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{A 000} Initial Comments {A 000}

Acthird follow-up survey was conducted at
Capricorn Retirement Home Assisted Living
Facility (ALF) on i. The following
deficiency was found uncorrected at the time of
the visit.

{A 077} 58A-5.019(1) FAC Staffing Standards - {A077}
88=D Administrators

Staffing Standards.
(1) ADMINISTRATORS, Every facility shall be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of ail staff
and the provision of adequate care to all
residents as required by Part | of Chapter 428,
F.S., and this rule chapter.
(a) The administrators shall:
1.Be atleast -
2. if employed on or after , 1990, have
a high school diploma or general equivalency
diploma (G.E.D.), or have been an operator or
administrator of a licensed assisted living facility
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
standards. Administrators employed on or after

. 1995, must have a high school
diploma or G.ED.;
3. Be in compliance with Level 2 background
screening standards pursuant to Section
429174, F 8 ; and
4. Complete the core training requirement
pursuant to Rule 58A-5.0191, F AC
{b) Administrators may supervise a maximum of |
either three assisted living facilities or a !
combination of housing and health care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facility shall appoint in writing a separate "
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manager " for each facility who must:

1. Be at least ;and

2. Complete the core training requirement
pursuant to Rule 58A-5.0191, F. A.C.

(c) Pursuant to Section 429.176, F.S., facility
owners shall notify both the Agency Field Office |
and Agency Central Office within ten (10) days of |
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1006, 2008, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shalt conduct a background
screening on the new administrator in
accordance with Section 429.174, F.8., and Rule
58A-5.014, F AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have documentation of the
administrator's high school diploma on file.

The Findings includes:

1. Record review of the administrator's personnel ‘
record revealed the administrator did not have |
her high school diploma in her personnel file

2. The caretaker and administrator were
interviewed by phone on at 8:05 AM
The administrator acknowledged she did not have
her high school diploma in her file
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TR FFALTH € R ALRAMISTRATE N

Rick SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for ali Floridians SECRETARY

,2013

Administrator

Capricorn Retirement Home Inc
13720 Nw st Avenue

Miami, FL. 33168

Dear Administrator:
This letter reports the findings of a revisit survey 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 the d deficiencies 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 Iater 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://abica. 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.

Sincerely,

Ny ) ~o
EER NI (LLJO iy
Arlene Mayo-Davis

Field Office Manager

AMD:sy
Enclosure
BBT7
Headquarters Miami Field Office
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