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initial Comments

A Standard Biennial Licensure Survey was
conducted on at i Sevilla Home Care
Corp. The following deficiencies were identified
at the time of survey:

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

Section 420.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that-all existing architectural,

mechanical, electrical and structural systems and

appurtenances are maintained in good working

order.

{b) Pursuant to Section 429.27, F.8., residents

shall be given the option of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident )
sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress a comfortable

height to ensure easy access by the resident;

2. A closet or wardrobe space for hanging

clothes;

3. Adresser, chest or other furniture designed for

storage of personal effects;

4. Atable, bedside famp or floor lamp, and waste

basket; and

5. Acomfortable chalr, if requested.

{c) The facility must maintain master or duplicate

keys to resident to be used in the

event of an emergency.

(d) Residents who use portable bedside

commodes must be provided with privacy during
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use.

(e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility shall be free of tears, stains and not be

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility failed
to provide a safe fiving environment for residents.

Findings includes:
1. Observation of the facility during tour revealed
the following physical plant issues: the roof under
panels are rotten, floor tiles on the front steps and
sidewalk areas were broken in certain places,
and in the resident's is broken
towel rack with one rack holder is missing. There
is peeling paint/plaster on wall over the

in the community . On some of
the rear doors to the facility there are rotten
areas on the lower panels of the doors.

2. Interviewed consultant for the facility on
- @ 12 noon she confirmed the findings.

Class I

58A-5.024(3) FAC Records - Resident

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

1. Name;

3. Race;
4. Date of birth;
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5. Place of birth, if known;

6. 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 fike to have notified in case of an

emergency, and relationship to resident; and

8. Name, address, and phone number of heaith

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

facifity 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.

(&) The resident record described in paragraph

58A-6.0182(1)(e), FAC.

(f) Aweight record which is initiated on

admission. Information may be taken from the

resident* s health assessment. Residents

iving assi: with the activities of daily

living shall have their weight recorded

semi-annually.

(g) For facilities which will have unlicensed staff

assisting the resident with the self-administration

of medication, a copy of the written informed

consent described in Rule 58A-5.0181, FA.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 ication records maintained p

o Rule 58A-5.0185, F.AC.
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(i} Acopy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.AC.
() 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 behaif of the resident as required under
Section 429.27, F.8.
{K) For any facility which maintains a separate
trust fund fo 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, F.S.
{1} A copy of Altemate Care Certification for

. o (. ..)Form,
CF-ES 1008, 1 1998, if the resident is an

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
Department of Children and Family Services.
(m) D ion of the appoi ofa
health care surrogate, guardian, or the existence
of a power of attomey 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, FA.C.
{0) For ap 3 g p L OF
single family homes that are designated for
independent fiving but which are licensed as
assisted living facilities solely for the purpose of
defivering personal services to 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 personal,
limited nursing, or extended congregate care
| service shall be limited to the following:
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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.AC. and

5. Ahealth care provider ' s order for a
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 5 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
from the facility.

{q) Additional resident records requirements for
facilities holding a fimited mental health, extended
congregate care, or fimited 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 met as evidenced by:
Based on record review and interview facility
failed to have 1 out of 7 sampled residents to
have a POAIn his file.

Findings includes:

1. Record review revealed that resident #7 a
daycare resident did not have a POA in his file.
He was admitted to the daycare program at the
facility on , his son has been signing
residents contracts with the facility without having
a POAn the residents file.
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2. Interviewed facility consuitant in this matter she
confirmed the findings in this area relating to the
residents family member has been signing
documentation without having the proper
documentation of a POA (Power of Attorney).
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FLORIDA AGENCY FOR HEATH CARE ADMINSTRATION
RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY

i, 2013

Administrator

Sevilla Home Care Corp
8331 85w 27 St
Miami, FL 33155

Dear Administrator:

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.

Staf m this o] will ter 6/9/2013 to verify that the n £o; in
10 correct the ci on your s e
The Quality A Questi ire 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.shiml as a first step in providing a web-based §

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 Kristat
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
X090
Headquarters Miami Fiekd Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Miarl, FL 33166

Taliahassee, FL 32308
.com

http-ifahca.myflorida.

Phone (305) 593-3100; Fax (306) 593-3121




