to the Ilcensure requiremenis specified
in this part, statutes, and i

rules, each applicant and licensee must comply
with the requirements of this section in order to
obtain and maintain a license.

{3) Unless otherwise specified in this part,
authorizing statutes, or applicable rules, any
information required to be reported to the agency
must be submitted within 21 calendar days after
the report period or effective date of the
information, whichever is earlier, including, but
not fimited to, any change of:

{a) information contained in the most recent
application for licensure.

{b) Required insurance or bonds,

{4) Wh a licensee di { P

of a provider:

{a) The licensee must inform the agency not less
than 30 days prior to the discontinuance of
operation and inform clients of such
discontinuance as required by authonzmg
statutes. upon ice of
operation by a provider, the ficensee shall
surrender the license 1o the agency and the
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license shall be canceled.
{b) The licensee shall remain responsible for
inil E istributing all records

g and appropriately
within the 4 P ibed in g
statutes and applicable rules. In addition, the
licensee or, in the event of or dissolution of
a licensee, the estate or agent of the licensee
shall:
1. Make arrangements to forward records for
each client to one of the following, based upon
the client " s choice: the client or the client’ s legal
representative, the client' s attending physician,
or the health care provider where the client
currently receives services; or
2. Cause a notice to be published in the
newspaper of greatest general circulation in the
county in which the provider was located that
advises clients of the discontinuance of the
provider operation. The notice must inform clients
that they may obtain copies of their records and
specify the name, address, and telephone
number of the person from whom the copies of
records may be obtained. The notice must
appear at least once a week for 4 consecutive
weeks.

au

59A-35.100, F.S.

Provider location

(1) Alicensee must maintain proper authority for
operation of the provider at the address of record.
if such authority is denied, revoked or ctherwise
terminated by the local zoning or code
enforcement authority, the Agency may deny or
revoke an application or license, or impose
sanctions,
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This Statute or Rule is not met as evidenced by;
Based on observation the facility failed to notify
the agency 30 days prior to terminating
operations
Findings Include
Observation on . ,2013 The house
seemed abandoned due to grass was unattended
and several newpapers were in the grass.
Window blinds were closed. No signal of human
presence was noted.
Call to the facility phone number and it was
disconected.
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FLCRIDA AGFRCY FOR HEALT- CARE ADWINSTRARON

BETH DUDEK
Ré%‘y:ggga Better Health Care for all Floridians EL%};CRETARY
12013
Admignistrator
Esperanza Home Care Corp

11263 Sw 35 Terrace
Miami, FL. 33165

Dear Administrator:

This letter reports the findings of a state licensure survey that we tried to conducted on ,2013 by
representative(s) of this office.

q

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were id
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.

A Recommendation to Denial had been submitted to Tallahassee.
Facility was found to be closed/Abandoned.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form bas been placed on the Agency's website at

bttp://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(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
DL
7 W{J oo

—feny Arlene Mayo-Davis
& Field Office Manager

AMD:sy

Enclosure

XG990
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300

Miamy, Fl. 33166
Phone {306} 563-3100; Fax (305) 693-3121

Tallahassee, FL 32308
http:/fahea myflorida.com




