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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 faciiity 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.

(&) Any rights, duties, or i of residents,
other than those specified in Section 428.28, F.S.
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

{9) Arefund policy which shall conform to Section
429.24(3), F.S.

(h) Awritten bed hold policy and provisions for
terminating a bed hold agreement 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 facifity in writing
of any change in status that would prevent the
resident from returning to the facifity. Unil such
written notice is received, the agreed upon daily,

weekly, or monthly rate may be charged by the

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING COMPLETED
R
AL11964707 BWNG
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY, STATE. 2P CODE
570 NATIONAL HEALTHCARE BLVD

INDIGO PALMS DAYTONA BEACGH, FL. 32114

XD | SUMMARY STATEMENT OF DEFICIENGIES ™ PROVIDER'S PLAN OF CORRECTION 05)

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

REGULATORY OR LSC IDENTIFYING INFORMATION) TRG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A 000} Initial Comments {A 000}
{A167) 58A-5.025(1) FAC Resident Contracts {A 167}

AHCA Form 3020-0001

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

STATE FORM

3

XLvP12

If continuation sheet 1of 3




Agency for Health Care Administration

PRINTED: 05/01/2013
FORMAPPROVED

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
act in the resident ' s behalf.

(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
S0, 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 shait
refer the resident to the social service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect,

(k) A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), FA.C., and every 3 years
thereafter, or after a significant change, pursuant
1o subsection {4) of that rule.

() The facility ' s policies and procedures for
self-administration, assistance with
self-administration and inistration 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
to a properly executed
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Residnt #6.
The findings include:

An interview with the administrater on

sent a refund to the resident on

provided a cancelled check to assist in

Class

This Statute or Rule is not met as evidenced by:
Based on resident record review and an interview
with the administrator, the faciiity failed to provide
documentation that a refund has been made to

18, 2013 at 4:00pm, confirmed that the facility did
not pay a refund to Resident #6 , within the
required 45 days. He further stated that he had

2012. Areview of the resident record revealed
that the refund should have been paid prior to or
by 2012 . The administrator was
unable to provide documentation of the refund
being made using a registered letter, certified
mail or other means. In addition he has not

determining the check has been received by the
resident. This citation was previously cited on
12.
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(Y2) Multiple Gonstruction
Building

8. Wing

Name of Facility
INDIGO PALMS

{Y3) Date of Revisit

| Street Address, City, State, Zip Gode

570 NATIONAL HEALTHCARE BLVD
DAYTONA BEACH, FL 32114
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Reviewed By K}i Reviewed Date: Signature of Surveyor: Date:
State Agency ;K 5.1 13
Reviewed By ... | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
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FLORDA AGENCY FOR HEALTH CARE ADVINGTRATION

RICK SCO
GOVESRNOT;{- Better Health Care for all Fioridians EU?;%%E-:-AD%? EK
L2013
Administrator
Indigo Palms

570 National Healthcare Bivd.
Daytona Beach, FL 32114

Dear Administrator:

This letter reports the findings of a revisit survey conducted on . 2013 by a representative 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 deficiency, identified during the revisit.

The deficiency should have been corrected no later than » 2013. A recommendation for sanction
has been forwarded to the Central Office in Tallahassee for the uncorrected Class Hll deficiency. This action, if
taken, will be a matter of separate correspondence from the Central Office in Tallahassee.

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.myf] ori_d_a,com/PgQi_ca_tions/FomsAs};thl 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
(904) 798-4201.

Sincerely, p\'/,'g
Keisha Woods, MPH

Health Facility Evaluator Supervisor
Division of Health Quality Assurance

JPL/KW/sm
Enclosure
—
Headquarters Jacksonville Fleld Office

2727 Mahan Drive
Tallahassee, FL. 32308
http:/fahca myfiorida.com

821 N. Davis St Bidg. A, Suite 115
Jacksonville, FL 32209
Phone (904) 798-4201; Fax (904} 359-6054




