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Inifigi Comments

These sre the results of an unannounced Bienniat
survey conducted on i at Jacaranda Trace,
an Assisted Living Facility (ALF).

The following is a description of the deficient
practice identified duting the visit:

S8A-5.0182(8) FAC: 429.28 FS Resident Care -
Rights & Facility Procedures

(6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(a) A copy of ihe Resident Bill of Rights as
described in Seclion 429.28, F.8,, or a summary
provided by the Long-Term Care Ombudsman
Councit shall be posted in full view in 2 freely
aecessible resident area, and included in the
aamission packeage provided pursuant to Rule
S8A-50181. FAC

(&) In accordange with Section 429.28, F.8., the
facility shall have a written grievance protedure
for receiving and responding o resident
complaints, and for residents 1o recommenc
changes to faclity policies and procedures. The
facility must be zbie ta demonstrate thet such
procedure is implementied upon receiptofa
complaint.

(c} The address and telephone number for
lodging compiainis against a facility or facility stafl
shall be posied in full view in a common area
accessible 1 all residents, The addresses and
telephone numbers are: the District Long-Term
Care Ombudsmman Council, 1(888)831-0404; the
Advocacy Center for Persons with Disabilities,
1{B00)342-0823; the Florica Local Advocacy
Counch, 1{800)342-0825; and the Agency
Consumer Hotline 1{688)410-3456.

¢} The statewide toll-free telephone number of
the Florida. .. __ : Hotling * 1{800)96 or
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1H{8001962-2873 " shall be pasted in full view in a
common area accessibie o all residents,

(&) The facility shall have a written statement of
its house rules ard procedures which shall be
inciuded in the atmissicn package providad
pursuant to Rule 3BA-5.0181, F.AC. The rules
and procedures shell address the facifity's
policies with respect to such issues, for example,
as resident responsibiiities, the fachily ' s alcoho:
and tobacco policy, medication storage, the
defivery of services to residents by third party
providers, resident elopement, and cther
administrative and housekeeping practives,
schedules, and requirerments.

{f) Residents may not be required o perform any
work i the facility without compensation, except
that faciiity rules or the faciiity contract may
inciuge 2 requirement lhat residents be
responsitie for cleaning their own sleeping areas
or apartments. I a resident is employed by the
facility, the resident shall be compensated, ata
minimum, al an hourly wage consistent with the
federal minimurn wage law.

{g) The facility shall provide residents with
convenient aCcess 10 & telephone to facilitale the
resident’ s right to unresiriclecd and private
communication, pursuant o Section 428.28(1 }{d),
F.§. The focility shall not probibit unidentified
telephone calls 1o residents. For facilities with a
ficensed capacity of 17 or more residents in
which residents do not have private telephones, i
i there shall be, al 3 mirimum, an accessible
telephone on each flocr of each building where
residents reside.

| {h) Pursuant to Section 428.41, ¥ 8., the use of

| physicat __ shall be firnited to hali-bed
rails, @nd only upon the writlen order of the
resident * s physician. who shall review the order
biannually, and the consent of the resident or the
resident ' s representative. Any device, including
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STATE FORM o DINZ ¥ confinuation sheel Zef 17

cd 1907-801(L¥6) Ty 8081 | BpuBIBOR®



PRINTED: 04228/2613
FORM APPROVED

Agency for Health Care Adminigtration
{ STATEMENT OF DEFICIENCIES l X1y PROV DER/SUPPLIERIGUA X2 MALTEPLE GONSTRUCTION. X3} DATE GURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A, BUILDNG:

AL11068081 B. WiNG 04118/2013
NAME QF PROVIOGER OR SUPFLIER. STREET ADDRESS, CIFY, STATE, Z1P CODE

JACARANDA TRACE 32%;“;":’;‘45953“" A

(X3 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLARN OF CORRECTION | s
PREFIX (EACH DEFIIENTY MUST BE PRECEDED BY FULL FREFI (EAGH CORREC TVE ACTION SHOULD BE CTMPLETS
TG RESULATORY OR LSC IDENTIFYING INFORMATION) ™o CROSS-REFERENCED TC THE APPROPRINTE | DATE
DEFICIENGT)

A D36 Contirued From page 2 4030

half-bec ralls, which the resicent choosss to use
and can remove or avold without assistance shall
not be considered a physical

422.28 Resident bilt of rights -

{1} No resident of & facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranieed by law, the Constituticr of the State
of Florida, or the Consiitution of the United Stales
as a resident cf a facifity. Every residentof a H
faciiity shall have the right to:

(a) Live in a safe and decert living environment,
free from and negiect.

(b) Be treated with consideration and respect and
wilh due recognition of personal dignity,
individizality, and the need for privacy.

(¢) Retain and use his or her own clothes and
her personal property i his or her immediate
lving quariers, so as v maintain individuality and
persanal dignity, exsept when the facility can
demonstrate that such would be unsafe,
impracticat, or an infringement upon the rights of
other residents,

{d) Unreslricted private communication, including
receiving and sending uncpene;

correspondence, access to a telephane, and
visiting with any person of his or her thoice, at
any time between the hours of S am. and 9 pm.
al @ minmum. Upor request, the facility shall
make provisions 10 extend visiting hours for
caregivers ard oul-of-town guests, and in other
sumitar situations

{e) Freedom Lo partcipate in and benefit from
community services and activities and to achieve
ihe highes! possible level of independence,
autonory, and interacton within the community.
{f) Marage his or her financial affairs uniess the
resident or, if applicable, the resident* s
represeniative, designee, surrogate, guardian, or |
attorney in tact authorizes the administrator of the
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facility to provide safekeeping for funds as
provided in 5. 428.27.

{g) Share a his or her snouse if both
are residents of the faciiity

{h) Reascnable pDpportanity for reguiar exersise
several fimes a week a2nd 1o be outdoors at
regutar and frequert inlervals except when
prevented by inciemet weather.

(i) Exercise civil and religlous liberties, including
the 1ight 1o incependent personal decisions. No
refigious beiie’s or practices, nor any attendance
&l religious services, shall be imposed upor any
resident.

{i) Access lo adequate and appropriste health
care consistent with esteblished and recogrized
standards within the community,

{k} Atleast 45 days ' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is centified by a
physician to require an emergency relocation to a
facility providing a more skilled tevel of care or the
resident engages in @ pattery of conduct that is
rarmful or offensive to other residents. In the
case of a resident who has been adiudicated
menlally the guardian shall be
given atleast 45 days” potice of a
nonemergency refocation or residercy
lermination. Reasons for relocation shall be set
fortn in writing. In order for a facility to terminate
the resicensy of an individual without notice as
pravided herein, the facility shalt shaw good
cause in a court of competent jurisciction,

) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the tacility, govemning officials, or any other
person without . interference, coercion,
discrimination, or reprisal. Each facility shell
establish a grievance procedure to facilitate the
residents ' exersise of this right. This right
includes access t¢ ombudsman volunteers and

AD30
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advocates and the right to be a3 member ¢f, 1o be
active in, and fo associate with advocacy o
special inlerest groups.,
This Statute or Rule is not met as evidenced by:
Based on cbservation and interviews, the facility
{ailed to ensure a safe environment for alt
residents as evidenced by unsafe multiplugs and
unsecured bed rafis in3of 6 or sultes
toured, Rails which are not affixed o the
bedframe can slide and cause unsafe gaps which
atlow for affixation and strangulation. Extension
without fuse protection can lead to fires.
The fingings include: Plan of Correction for AO30
N - 1) Bed rail in #208 was removed
. 1. During tour of the facility on 4/18/13 at 9:00 l #)205 s 4 to the bed
i § a m, to 10:30 a.m,, the foliowing was observed: h vras fastened to the bex
_.__ iwas observed to have a frame, #222 was removed
: quarler ranl muunted 0 a small board that slides our policy will be to aliow only
under the mattress. Very iittle pressure Is needed bed rails that affix through a system | /18/13
to move the rail which would then leave & gap h N and
between the maliress and rall; 14 bed rails were that does no; afiows movement | ongoing
alse observed in . §204, #205 and #222. away from the mattress.
Those ralls were also not affixed to the bed, but
were less gasy (o stide around. b) orange muitiplug was
) removed and replaced with a fused
b. was chserved to have an orange stri and
multiplug being used which iacked a fuse for power strip. 3 .
safety. All will be required to use ongoing
Fatility approved power strips
G, ... .. #225 and $223 were cbserved to have
muitiple extension « running sround the 5
walls. In the 37e were extension ?l Same p]fn of correftion as 2] 5/18/13
with fuses, but in (he living used . _; or ... 223and225 And
were daisy chained into a fused cord. ongoing
{ H i
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2. Interview with the Administrator on o oat
11:30 a.m., revealed she knew about the bedralls
and __. __. She was having maintenance look at

them.

3. Clinical Guidance For the Assessment and
Ireplemeriation of Bed Rails In Hospita's, Leng
“erm Care Facilities, and Home Care Setlings
www.visnd.va.covl.. Jbedsale/HBSW ClinicaiGuid
ancetay22003F INAL

Bed Reil Safety Guidelires

iIf it is determined that bed rails are required and
that other ervironmental or freatment
considerations may not meet the individual
patient's assessed needs, or have been tried and
were unsuccessful in mesting lhe patient's
assessed needs, then close attention must be
given to the design of the rails and the
rafationship Hetweer rails and other pars of the
bed.

“The bars within the bed rails shouild be closely
spaced to prevent a patient's head from passing
through the oper - and becoming enfrapped.
The mattress te bed rail interface should prevent
an individual from falling between the maltress
2nd bed rafis anc possibly smothering

Care shouid be taken thal the mattress does not
shrink over time or after cleaning. Such
shrinkage increases the potential space between
the rzits and the matiress,

Check for campression of the mattresses ou'sice
perimeter. Easily compressed perimeters can
increase the gaps between the matress and the
bed rail

Ensure that the mattress is appropriafely sized for
the selected bed frame, as not all beds and
mattresses are interchangeable.

The space between the bed rails and the

Acae
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mattress and the headboard and the mattress
should be fillzd edner by an added firm ora
mattress tha: creates an inferface with the bed
raii that prevents an individgual from falling
between the mattress and bed raiis.
Laiches securing bed rails should be stable so
that (he bed -ails will not _ | when shaken.
Cider bed rail designs that have tapered or
winged ends are not appropriate for use with
patients assessed o be at risk for entrapment,
9. Maintenance and monitoring of the bed,
mattress, and accessories such as
patient/caregiver assist items should be
ongeing

Ciass Hl

(@) STAFF.
| {a) Newty hired stalf shall have 30 days 10 submit
} a staternent from & health care provider, based
' oa a examination concucted within the fast six
‘ months, that the person does not have zny signs

w' AOT8 5BA-5.019(2) FAC Stafing Standards - Staff AT
|

. or symptoms of 2 communicable _

i finchuding ... . Freedom from
! { must be cocumented an an annual
i | basis. Aperson with 2 positive ... ... . test

i i must submit @ health care provider * s statement
; that the person dess not consiitute a risk of
| communicating Newly hired staff
I does not inziude an employee transferring from
| one facility to another thal is under the same '
{ management or pwnarstip, without a break in
i service, If any staff member is lgter found to
‘ have, or is suspected of having, a communicab.e
hefshe shalt be removed from duties
until the administrator defermines that such
condilion no longer exisis
: {b) Al slaff shall be assigned duties consistent
TCA Fonm 3020-0001
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with histher level of education, training,
4 -  rroidi

, and

£ aft p

| with their to observe

to the resident " s health care provider in
accordance with Ihis rule chapler.

{c) Alt staff must comply with the training
requirements of Rule 58/4-5.0181. FAC
{d) Staff provided by a staffing agency or
employed by a business e

agency ar contracter will be praviding 10
residents.

more residents, the facility shall;
10 each staff member, and

2. Maintain time sheets for all staff.

freedom from

The findings include:

i revigw. Staff D was hired on _

~ revealed the CD/TB staternent was dated

: document ebservaiions on the approprate
resident *s record, and 1o report the observations

contracting to
provige direct or indirect services to residents
must be qualified for the position in accordance
with this sule chapter. The contract between the
facility and the staffing agency or contractar shall
specifically cescribe the services the siaffing

]
! services requiring licensing or certification must
"be apprcpnately hicensed or cerlified. All staff
; shall exercise their respansibilities, consistent
i to

(e) For facilities with a licensed capacily of 17 or

1. Develop 2 written job description for each stefl
position and provide a copy of the job description

This Statute or Rule is not met as evidenced by
Based on record review and interviews, the
facility failed to ensure steff maintained the

- diagnesis annually for
2 (Staff D and E) of § staff records reviewed

1. Asemple of § staff records were requesied for
.. Zasadirect
care aide. Areview of Staff D's Personnel file

AD78

Plan of Correction for AQ78
#1 — 3 All staff will be required
to have an annual T.B. test or

To be moritored by human
resources and administrator.

chest x-ray as required by statute.

and
ongoing

i H
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| 3/29112, but nore had been abtained for the
annual . - Since,

2. Staff £ was hired on as maintenance, A
review of Staff £ personnet file found no original
freecom fram communicable ... o and nro
annual freedom from . disgnoses.

3. Imterview on 4/18/13 at 3:30 p.m., the
Administrator verified Staff E had none cn fle and
Staft O had not obtained a freedom from

for this year.

Class il

AZ815 408,809, 435.02(2), 435.06 Background AZB1S
Soreening: Prohibited Offenses

408.8CY, F S

{1) Level 2 background screer:ng pursuant to
chapter 435 must be conducted through the
zgency on each of the fallowing persons, whe are
considered employees for the purposes of
conducting screening under chapter 435:
(2} The licensee, if an individual,
&) The adminisirator or a similarly titted person
who is responsicle for ne day-to-day operation of
ihe prevides.
{t) Tne financial officer or similarly titled
ingdividua: who is responsible for the financial
operztion of the licensee or provider.
{d) Any person wha is a controlling inferest
‘he agency has reason to believe that such
person kas been convicted of any offerse
prohibited by s. 435.04, For each controlling
interest who has been convicled of any such
: offense, the licensee shall submit 10 the agency a
i description and explanation of the conviction at
‘. the time of license application.
AR Fem 5020-9001
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(e} Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected 1o, or whose
responsibilities may reguire him or her 1o, provide
personal care or services directly to clierts or
have access to client furds, personal property, or
living zress; and any person, as required by
autherizing staiutes, contracting with a licensee
or provider whose responsibiiities require him o
her to provide personal care or personal services
directly 1o clients. Evidence of eontractor
screening may be retained by the contractor's
emnployer o the ficensee.

(2} Every 5 years lollowing his or her licensure,
employment, or ntry into a contract in & capacity
ihal under subsecticn (1) would require levei 2
background screening under chapter 435, each
such person must submit o level 2 background
rescreening as a condifion of retaining such
ficense or continuing in such employment or
contraciual status. For any such rescreening, the
agency shali request the Depariment of Law
Enforcement to forward the person ' s Angerprints
to the Federal Bureau of Investigation for a
national criminal history record check. if the
fingerprints of such & person are rot retained by
the Depariment of Law Enforcement under s
943.05{2){g}, tre person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints fo the Deperiment of
Law Enforsement fer state processing, and the
Depardment of Law Enforcement shal forward
the fingerprin's to the Federal Bureau of
investigation ‘or a national criminal history record
check. The tingerprints may be retained by the
Department of Law Enforcement under s.
i 943.05{2)g). The cos! of the state and national
criminal history records checks required by level
| 2 screening may be bome by the licensee or the
EFCA Form 10200007
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serson fingerprinted. Proof of compilance with
wgvel 2 screening standards submitted within the
previous 5 years to meet any provder ar
professional licensure requirements of the
agency, the Department of Health, the Agency for
Persons with the Departmenl of
Children and Famly Services, or the Deparimen!
of Financial Services for an applicant fora
certificate of authority or provisional cerfificate of
authority 1o operate a continuing care refirement
cornmunity under chapter 851 satisfies the
requirements of this section if the person subject
10 screening has net been unemployed for mere
than 50 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 438
and this section using fcrms provided by the
agency.

(3) Al fingerprints mus! be provided in
eiectronic format. Screening results shallbe
reviewed by the agency with respect to the
offenses specified in 5. 435.04 ard this section,
and the quatifying or disquelifying status of the
persen named in he request shall be maintsined
in a database. The qualifying or disqualitying
status of the person named in the request shall
be posted on @ secure website for retrieval by the
licensee or designated agent on the licensee s
behalf.

{4} in addition 1o the offenses listed in s.

435.04, all persons required to undergo
background screecing pursuant to this part or
autherizing statutes must not have an

aweiting fnal disposition for, must not have been
found guitly of, regardless of adjudication, or
entared & plea of nolo contendere or guilty to, and
must not have been atjudicated delinquent and
the 1ecod not have been sealed or expunged for L
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any of the following offenses or any similar
offense of another jurisdiction:

t{a) Any authorizing statules, if the offense was

a felony.
by This chapter, if the offense was a teiony,
{c}  Section 408.920, reating o Medicaid
provider fraud.

{d} Section 409.8201, relating to Medicaid
fraud.

{e) Section 741.28. relating to domesfic
violence.

{f}  Section 817.034, relating to fraudulent acts
fhrough mail, wire, radio, electromagnetic,
pholoeiectranic, or pholoopiical systems.

{gy Section 877.234, relating to false and
Fraudulent insurance claims,

{r)  Sectior 817.508, relating to patient
brokering.

{) Section 817.588, relating to crminal use of
personal Wdenfification irformation.

{)  Section 817.80, relating te oblaining a credit
care through fraudulent means.

{k}  Seclion 81761, relating ‘o fraudulent use of
credit cards, If the offonse was a felony.

{l}  Section 831.01, relating 1o forgery.

{m) Section 831.02, relating o uttering forged
astruments.

{n} Section 831.07, refating lo forging bank bills,
checks, drafis, or promissory notes.

{0} Section 831.09, reating lo uitering forged
bank bills, cheeks, drafts, or promissory notes.
{p)} Section 831.30, re ating to fraud in obtainirg
medicinal drugs.

fq)  Section 831.31, re.ating 1o the sale,
ranufacture, delivery, ¢r possession with the
intent to sell, manufacture, or deliver any
counterfeit controlied substance, if the offense
was a felony.

A person who serves as & confroliing inlerest of,
is employed by, or contracts with a licensee on

Azs1s |
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31,2010, who Fas been screened and
qualified acoording 1o stendards specified in's.
43503 or &. 435.04 must be rescreened by
31, 2015. The agency may adops rues to
zstablish 2 schedule to stagger the
mplementation of the required rescreening over
the S-year period, beginning ' 3%, 2010,
through 37, 2015, I, upon rescreening, such
persen has a disqJalifying offense that was nota
disquatifying offense at the time of the last
screening, but is 2 current disqualifying offense
and was committed bafore the Jast screening, he
or she may apply for an exemption from the
appropriate icensing agency and, if agreed to by
the employer, may continue to perform his or her
duties unt ‘he licensing agency renders a
decision on the application for exemption ¥ the
person is eligible to apply for an exemption and
the exeroplicn request is received by the agency
within 30 days affer eceip! of the rescreening
results by the persen

{5} The costs associated with sbhaining the
required screening mus! be bome by the lizensee
or the person subject fo screening. Licensees
may reimburse persons fo these costs. The
Department ¢f Law Enforcement shall charge the
agency for screening pursuant to . 943.053(3).

| Tne agency shall estabish a2 schedule of fees to
cover the costs of screering.

1 {B)}a) As provided in chapter 435, the agency
may grant an exermption from disqualification fo a
person who is subject to this section and who:

1. Dees not have an active professional license
or certification from the Departroent of Health; or
2. Hes an active professional ficense or

: certification from the Depariment of Health but ¢
1 not providing a service within the scope of that
 license or cerfification.
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{b} As provided in chapter 435, the appropriate
raguizlory board within the Department of Health,
or the department itself ¥ there is no board, may
grant an exerption from disqualification to 2
person whe is subject o this section and who has
received a professional license or cerification
from the Department of Heaftn or 2 reguatory
Doard within that department and thal person is
providing a service within the scope of his or her
ficensed or certified practice.

(7) The agency and the Depariment of Realth
may adopt rules pursuant to ss. 120.536{1) and
120.54 to implement this section, chapler 438,
and authorizing statutes requiring background
sereening and to impiement and adopt criteria
refating io retaining fingerprints pursusnito s.
943.05(2}

{8} There is no unemployment compensation ar
other monetary liability on the part of, and no
sause of aclion {or damages arising against, an
employer that, upon natice of a disqualfying
offense listed under chapter 435 or this section,
ferminates the person ageinst whom the report
was issued, whether or not that person has filed
for an exempton with the Department of Health
or the agency.

43506, .5

{1} If an employer or agency has reasonable
cause to befieve that grounds exist %or the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the emp oyee in writing, stating the specific
record that ndicates roncompliance with the
standards ia this chapter. 1t is the responsibility of
the afected employee (o contest his of her

AZ815
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disquaiification or ¢ request exemption from
disquaiification. The only basis for contesting the
disqualification is proof of mistaken identity.

i
{2}a} An employer mzy not hire, select, or
otherwise allow an smployee 1o have contact with

:any . -+ person hat would place the

| employee in a rote that requires backgmuno

| screening unti: the sereening process Is

' completed and demonstrates the absence of any

f grounds for the denial or termination of

employment, If the screening process shows gny

grounds for the denial or termination of

| employment, the employar may not hire, select,
or otherwise aow the employee o have contact
with any . _-person that would place the
employee In 2 role that requires background
sereening unless the employee is granted an
exemption for the disqualificatior by the agency
as provided under s. £35.07.

{b} IF an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove (he employee
fromn cortact with any . . R person that
places the employee in a role that requires
background screening unti the . . is reselved
in a way that the empioyer determines that the

\ employee is stll eligible for employment under

| this chapter.

I {c) The employer must terminate the employrent

| of any ot its perspnnel found 10 be in

} noncompliance wilh the minimum standards of

| this chapter o place the employee in a position

| for which background screening is not required
| unless the empl is granted an
Trom disqualification pursuant te s. 435 07

! {3} Any empioyee who refuses to cooperate in
+ such screening or refuses to fimely submit the
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Infermation necessary to complete the screening,
ineluding fingerprints if required, musl be
disqualified for employment in such positien or, if
employed, must be dismissed.

{4} There is no unemployment compensaton or
other monetary lizbility on the part of, and no
cause of action for demages agzinst, an
employer that, Lpon notice of a conviction or

©for & cisquatifying offense listed under this
shapter, terminates the person against whom the
report was issued or who was
regardiess of whether or not that perscn has tiled
for an exerrption pursuant to this chapler.

435.02(2), F.8.

" Employee ” means any person required by iaw
1o be screaned pursuant to this chapler.

This Statute or Rule is nol met as evidenced by:
Based on record review and interview, the facshty
Tailed to ensure that all staff with access 10
resident living areas and personal property had 2
tevel 2 background screening for 1 (Staﬁ Ejof 5
staff reviewad.

1 The findings include:

1. During tour of the facility on 4/18/13 a
maintenance employee, Stelf £, was observed
working inand out of resident apartments.

2. During record review S1a7 E's record was
requested. Areview of the information found
Staff £ was hired on 8/7/04, No level 1 or level 2

Plan of correction for AZB1S

#1-3

All staff will be required to submit
and pass a level 2 background
screening as defined under chapter
435. Each employee will be required
to submit 10 arescreening as a

background screening was present in the file condition of continued employment | and
every 5 vears, engoing
3. At approximately 3:30 p ., the Administrator
ore 3020-0001
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+ was asked about the lack of background
sereening for Stafl E. She stated the
maintenance deparlment maintains their own
records. She then contacted the head of
mainienarce and asked specifically about a
background check. The head of maintenance
verified inere was none on file, bul access FDLE
website al that ime and printed out a FDLE
screen dated 4/18/13.
Unclassified
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FLORIA AGENCY FOR HEATH CARE ADMINITRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

2013

Administrator
Jacaranda Trace

3600 Willaim Penn Way
Venice, FL. 34293

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on L2013 by
representatives 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 . 2013to 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://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, Should you have any questions please call this office at
{239) 335-1315.

Sincerely,

Harold D. Williams
Field Office Manager

sh
Enclosure: State Form

Fort Myers Field Office
2295 V;ctor;a Avenue, ..
ot Myers, FL 33301
Phone (239) 335 1315 Fax (239} 5362372

Headquarters

2727 Maban Drive
Tailahassee, FL 32308
hitpi#fahca myfiorida.com




