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{A 000} Initial Comments
Assisted Living Facility

Acrevisit survey was conducted on . 2013, [
Castie Court ALF, Inc. had an uncorrected
deficiency found at the time of the visit.

{A 152}, 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 429.28(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.S, residents
shall be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident _

‘ sleeping area must have at least the following
furnishings:
1. A clean, comfortable bed with a matiress 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 ﬁ
storage of personal effects;
4. Atable, bedside lamp or floor lamp, and waste W
basket; and
5. A comfortable chair, if requested.
(c) The facility must maintain master or duplicate ;
keys to resident . to be used in the
event of an emergency.

i
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DEFICIENCY)

{A 152} Continued From page 1

(d) Residents who use poriable bedside
commodes must be provided with privacy during
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 observations and interview the facility
failed to ensure the wall and ceiling inone ..

_._ ringood repair for 1of 5 . . toured
observed.

Findings include:

On . at approximately 9:57 a.m. Three
large holes were observed in ___ ron the
wall next to Resident #2 ' s bed. One ceiling tile in
this . __ observed to not properly fitted to
the ceiling, leaving a gap in the ceiling of this
Resident #2's . .

On at approximately 9:59 a.m. The
owner was interviewed. He acknowledged the
findings and denied knowing how long the ceifing
or the wall in this .. - been in this condition.
The owner Stated the holes on Resident #2 ‘s
were made by Resident #2 punching the wall.
The owner stated the hole were previously
repaired. The owner denied having
documentation of previous repairs.
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State Form: Revisit Report

(r1) Provider! Supplier / CLIA/
Identification Number
AL11965233

{Y2) Muitiple Construction
A. Buiiding

B. Wing

' (v3) Date of Revisit
i 5/9/2013

;«;me of Facility

CASTLE COURT ALF, INC.

Streat Address, City, State, Zip Code
9709 NORTH NEBRASKA AVENUE
TAMPA, FL 33612

This report is completed by a State surveyor 1o show those deficiencies previously reported that have been cormected and the date such comective action was accomplished. Each
deficiency should be fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the State Survey Repart (prefix
codes shown to the left of each reguirement on the survey report form).

(Y4) Mem {Y5) Dpate (Y4) ftem {Y5) Date {Y4) tem {Y5) _Date .
Correction Correction Correction
Completed Completed Completed
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wsc T tsc [
Correction Correction Correction
Completed Completed Completed
1D Prefix _ADOTS : iD Prefix A0093 : DPrefix AZ81S
Reg. # 5{&5-&(2\ FA(E,_ . Reg. # 58A-5.020(2) FAC Reg. # 408.809, 435.02(2), 435.08
tsc _ LsC . - Lsc
Correction Correction Correction
Compileted Completed Completed
DPrefix 1D Prefix __ . D Prefix
Reg# Reg. # . _ Reg.#
Ls¢ tsc ts¢ T
Correction Correction Correction
Compieted Completed Completed
iD Prefix _ . D Prefix e IDPrefix N
Reg.# Reg. # o Reg. #
LSC _ . LsC o ¢
Correction Correction Correction
Completed Completed Compieted
1D Prefix - IDPrefix iD Prefix
Reg. # . Reg. # Reg. #
LsC _ o Lsc _ LsC _
Reviewed By _ / | Roviewn % Dat | Signature of Surveyor: Date:
stateAgency V' |] 4‘5 2 L3 1 ) i
Reviewed By ] Reviewed By ate: ‘ Signature of Surveyor: . Date:
CMS RO | | ‘ k
Followup to Survey Completed on: ‘ Check for any Uncorrected Deficiencies, Was a Sum'v‘mr)y of
) Uncorrected Deficiencies (CMIS-2567) Sent to the Facllty? yes  ng
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FLORIDA AGENCY FOR HEATH CARE ADMINISTRATION

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

,2013

Administrator

Castle Court ALF, Inc.

9709 North Nebraska Avenue
Tampa, FL 33612

Dear Administrator:

This letter reports the findings of a state licensure survey revisit that was conducted on 2013, bya
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the uncorrected deficiency that was
identified on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct this deficiency
within thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this
office will conduct a review to verify that the necessary corrections are in place to correct the deficiency
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

Facilmes and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the
1 and lication of the survey process.

¥

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

erely,

Y

_ Patricia Reid Caufman
G4 Field Office Manager

PRC/kpr

Enclosure: State Form 3020

Headguarters

2727 Mahan Drive
Taillahasses, FL 32308
hitp:ilahca myflorida.corm

$t. Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
8t. Petersburg, FL 33701

Phone (727) 552-2000; Fax (727} 552-1161




