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Initial Comments AQ00

An unannounced licensure complaint survey,
CCR #2013002271, was conducted on

Golden Abbey Ormond Beach had deficiencies
found at the time of the visit.

58A-5.024(4) FAC Records - Inspection A164

Availability

{4) RECORD INSPECTION.

(a) All records required by this rule chapter shall
be available for inspection at all times by staff of
the agency, the department, the district long-term
care ombudsman council, and the advocacy
center for persons with .

(b) The resident’ s records shall be available to
the resident, and the resident ' s legal
representative, designee, surrogate, guardian, or
attorney in fact, case manager, or the resident ' s
estate, and such additional parties as authorized
in writing.

(c) Pursuant to Section 429.35, F.S., agency
reports which pertain to any agency survey,
inspection, monitoring visit, or comptaint
investigation shall be available to the residents
and the public.

1. Requestors shall be required to provide
identification prior to review of records.

2. In facilities that are co located with a licensed
nursing home, the inspection of record for all
common areas shall be the nursing home
inspection report.

(d) The facility shall ensure the availability of
records for inspection,

This Statute or Rule is not met as evidenced by:
Based on review of all residents’ contracts and
staff interview, it was determined that the facility
failed to maintain a copy of the resident's contract
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for 2 of 36 residents (#6 and #7) on the premises.
The findings include:

Areview of the admission and discharge log
revealed that there were 36 residents fiving in the
facility on the day of the complaint survey.
Thirty-six residents’ contracts for residency were
attempted to be reviewed; however, two residents
(#6 and #7) had no residency agreement in the
resident records.

An interview with the Administrator at 1 pm on

- revealed that all contracts were
completed, but sometimes when different
agencies reviewed charts, they misplaced or took
the original information from the individual charts
without his knowledge. He was surprised that the
2 missing contracts were those of long term
residents.

The facility administrator faxed the missing
documents to the office later on Land
both residents #6 and #7 had altered dates for
when the contracts had been signed. The original
dates had been written over mutiple times.

Telephone interview with the Administrator on

: at approximatiey 11:38 am revealed that
the dates had been changed to when the
residents were admitted fo the facility.

Class il

(x4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE CoMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
A 164 Continued From page 1 A164

AHCA Form 3020-0001
STATE FORM

e YJ2n

if continuation sheet 2of 2




FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

Ri
G%@ggﬁg; Better Health Care for all Floridians ELIZSIE%%‘IS Eg\? K

L2013

Administrator

Golden Abbey Ormond Beach
1410 Hand Avenue

Ormond Beach, ¥, 32174

Re: CCR#2013002271
Dear Administrator:

This letter reports the findings of a state licensure complaint survey that was conducted on 2013bya
representative 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 cotrect 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:/ahea.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

Sincerely,

Fanosdia by

Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

TG/KW/sm
Enclosure

Headquarters
2727 Mahan Drive
Tallahassee, FI. 32308
hitp/fahca.myflorida.com

Jacksonville Field Office

921 N. Davis St, Bldg. A, Suite 115
Jacksonvitie, FL 32208

Phone (804) 798-4201; Fax (804} 359-6054




