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The Biennial re-licensure survey including Limited

| (b) The facility shall consult with the residents in

p d
| facility shall demonstrate residents * participation
 through one or more of the foliowing methods:

| six (6) days a week for a total of not less than

| twelve (12) hours per week. Watching television

| shali not be considered an activity for the purpose
| of meeting the twelve (12) hours per week of

| is a special one-time event of special interest to

| choose to attend day programs conducted at

| health centers, or other day programs may count

 twelve (12) hours per week of scheduled
| activities. An activities calendar shall be posted in

| had deficiencies found at the time of the visit.

| communication appropriate to the size of the
| facility.

Initial Comments A000

Mental Health was conducted on
Summer Time Lodge, Inc Assisted Living Facility

58A-5.0182(2) FAC Resident Care - Social & A026

Leisure Activities

{2) SOCIALAND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
activities within the facility and the community.
(a) The facility shall provide an ongoing activities
program. The program shall provide diversified
individual and group activities in keeping with
each resident* s needs, abllities, and interests.

duling activities. The

resident meetings, committees, a resident
council, suggestion box, group discussions,
questionnaires, or any other form of

ty.
(c) Scheduled activities shall be available at least

scheduled activities unless the television program
residents of the facility. A facility whose residents
adult day care centers, senior centers, mental

those attendance hours towards the required
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| common areas where residents normally
| congregate.

! {d) If residents assist in planning a special activity
| such as an outing, seasonal festivity, or an

| excursion, up to three (3) hours may be counted

| toward the required activity time.

This Statute or Rule is notmetas evidenced by:
| Based on the activity calendars and interviews

| the facility failed to provide an ongoing activities
| program that provided diversified individual and
| group activities in keeping with each resident's

i needs, abilities, and interests.

Findings:

|
|
{
|
|
Observation made during the tour of the facility ‘l
on ... . .atapproximately 8:30 AM revealed |
residents were sitting in the common area
| watching television, walking around inside and \
| outside. |
| During the tour of the facility several residents i
stated that the facility had a few activities which
inchided watching DVD's and going shopping to i
K-Mart and sometime they had crafts. The
residents stated they had to find activities for "
| themselves. The residents stated they were not i
|
|
|
|
|
|
I
|
|
|

| asked about the activities of their choice.
At approximately 11 AM a resident was observed
organizing a nailmanicure activity.

Review of the activities schedule on the said date
at approximately 12 PM revealed the following
| was noted for 20138

| All Sundays was church,
“ All Mondays were 10 AM-Bingo Games; R
hair 1 PM group 2 PM Nail

: care; 3 PM gardening on

| (Monday)-exercise was 12.2 PM was listed.
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| exercise; 3 PM Gardening
| All Thursdays were 1 PM Billiard Games, Movies
| at 1:30 PM Altamonte; 3 PM crafts; 4 PM
1 Gardening.
| All Fridays were 12-2 PM exercise; 3 PM crafts; 4
1 PM gardening.
| All Saturdays were 1 PM Billiard Games and on
l . at 2 PM resident meeting.
The activities were repetitive and were not based
: on the individual resident’s needs, interests and
abilities. The activities planned were not
| stimulating, especially to meet the needs of the
| residents who were Limited Mental Health. At
: approximately 1 PM several residents were
| observed in the fitness _ . the other
| residents were walking around in the facllity or
| outside or in their

The owner was asked about the activities on
| . at approximately 1:30 PM, he stated that
' the residents did gardening and were planting
| flowers outside. The owner showed the surveyor
| at the time the plants that the residents had
| planted outside and were stilt working on. The
| owner ined that on i

P the
| could go to church. They did nc;t have a Church
| activity at the facility.

| At approximately 3:30 PMon there were 4
| female residents observed in the dining ..

| | crafts or coloring in a coloring book. Amale
 resident was at the door watching and was asked
| at the time by the surveyor if he wanted to

| participate in the crafts, he stated that he did not

| because he did not want to be playing around
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| All Tuesdays were 1 PM Billiard Games; 1:30 PM
| Movies @ Aitamonte; 3 PM Crafts; 4 PM
| gardening.
All Wednesdays were Shopping Day; 12.2 PM
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| (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
lintheir_.. . or apartments, which must be kept |
locked when residents are absent, unless the |
medication is in a secure place within the . i
| 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 "
|
l
|
\
|

1 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 & 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;
| 4. The resident fails to maintain the medication in
| a safe manner as described in this paragraph;
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with pom-poms. The pom-poms were part of the
| oraft activity.
| The administrator/owner stated on at
| approximately 3:30 PM that the residents had
| other activities that were not listed on the
| calendar. She stated that she would have a
 resident mesting to discuss the type of activities
| that they would like to have.
| Class I
i
A 055 58A-5.0185(6) FAC Medication - Storage and A055
Disposal
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1 5. The facility determines that because of

i physical arrangements and the conditions or
habits of resi the p ip ion 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 poficy has
been provided to the resident prior to admission
| as required under Rule 58A-5.0181, F.AC.

(b) Centrally stored medications must be:

1. Kept in a locked cabinet, focked cart, or other
locked storage receptacle, or area at ait
times;

2. Located in an area free of dampness and
abnormal temp except that a medication
requiring refrigeration shall be refrigerated.
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 focked;

3. Accessible to staff responsible for filing

pill-o i isting with self-admini

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

is stored shall be marked " discontinued
medication. " Such medication may be reused if
re-prescribed by the resident’ s health care
provider.

medication in current use, and the area in which it
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(d) When a resident ' s stay in the facility has
ended, the administrator shali return all
medications to the resident, the resident's
tamily, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident’ s
medications are still at the facility, the
medications shall be considered abandoned and
may di d of in acc e with p h

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.

() 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 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed keep the resident's
medication centrally stored and locked in a
cabinet, cart or other locked storage receptacle

. - all times for 1 of 3 sampled residents
(#3) and failed to discard expired medication for
resident #1.

Findings:

1. During a generai tour on . - at 10:156 AM
a prescription medication was observed
on the resident's bedside table. The resident was
asked what the medication was for and he replied
that the medication was a | lotion

| prescribed for itching. He added that one of the

AQE5
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staff members got it from his doctor. Upon further
p it was ined that the i
| was Selenium .. shampoo 2.5%. The

prescription label was dated . and that the

medication expired in The label
instructions read "apply . daily for one
| week”

| Areview of the resident's medical record

| getermined that the there was no doctor's order

i on file for the resident to self- administer

| medication. The resident's 1823 indicated that he
needs assi e with self- i on of
medications. It was confirmed by facility staff on

. ... .. at3:45 PM. that the medication was
expired. The medication was also taken from the
resident's bedside table.

2. During the tour of the facility on .
approximately 10:15 AM on the table next to
resident #3's bed a bottle of Fluticasone
R and Clotrimazole
were observed, Resident #3 had a roommate
-was in the room .. :time.

The owner stated at the time he was not aware
that the resident had left his medication on top of
the table. The owner took the medications and
gave them to a staff that was at the medication
cart.

Class 11l

A093 58A-5.020(2) FAC Food Service - Dietary

Standards

(2) DIETARY STANDARDS.
(a) The Tenth Edition Recommended Dietary
Allowances established by the Food and Nutrition

A0BS

A083
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Board - Nationa! Research Council, adjusted for
age, ' and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
| diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition

R ded Dietary A interpreted
| by a daily food guide, is available from the DOEA
| Assisted Living Program.
| (b) The recommended dietary allowances shall
| be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary

daily by the facility are as follows:

1. Protein: 6 ounces or 2 or more servings;

2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings;

4. Bread and starches: 6 11 or more servings;

5. Milk or milk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly; and

| 7. Water.

(¢) All regular and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered diefitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date

allowances to be made available to each resident.
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| reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

| (d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be

1 encouraged to participate in menu planning.

| Planned menus shall be conspicucusly posted or
| easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

(e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to

| document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shall document a resident ' s

| refusal to comply with a therapeutic diet and
notification to the resident * s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the

' resident " s responsible party refusing the dietis
acceptable documentation of a resident 's
preferences. In such instances daily
documentation is not necessary.

(f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals shall be evenly
distributed throughout the day with not less than

A093
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|

| two hours nor more than six hours between the |
. end of one meal and the beginning of the next. i
| For residents without access to kitchen facilities, |
| snacks shalt be offered at least once per day. |
| Snacks are not considered to be meals for the |
purposes of the time between meals. !‘
|

|

|

|

1

|

|

i (9) Food shall be served attractively at safe and
| palatabl All residents shall be

encouraged to eat at tables in the dining areas. A
. supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
| resident, shall be on hand.
. (h) A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
 on the resident census and not on licensed ‘
| capacity. The supply shall consist of dry or |
| canned foods that do not require refrigeration and \
shall be kept in sealed containers which are |
| labeled and dated. The food shall be rotated in |
accordance with sheif life to ensure safety and i
| palatability. Water sufficient for drinking and food |
| preparation shall also be stored, or the facility |
shall have a plan for obtaining water in an |
emergency, with the plan coordinated with and |
reviewed by the local disaster preparedness |
authority. |
‘ |
|
|
|
|
|
|
|
|
|
i

This Statute or Rule is not met as evidenced by:
Based on observation, record reviews and
interviews the facility failed to have a plan for
| obtaining water in an emergency with the plan
| coordinated and reviewed by the local disaster
| preparedness authority.
| Findings:
| Record Review on _ s at 11:40 AM of the
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Disaster Plan for water supply during an
gency ied an Agl tween
Summertime Lodge and US Foods. The
agreement revealed "US Foods Port Orange
Division will make every effort possible to supply
your accounts with Food and Water supplies.
Please make secondary arrangements on water

| supplies as we do not have the capacity to store

enough water.”

During interview with the administrator on

. at 1:00 PM he was asked what was
his secondary pian was. The administrator stated
that they have collapsible containers that they will
fill with water when needed. The administrator
showed had 16 boxes of 12, 1 galion bottles in
sealed boxes available.

Review of the approved Emergency Management
Plan on ; at 2:00 PM revealed the plan
approval is dated : and does not include the
use of collapsible containers.

Ciass

58A-5.024(3) FAG Records - Resident

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

1. Name;

2.

3. Race;

4. Date of birth;

5. Place of birth, if known;

8. 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

A093

A162
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care provider, and case manager if applicable.
(b) A copy of the medical examination described
in Rule 58A-6.0181, F.A.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 health care provider's
order.
(d) A signed statement from a resident refusing a
therapeutic diet pursuant to Rule 58A-5.020,
FAC.
(e) The resident record described in paragraph
58A-5.0182(1)(e), F.AC.
(f) Aweight record which is initiated on
admission. Information may be taken from the
resident’ s health assessment. Residents
recelving assistance with the activities of daily
living shall have their weight recorded
semi-annually.
(g) For facilities which will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, F.A.C., if
such consent is not included in the resident ' s
contract.
| {h) For facilities which manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, the
required medication records maintained pursuant
to Rule 58A-6.0185, FA.C.
(i} A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-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 8.
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| (k) For any facifity 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

| 428.27,FS.

i () A copy of Alternate Care Certification for

| . orm,
| CF-ES 10086, 1 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
Depariment of Children and Family Services.
{m) Documentation of the appointment 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 ta residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personai,
fimited 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-5.0181, FAC.,

4. The resident’ s contract described in Rule

| 58A-5.025, F.A.C.; and

| 5. Ahealth care provider ' s order for a

AHCAForm 3026-0001
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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 § years, all resident records shall be
| retained for 2 years following the departure of a
| 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
1 from the facility.
| (q) Additional resident records requirements for
| facilities hoiding a imited 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 metas evidenced by:
| Based on observations, record review and
 interviews the facility failed to obtain a physician's
| order for 1 of 3 sampled residents (#3) who

needed assi with the self: inistration of
‘. medications to self-administer his medications.

| Findings:

| During the tour of the facility on at
| approximately 10:15 AM on the bedside table
next to resident #3 a bottle of '
‘HFAand . s eream

| were observed.

! Interview with the facility nurse at the time who

| stated that resident #3 self-administered the

| above medications and also his She
stated that the staff of the facility assisted him

| with his other medications.

i

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
AL11911320 BWING e
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIPP CODE
908 NORTH WYMORE ROAD

SUMMER TIME LODGE, INC WINTER PARK, FL. 32789

xHID | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION o5

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

G REGULATORY OR LSC IDENTIFYING INFORMATION) TG (CGROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A162 Continued From page 13 A162

AFCA Form 3020-0001
STATE FORM

os9n

VTN i continuation sheet 14 of 20




PRINTED: 04/26/2013

FORMAPPROVED

Agency for Health Care Administration

'STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IENTIFICATION NUMBER: A BUILDING: COMPLETED

AL11911320 BAING e 04/05/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

SUMMER TIME LODGE, INC 3\2?4'{"?; ;:RK, FL §§7§8AD

X0 | SUMMARY STATEMENT OF DEFICIENCIES 0 | PROVIDER'S PLAN OF CORRECTION i X8y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 1 CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A162, Continued From page 14 A162

| Record review for resident #3 revealed a

| Resident Health Assessment Form 1823, that

| was dated that was completed by the

| health care provider that noted the resident

| needed ass with the seif- ini ion of
| medications. Further record review revealed that
| there was no other documentation found in the

| record that was completed by a health care

| provider that the resident was capable of

i self-administering his own medications.

| The facility's nurse stated on at

| approximately 11:30 AM that she was not aware

| that an order was needed for the resident to
self-administer his medications, including the

AL241, 58A-5.029(2) FAC LMH - Records AL241

| (2) RECORDS.

i {a) A facility with a limited mental health license

| shall maintain an up-to-date admission and

| discharge log containing the names and dates of

| admission and discharge for all mental health

' residents, The admission and discharge log

| required under Rule 58A-5.024, F.A.C., shall be

| sufficient provided that all mental health residents

| are clearly identified.

| (b) Staff records shall contain documentation that

| designated staff have completed limited mental

| health training as required by Rule 58A-5.0191,
FAC.

| {¢) Resident records for mental health residents

| in a facility with a limited mentat health license

. must include the following:

. Documentation, provided by the Department of

| Children and Family Services within 30 days of

| the resident ' s admission to the facility, that the
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resident is & mental health resident.
Documentation that the resident is receiving

| social security disability . supplemental security
income, optional | any

 of the following shall meet this requirement.

| & An affirmative statement on the Alternate Care

| Certification for Optional

i . CF-ES 1008, March that the

 resident is receiving SSI/SSDI due to a

| psychiatric .

| \Written verification provided by the Social

Security Administration that the resident is

receiving SSI or S8DI for a mental disorder.

verification may be acquired from the Social

Security Administration upon obtaining a release

' from the resident permitting the Social Security
Administration to provide such information to the
Department of Children and Family Services.

| ¢. Awritten statement from the resident ' s case

manager that the resident is an adult with severe

and persistent mental illness. The case manager

| shall consider the following minimum criteria in

| making that determination.

(i) The resident is eligible for, is receiving, or has

received state funded services from the

Department of Children and Family Services

| Substance | Mental Health program

| office within the last 5 years, or

. (ii) The resident has been diagnosed as having a
mental disorder.

, An appropriate placement assessment

| provided by the resident’ s mental health care

| provider within 30 days of admission to the facility

| that the resident has been assessed and found

| appropriate for residence in an assisted living

facility. Such assessment shali be conducted by &

| psychiatrist, clinical psychologist, clinical soctal
worker, or psychiatric , OF person

| supervised by one of these professionals.

a Any of the following documentation which

AL241) Continued From page 15 AL241
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! contains the name of the resident and the name,
signature, date, and license number, if applicable,

| of the person making the assessment, shall meet

| this requirement:

| {iy Completed Alternate Care Certification for

H 1 Form,

| CF-ES Form 1006, ... 1 1998,

| (i) Discharge Statement from a state mental

| hospital completed within 80 days prior to

| admission to the ALF provided it contains a

| statement that the individual is appropriate to live
in an assisted living facility; or

 (iii) Other signed statement that the resident has
been assessed and found appropriate for

! residency in an assisted living facility.
b. A mental health resident returning to a facility
from treatment in a hopsital or crisis stabilization

| unit (CSU) will not be considered a hew

| admission and not require a new assessment.

| However, a break in a resident ' s continued

| residency which requires the facility to execute a

| new resident contract or admission agreement

. will be considered a new admission and the

| resident ' s mental health care provider must
provide a new assessment.

1 3. ACommunity Living Support Plan.

| a. Each mental health resident and the resident’

| s mental health case manager shall, in
consultation with the facility administrator,
prepare a plan within 30 days of the resident’ s

| admission to the facility or within 30 days after

| receiving the appropriate placement assessment

. under paragraph (¢), whichever is later, which:
(i) Includes the specific needs of the resident

| which must be met in order to enable the resident

| to live in the assisted living facility and the

| community;
(i} Inciudes the cfinical mental health services {0

| be provided by the mental heaith care provider to

| help meet the resident ' s needs, and the

AHCAForm 3020-0001
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i

frequency and duration of such services;

' (iit) Includes any other services and activities to

be provided by or arranged for by the mental

health care provider or mental health case

manager to meet the resident * s needs, and the

frequency and duration of such services and

| activities;

| iincludesthe i of the facility to
facilitate and assist the resident in aftending

appointments and arranging transportation to

appointments for the services and activities

| provider or case manager,

(v} Includes a description of other services to be

provided or arranged by the facility;

(vi) Includes a fist of factors pertinent to the care,
| safety, and welfare of the mental heaith resident

i and a description of the signs and symptoms

! to the resident that indicate the

" immediate need for professional mental heaith

| services;

(vii} Is in writing and signed by the mental heaith
| resident, the resident ' s mental heaith case
manager, and the ALF administrator or manager
| and a copy placed in the resident’ s file. If the

resident refuses to sign the plan, the resident's

mental health case manager shall add a
| statement that the resident was asked but
refused to sign the plan;

{vili) Is updated at least annually;

\‘(ix) _include the Agreement
ibed in subp: h 4. If ded, the
+ mental health care provider must also sign the
plan; and

(x) Must be available for inspection to those who
have a lawtul basis for reviewing the document.
b. Those portions of a service or treatment plan
| prepared pursuant to Rule 65E-4.014, FAC.,
| which address all the elements listed in

identified in the plan which have been provided or
| arranged for by the resident' s mental health care
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! care provider for each mental health resident and

| a. Provides procedures and directions for

| provider ' s 24-hour emergency crisis telephone
| number.

| and the plan provides behavioral health services
. under Section 409.912, F.S.

 facility who are clients of the same provider.

sub-subparagraph a. above may be substituted.
4. . Agreement. The mental health

the facility administrator or designee shal, within
30 days of the resident ' s admission to facility or
receipt of the resident ' s appropriate placement
assessment, whichever is later, prepare a written
statement which:

accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan

¢ May . all mental health residents of the

d. May = included in the Community Living
Support Plan described in subparagraph 3.
Missing do Hon shall not be consi da
deficiency if the facility can demonstrate that it
has made & good faith effort to obtain the
required documentation from the Department of
Children and Family Services, or the mental
health care provider under contract to provide
mental health services to clients of the
depariment.

This Statute or Ruie is not met as evidenced by:
Based on observations, record review and
interview the facility failed to have a completed
Alternate Care Certification for Optional

(CF-ES 1008) for 2 of 3
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| sampled residents (#2 and #3) completely filled
out or signed by the Mental Health Case

| Manager.

| Findings:

| 1. Record review on . > at 11:50 AM for

| resident #2 revealed an Alternate Care

| Certification for

| Form (CF-ES 1008) was in the record and was

| not filled in or signed by the Mental Health Case

| Manager.

i 2. Record Review on vat12:20: PM

| for resident #3 revealed an Alternate Care
Certification for
Form (CF-ES 10086) was in the record and was

| not filled in or signed by the Mental Health Case
Manager.

| Interview at 2:10 PM with the Administrator
confirmed the above findings.
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FLORDA AGENCY FOR HEATTH CARE ADMING TRATION

RICK 8COTT - ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
2013

Administrator

Summer Time Lodge, Inc
909 North Wymore Road
Winter Park, FI. 32789

Dear Administrator:
Re: Biennial with LMH

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 after 12013, to verify that the necessary corrections are in place to 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
http://ahea.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 Lorraine
Henry at .

Sincerely.

Theresa DeCanio, RN
Field Office Manager

LHibe
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
http:/ahca.myflorida.com

Ortando Field Office

400 W, Robinson St, Suite $-309

Qrlando, FL 32601

Phone (407) 420-2502; Fax (407) 245-0988




