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{A 000} Initial Comments {A 000}

Afollow up Complaint Investigation Survey (CCR
#2013000258) was conducted on

Blessed Sweet Home, Inc. The following
deficiencies were corrected at time of survey,
except for A-0077 still UN-Corrected

{A 077} 58A-5.019(1) FAC Staffing Standards - {A0T7}
88=G Administrators

Staffing Standards.
(1) ADMINISTRATORS. Every facility shall be
under the supervision of an admmlstrator whois
ible for the op and e of
the facility including the management of all staff
and the provision of adequate care to all
residents as required by Part | of Chapter 429,
F.S., and this rule chapter.
{a) The administrators shall:
1. Be atleast o
2. If employed on or after , 1980, 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
e cemwn -, 1995, must have a high school
diploma or GED;
3. Be in compliance with Level 2 background
screening standards pursuant to Section
420174, F.S.; 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 &
combination of housing and heaith care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facllity shall appeint in writing a separate *
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manager " for each facility who must
1. Be atieast ;and

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

(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 3180-1008, 2008, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background
screening on the new administrator in
accordance with Section 429.174, F.S., and Rule
58A-5.014, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review, interview the
administrator failed to pass the needed Core
Training and also failed to ensure the assistant
administrator completed the CORE training
requirement.

Findings includes:

1. Record review revealed that the acting
administrator of the facility did not have any
documentation to prove he or assistant
administrator had passed the Core examination
at any time. Both administrator and assistant
administrator failed the Core test. At this time the
facility has been running without an administrator.

2. Interviewed administrator on @
11:00am in regards to him having the Core

Ao7Ty
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examination and a passing score. He stated that
he failed the last test, but took the 26 hours for
assisted living educational program on i
The facility doesn't have an administrator at this
time who has a passing score for the CORE.
UN-Corrected
Class Il
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AH Form Approved

State Form: Revisit Report

{Y1} Provider/ Sﬁppllevl CLIA/ {Y2) Multiple Construction {Y3) Date of Revisit
identification Number A Buiiding
AL11068065 B. Wing 3/26/2013
Name of Facility Street Address, City, State, Zip Code
AMOR BLESSED SWEET HOME, INC 220 NW 179 STREET

MIAMI GARDENS, FL 33169

This report is completed by a State surveyor to show those deficiencies previously reported that have besn camected and the date such comective action was accomplished. Each
deficiency should be fully identified using either the regulation or L.SC provision number and the identification prefix code previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form),

{¥4) item {Y5) Date (Y4) ttem (Y5} Date (Y4) tem (Y5) Date
Correction Correction Correction
Completed Completed Completed
1D Prefix  A0025 iD Prefix  AGO30 1D Prefix  AGO79 -
Reg.# 58A-5.0182(1} FAC Reg. # 58A-5.0182(8) FAC: 429.28 Reg. # 58A-5.018{4) FAC
18C LsC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix  AD093 e iD Prefix  A0182 1D Prefix  AL243
Reg. # 58A-5.020(2) FAC Reg. # 58A-5.024({3) FAC Reg. # 58A-5.0191(8) FAC
LSC L8C LSC
Correction Correction Correction
Completed Completed Completed
iD Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
isc LSC LsC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
L8C 1SC 18C
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
isCc 1sC 18C

e

Reviewed By Reviewed By Date: Signeturs of Surdeyors) Date:
State Agency %\%’W . D"c l 5 1}75
i

Reviewed By Reviewed By Date: Signature of Surve)

Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of

Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ygg NO

STATE FORM: REVISIT REPORT { ) Page 10f1 Event ID:  N3YN12



RICK SCOTT ELIZABETH DUDEK

GOVERNOR Better Health Care for all Floridians SECRETARY
v L2013
Administrator
Amor Blessed Sweet Home, Inc CCR#2013000258 f/u

220 Nw 179 Street
Miami Gardens, FL. 33169

Dear Administrator:

This letter reports the findings of a revisit survey to a complaint 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 references the uncorrected 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 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

hitp://ahca.myflorida.com/Publications/Forms ml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the fink 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,
N <
\_”}W\f(/\/(m/mm

Ar Arlene Mayo-Davis
©  Field Office Manager

AMD:sy
Enclosure
BT
&y, B
Headquarters S WA Miami Field Office
2727 Mahan Drive 7 ot 8333 N.W. 53rd Street, Suite 300

Tallahassee, FL 32308
http/fahca.myflorida.com

Miami. FL 33166
Phone (305) 593-3100; Fax {305) 593-3121




