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Initial Comments

On , 2013 an unannounced biennial survey
was conducted at 4211 Chaires Cross Road,
Tallahassee, Florida; an Assisted Living Facility.
At the time of the biennial survey a follow-up
survey was also conducted. The facility was not
in compliance at the time of the survey.

58A-5.0181(2) FAC Admissions - Health
Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
either paragraph (a) or (b) of this subsection.

{a) Amedical examination completed within 60
calendar days prior to the individual ' s admission
to a facility pursuant to Section 429.26(4), F.S.
The examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations;

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;

3. Any nursing or services required by the
individual;

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;

6. Whether the individual has signs or symp

of a communicable which is likely to be
transmitted to other residents or staff;

7. A statement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual ' s needs can be met
in an assisted living facility; and

8. The date of the examination, and the name,
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signature, address, phone number, and license
number of the examining licensed health care
provider. The medical examination may be
ducted by a currently li health care
provider from another state.
{b) Amedical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, ident Health for Assisted
Living Facilities, 2010. The formis
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhe.state fl.us/MCHQ/Long_Term_Care/
<http:/iwww.fdhe. state.fl.us/MCHQ/Long_Term_C
are/> .
Assisted_living/pdffAHCA_Form_1823%.pdf. The
form must be completed as follows:
1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self.Care
and General Oversight Assessment.
a. Items on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.
b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.
c. Omitted information received verbally must be
documented in the resident * s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.
2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered

or Arranged by the Facility, or may use electronic
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jon, which at a mini includes the
elements in Section 3. This requirement does not
apply for residents receiving:

a. Extended congregate care (ECC) services in
facilities holding an ECC license,

b. Services under community living support plans
in facilities holding limited mental heaith licenses;
¢. Medicaid assistive care services; and

d. Medicaid waiver services.

{¢) Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823,

(d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.$,, and this rule.
(f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facllity issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. A licensed health care
provider may attach a do-not- order for
residents who do not wish .
to be administered in the case of

- t .

(9) Aresident placed on a temporary emergency

basis by the Department of Children and Family
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Services pursuant to Section 415.105 or
415, 1051 FS., shall be exempt from the

of this ion for
up to 30 days. However a resident accepted for
temporary emergency placement shall be entered
on the facility * s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on resident record review, the facility failed
to ensure the appropriate documentation was
completed to denote resident eligiblity to reside in
the Assisted Living Facility for 1 of 2 residents.
{Resident #2)

The findings include:

On a resident record review was
conducted for Resident #2. Resident #2's form
1823 - Resident Health Assessment Form”,
dated by the Nurse Practitioner, failed
to show on page 2 - Section D. "In your
professional opinion, can this individual's needs
be met in an assisted hvmg facllrty, whichis nota
medical, unrsing or ' -facility?" Yes and
No are both blank and there are no comments
noted.

This was pointed out to the Administrator/Owner
on , 2013, who indicated it must have been
missed by the Nurse Practitioner.
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(4) MEDICATION ADMINISTRATION,

{a) For facilities which provide medication
administration a staff member, who is ficensed to
ini ications, must be avail to

administer medications in accordance with a
health care provider ' s order or prescription label.
{b) Unusual reactions or a significant change in
the resident ' s health or behavior shall be
documented in the resident ' s record and
reported immediately to the resident ' s health
care provider. The contact with the heaith care
provider shall also be documented in the resident
''s record.
{c) Medication administration includes the
conducting of any examination or testing such as
| glucose testing or other procedure
necessary for the proper administration of
medication that the resident cannot conduct
himseilf and that can be performed by licensed
staff.
{d) A facility which performs clinical laboratory
tests for residents, including glucose
testing, must be in compliance with the federal
Clinical Laboratory Improvement Amendments of
1988 (CLIA) and Part | of Chapter 483, F.8. A
valid copy of the State Clinical Laboratory License
and the CLIA Ceriificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License ora
CLIA Certificate if facility staff assist residents in
performing clinical laboratory testing with the
residents* own equipment. Information about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health

Care Administration, 2727 Mahan Drive, Mail
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Stop 32, Tallahassee, FL 32308, telephone
(850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to follow an acceptable standard of practice
when checking proper placement of a Resident's
feeding tube, prior to flushing with water for one
of two facility residents (Resident #2).

The findings include:

On ; at approximately 11:15am, the
Administrator / Registered Nurse was observed
during medication pass for Resident #2.
Resident #2 has a

tube), currently only receiving water
flushes twice a day 400 cc for poor oral intake.
The Registered Nurse was observed to removed
the cap from the feeding tube, attach a 60 cc
syringe and instili with a total of 400 cc of water.
When asked how she was assure the tube was in
the proper place, she stated that the top of the
tube had ‘green bile' which meant it was in the
stomach.”

Nursing Standard of Practice, as identified in
Lippincott Manual of Nuring Practice, 8th edition,
indicates on page 723, indicates acceptable
methods for establishing tube place "7.
Use the “tipped syringe, inject 20-30cc of
air while fistening with a stethoscope positioned at
the ., ... . area.... Auscultation of a
“whooshing" or bubbling sound assists in
[ ion of proper tube placement.....
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(5) MEDICATION RECORDS.

(&) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the health care provider' s
name, the resident ' s name, the date dispensed,
the name and strength of the drug, and the
directions for use.

{b) The facility shall maintain a daily medication
observation record (MOR) for each resident who

with self of
ications or medication administration. A MOR
must include the name of the resident and any
known the resident may have; the name

of the resident ' s health care provider, the health
care provider ' s telephone number; the name,
strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
{c) For medications which serve as chemical

, the facility shall, pursuant to Section
42941, F.S,, maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation and record review, the
facility failed to ensure complete documentation
on the resident Medication Observation Records.

The findings include:

On -areviewofthe | ', Medication
Observation/Administration Record was
AHCA Form 3020-0001
STATE FORM bl SMHF11 #f confinuation shest 7 0f 25
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conducted for Resident #1 and #2. The
Medication Adminstration Record failed to show
documentation for medications given on

and . The Medication Adminsitration record
only documented up to . The Medication
Administration records failed to be updated each
time the medication was administered.

The Administrator, when questioned about this on

, 2013, stated the resident received the
medication, but couldn't explain why she didn't
document.

Class

58A-5.019(3)(b) Staffing Standards - Personnel
File (BGS)

{3) BACKGROUND SCREENING.
(b} The results of employee screening conducted
by the agency shall be maintained in the

employee ' s personnei file.

This Statute or Rule is not met as evidenced by:
Based on record review, the facility failed to
ensure the results of employee background

ing were maintail in staff p

records.
The findings include:

On » & review of the facility's personnel
records were reviewed. The facility currently has
only 2 employees, one of which is the facility
administrator. The personnel records failed to
include written documentation within the
personnel record of the results of employee
background screening.
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The Administrator stated she had tried to log in to
the agency's website to obtain the results, but
was unable to successfully log in. She stated she
also tried to call, but was unsuccessful in
obtaining access information.

It was noted that the facility was cited on

for failure to have background
screening result in personnel records, yet
continued to fack documentation to support any
results.

A call was made by the Administrator for results
of background screening results; upon reaching
the g ing Unit, the A

handed the phone to the surveyor to obtain the
results. Both background screening results were
"eligible”, though result failed to be documented
in the record as required.

Ciass

58A-5.019(4) FAC Staffing Standards - Levels

(4) STAFFING STANDARDS,
(@) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
05 168
8-18 212
16-26 253
26-35 204
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539
For every 20 residents over 95 add 42 staff hours
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per week.
2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.
4. Atleast one staff member who is trained in
First Aid and , as provided under Rule
58A-5.0181, F.A.C., shall be within the facility at
all imes when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least

. must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
(b) Notwuhstandmg the mxmmum staffing

ph (a), all

faculmes includir ing those composed of
apartments, shall have enough qualified staff to
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provide resident supervision, and to provide or
arrange for resident services in accordance with
the resi heduled and service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC.

{c) The faciiity must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
{d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a} if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FAC,,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and resi garding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shail
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no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the ocal
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.§., and Rule Chapter 690A-40, F.A.C., until such
time as the local fire safety authority informs the
Agency that fire safety requirements are being

met.

(e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios,

(f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that at least one staff member
who was current in training of First Aid and

Resucitation () was in the
facility at all times when residents are in the
facility.

The findings include:

On , personnel records reviews were
conducted for the Administrator, who stated she
was a Registered Nurse, and the one other staff
member. The Administrator's record failed to
reveal any documentation to support current
training in "

{ ). Staff member #1 and Staff Member #2
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). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

(a) Documentation of attendance at First Aid or
course offered by an accredtted col!ege
schook a |
hospital; the American Red Cross, American
Association, or National Safety Council; or
a provider approved by the Department of Health,
shall satisfy this requirement.
(b} A nurse shali be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.S., shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that at least one staff member
who was current in training of First Aid and

- Resugcitation ( '} was in the
facility at all times when residents are in the
facility.

The findings include:
On i, personnel records reviews were

conducted for the Administrator, who stated she
was a Registered Nurse, and the one other staff

x4 D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 079 Continued From page 12 AQ78
{Administrator) rotate shifts.
Class IHl
A 083 58A-5.0191(4) FAC Training - First Aid and .. A083
$8=D
{4) FIRST AID AND

AHCA Form

120-0067

STATE FORM

o500

SMHF11

if continuation sheet 13 of 25




Agency for Health Care Administration

PRINTED: 05/13/2013
FORM APPROVED

L & L ASSISTED LIVING COMMUNITY INC

4211 CHAIRES CROSS RD
TALLAHASSEE, FL 32317

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11963108 B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(8) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility ' s
food service and the day-to-day supervision of
food service staff must obtain, annually,

of 2 hours inui in
topics pertinent to nutrition and food service in an
assisted living facility. A certified food manager,
licensed dietician, registered dietary technician or
health department sanitarians are qualified to
train assisted living facility staff in nutrition and
food service.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to designate an individual responsible for
the facility's food service and the day-to- day
supervision of food service who had a minimum
of 2 hours of continuing education annually in
topics pertinent to nutrition and food service, as
specified in 58A-5.0191.F AC.

The findings include:

On , personnel records reviews were
conducted for the facility's Administrator (Staff
member #2) and other only staff member (#1).
The Administrator was unable to produce

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
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member. The Administrator's record failed to
reveal any documentation to support current
training in
). Staff member #1 and Staff Member #2
(Admlmstrator) rotate shifts.
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continuing education to support the 2 hour

ini qui for the desig
responsible for food service and day-to-day
supervision of food service. During an interview
conducted with the Administrator at approximately
2:30pm she indicated that her staff member was
the designee.

Areview of continuing education requirements for
Staff Member #1, revealed only 1 hour of
Continuing Education, and that was for Safe Food
Handling (1 hour upon hire} received during
Vanguard training conducted , 16, and
17,2013

Class Il

58A-5.020(1) FAC Food Service - General
Responsibilities

Food Service Standards.
{1) GENERAL RESPONSIBILITIES. When food
servtce is provided by the faculrty the
or or a person desi

the administrator shall:
{a) Be responsible for total food services and the
day to day supervision of food services staff,
(b) Perform his/her duties in a safe and sanitary
manner.
(©) Provrde regular meals which meet the

needs of re and th
diets as ordered by the resident's health care
provider for resident ' s who require special diets.
{d) Maintain the in-service and continuing
education requirements specified in Rule
58A-5.0191, FAC.

in writing by

A085
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This Statute or Rule is not met as evidenced by:
Based on interview and record review, the fac:hty
failed to an

the facility's food service and the day to-day
supervision of food service who had a minimum
of 2 hours of continuing education annually in
topics pertinent to nutrition and food service, as
specified in 58A-5.0191.F A.C.

The findings include:

On , personnel records reviews were
conducted for the facility's Administrator (Staff
member #2) and other only staff member (#1).
The Administrator was unable to produce
contmulng education to support the 2 hour

for the desi
responsible for food service and day-to-day
supervusron of food semce Dunng an mterwew
cond d with the Admi
2:30pm she indicated that her staff member was
the designee.

A review of continuing education requirements for
Staff Member #1, revealed only 1 hour of
Continuing Education, and that was for Safe Food
Handling (1 hour upon hire) received during
Vanguard training conducted , 18, and
17, 2013.

Class Il

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
Board - National Research Council, adjusted for
age, and activity, shall be the nutritional
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used to eval meals. Tt
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.
{b) The ded dietary shall
be met by offering a variety of foods adapted fo
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 distary
allowances to be made available to each resident
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: § 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 {o be used
by the facility shall be reviewed annually by a
registered dietitian, 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
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
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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
encouraged to participate in menu planning.
Planned menus shall be conspicuously 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 heaith care provider.

1. Facllities 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 shali
be identified on the menus developed for use in
the facility.

2. The facllity shall document a resident's
refusal to comply with a therapeutic dist 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 parly 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
two hours nor more than six hours between the
end of one meal and the beginning of the next.
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For residents without access fo kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the

purposes of the time between meals.
(g} Food shall be served attracttvely at safe and
. All 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
confracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
on the resident census and not on ficensed
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 shelf life to ensure safety and
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.

This Statute or Rule is not met as evidenced by:
Based on observation,. interview and facility
record review, the facility failed to ensure all
regular and ic menus were revi
annually by a Reglstered Dietician, Licensed
Dietician/Nutritionist, or by a dietetic technician
supervised by a Registered Dietician or Licensed
Dietician/Nutritionist.

The findings include:
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On at approximately 08:35am, a tour
of the facility was conducted. The Administrator
was asked where her menus were posted. She
stated she doesn't post the menu, as she asks
each resident what they want to eat, but she can
provide me with the menus. The facility currently
has two residents, both on Hospice services.

A review of the facility's Regular and Therapeutic
Menus was conducted. Menus were last
reviewed by Registered Dietician in . On

at approximately 2:10pm durmg
interview with the Administrator, stated she was
not going to have the menus re-reviewed
because she doesn't follow the menus as both
residents are on "pleasure” foods. She stated
that she doesn't have the money fo have the
Registered Dietician come out and that it is $400
each time she comes out.

class i

58A-5.024(1) FAC Records - Facility

Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

{1) FACILITY RECORDS. Facility records shall
include:

{a) The facility * s license which shall be displayed
in a conspicuous and public place within the
facility.

(b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident’ s

1. Date of admission, the place from which the

A093
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Continued From page 20

resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure 3 and

2. Date of discharge, the reason for discharge,
and the identification of the facllity to which the
resident is discharged or home address, or if the
person is , the date of

Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding &
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,
FAC

(c;) A |bg fisting the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
b;

(b).

{d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recusrence. These reports shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

{e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.

(f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC,;

(g) The facility ' s fiability insurance policy
required under Rule 58A-5.021, FAC.;

A160
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(h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 68A-5.021, FAC.
(i} The admission package presented to new or
prospective residents (less the resident s
contract) described in Rule 58A-5.0182, FAC.
() If the facility advertises that it provades special
care for persons with 'S or
related , @ copy of alf such facility
advertisements as required by Section 429.177,
F.S.
(k) Agrievance procedure for recelvmg and

P to resident comp and
recommendations as described in Rule
58A-5,0182, FAC.
(1) All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.
{m) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the last two (2}
years.
(n) All sanitation inspection reports issued by the
county heaith department pursuant to Section
381.031, F.S., and Chapter 64E-12, FAC,,
issued within the last 2 years.
{o) Pursuant to Section 429.35, F.S,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
iast § years.
{p} Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,

A 160
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58A-5.030 and 58A-5.031, F.A.C., respectively.
{q) The facility * s resident elopement response
policies and procedures.

{r} The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on interview, the facility failed to maintain
or present on request an "Admission and
Discharge" log.

The findings include.

On on entrance into the facility, the
Admission and Discharge log was requested for
review. The log was requested at least twice
verbally and in writing upon entrance to the
facility. The Administrator failed to present a log
with resident admission and discharge
information by exit of the survey.

Class

58A-5.024(2) FAC Records - Staff

(2) STAFF RECORDS.
(a) Personnel records for each staff member shall
cantain, at a minimum, a copy of the original
empl oymem application with references furn(shed
and ion of from

including - In addition,
records shall contain the foliowing, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, FAC,;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
certification;
3. Documentation of compliance with level 1
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background screening for all staff subject to
screening requirements as required under Rule
58A-5.019, FAC,

4. A copy of the job description given to each staff
member pursuant to Rule 58A-5.019, F.A.C., for
facilifies with a licensed capacity of seventeen ~
{17) or more residents; and

5. Documentation of facllity direct care staff and
administrator participation in resident elopement
drilis pursuant to paragraph 58A-5.0182(8)(c),
F.AC.

{b) The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,
FAC.

(c) The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule 58A-5.019, F.A.C., for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that personnel records for each
staff member and the Administrator, contained a
copy of verification of freedom from
communicable including L in
addition to licensing information.

The findings include:

On personnel record reviews were
conducted for the Administrator and only staff
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member, #1. Staff member #1's personnel
record failed to include information to  verifiy that
she was "free from communicable

including " Aphone call from (he
Administrator to the Staff member indicated she
would bring the information with her and present
when she arrived. When staff member #1 arrived
for work on at approximately 3:30pm,
she indicated she left her results in a different
vehicle.

Areview of the Administrator's personnel record,
revealed a Physncal evaluatnon dated
the evaluati for
employment without restrictions” - it did not state
"free from communicable , Including

. There was an "Employee Health
Information” questionaire from one of the local
hospitals refated to symptoms of
dated - but no results. The
Administrator stated she had tested positive, but
she was not able to produce any information
related to this.

Also a review of the Administrator’s personnel
record, failed to include nursing licensure
information. The Administrator stated she did not
have a copy of her nursing license but it was
available online. She failed to produce a copy of
her license by the exit of the interview.
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FLORDA AGENCY FOR HEALTH CARE ADMINSTRATION

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

, 2013

Administrator

L & L Assisted Living Community Inc
4211 Chaires Cross Rd

Tallahassee, FL. 32317

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. Staff from this office will conduct a review after , 2013 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://ahcamyflorida.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 me at
850-412-4540,

Sincerely,
E Donm w
Field Office Manager
DH/dh
Enclosure
XG9O
Headquarters Taliahassee Field Office

2727 Mahan Drive
Taliahassee, FL. 32308
http:iahca myflorida.com

2727 Mahan Drive, Mail Stop #48
Tallahassee, L. 32308
Phone 850-412-4540; Fax (850) 922-9162




