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Administrator

Harmony House at Ocala
5762 S.W. 60th Avenue
Ocala, FL. 34474

Dear Administrator:

Re: CCR #2013004420

This letter reports the findings of a state licensure survey that was conducted on 2013 by
representative(s) of this office,

Fontifiad

Enclosed is the provider's copy of the State (3020) Form, which indicates the deficiencies that were i
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
hitp://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 consisient application of the survey process.

“Thank you for the assistance provided to the surveyor(s). Should you have any questions please call this office
at (386) 462-6201.

Sincerely,

eJ,McnncM

~
Kris
Field Office Manager
KiM/amw
Enclosure
XG90
Headquarters Alachua Field Office

2727 Mahan Drive
Tailahassee, FL. 32308
nttpfahca.myfiorida.com

14101 N W Hwy 441, Suite 800
Alachua, Fi. 32615-6669
Phone (388} 462-6201; Fax (386} 418-5300




Agency for Health Care Administration

P s S RV

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

AL11911084

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

{X3) DATE SURVEY
COMPLETED

05/07/2013

NAME OF PROVIDER OR SUPPLEER

HARMONY HOUSE AT OCALA

STREET ADDRESS, CITY, STATE, ZIP CODE

5762 S.W, 80TH AVENUE
OCALA, Fl. 34474

X4y 1 | SUMMARY STATEMENT OF DEFICIENCIES

PREFIX

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

i
PREFIX
TAG
DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-AEFERENCED TO THE APPROPRIATE

(X5)
COMPLETE.
DATE

A 000! initial Comments

compliance at this time.

88=D

accepted for admission to the facility.

including the following:

On unannounced compliance survey
CCR #2013004420 was conducted at The
Harmony House Assisted Living Facility in Ocala
Florida. Discernible deficiencies were identified
as a result of this survey. The facility was not in

A025! 58A-5.0182(1) FAC Resident Care - Supervision

An assisted fiving facility shall provide care and
services appropriate to the needs of residents

{1} SUPERVISION. Facilities shall offer personal
supervision, as appropriate for each resident,

(a) Monitor the quantity and quality of resident

A000

A025

diets in accordance with Fule 58A-5.020, F.A.C.
{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general heaith, safety, and
physical and emotional well-being of the
individual.

{c} General awareness of the resident' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s heaith care
provider and other appropriate party such as the
resident’ s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, healith care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication

administration, or other changes which resulted in
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Continued From page 1
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews the facility
did net notify the responsible party for 1 of 4
residents, for resident #1.

Findings:

On i a record review was conducted on
resident #1 facility records. It was observed that
resident #1 and #4 were involved in an altercation
over a wheelchair on Resident #4
pushed resident #1 down and when she _ | she
hit her head and sustained a large bump over her
right eye. Resident #1 was transported to the
hospital by 911 and resident #4 was

by law enforcement. The facility notified resxdem
#4 responsible party of the incident. Resident #1
responsible party was not notified by the facility
about the incident. A review of resident #1 facility
contact sheet revealed that there was two contact
phone numbers for the responsible party. The
first number was incorrect number, but the
second number was correct number, The facility
never tried the second phone number.

On at approximately 3:15 AM an
interview was conducted with the Administrator
about the incident between resident #1 &4 on

. She was asked why the family POA
wasn ‘t contacted for resident #1 when she was
hospitalized on The Administrator stated
at the time of the incident the information on the
face sheet was incorrect. They attempted to
contact the POA for resident #1 by phone but the
number was incorrect. It was pointed out to the
Administrator that the original face sheet did
contain two contact numbers and the second one

A025
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was a working cell number for the POA, so why
was it not called. The Administrator said it should
have been.
Level 1t
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