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AQ0D, Inftial Comments

An unannounesd standard blannisf survey with
Extendled Congregate Care was conducted at
Cresiview Manor Asslsted Living Faclity 67,
2013 . Deficient prectice was found &t the time of
the survey.

ADOB S8A-5.0181(2) FAC Admissions - Health
88=D/ Assessment

{2y HEALTH ASBESSMENT, As pert of the
admission orlterta, an individust must undergo a

meioal ya
Mcenseﬂ heaith care provider, as specified In

(=) or (b) of this

(a) A medieal examination completéd within 80
calendar days prier {0 the individual® 5 admission
0 & facifty pursuant 1 Seotion 429.28(4), .8,
The exartination must address the following:
1, The physical and mental status of the resident,
Including the identfication of any health-related
problems and functiona! limitations;
2. Anevalustion of whether e Individual wilt
requirs suervision or assistance with the
activities of datly Iving;

| Indlivichsal;

4, Any special diet raquired by the individual;

5. Aliat of current meslications prescribed, and

whether the individual will require any assistance
with the sdminiatration of medication;

( &, Whether the individual has Signs af symptoms

of & communicable whioh s fikely to be

‘ ransmitted to other residents or staff;

7. Astatement on the day of the examination that,
i the opinion of the examining ficonsed heatth
care provider, the individual ' & nesdz can be met
in an assisted lving feciity; and

8. The dete of the exemination, and the name,
signatune, adtiress, phone numbar, and finense
AHCA Faren 20200001

{8, Any nursing or services required by the

AQGO

Avog

TE

e are

SIRTE RO

el Pasit

H Contimuation shaat 1 41 15




a/18
cITY e, B

10:46 19508329308 sl
¢ o82:87 18508897374 A eAFa 12 2 PAGE p4/18

PRINTEL): 08108/2013
FORMAPPROVED

OV
R {
0507 .

v ..
(X2} MRATIPLE CONSTRUCTION!
A, BULDING:

STATEMENT OF DEFICIENCIES
ANG PLAN Gf GORRECTION

STREETADDRESS, GITY, STATE, P CODE
603 NORTH FEARL STREET

NAME OF PROVIDER OR SUSFLIER

CRESTVIEW MANOR CRESTVIEW, Fi. 32536
43 1 [ SUMMARY STATRMENT OF DEFIENGIES D ] FROVIDERS PLAN OF SORREGTION o
ACH DEFIGENCY MUST B5 PAEDEDED BY Ful, Fix {EAGH CORRECTIVE ACTION SHOULD B oML
'%}32”‘ j Fgewmoawc memmmmm%m i ] cmmgsms;mm THE APRROPRIATE o

{b} A medical examination compisted affer the
resident ' 5 admission to the facilty within 30
calendar days of the admission date, The
examination must ba recorded an AHCA Farm

]

|
008 | g

|

|
Living Faolities, 2010, The form Is J
he tect

| Agency Certral Offics or s wabsite st

| ww.fdncnsmteﬂ.usmcucvtongjermﬁare/

| <http:/l\muw‘fdhcustate.ﬂ,uslMcHQ/LomﬁTenﬂ_c

| arefs

ABs!stadJMnglpdﬂAHCA_Funn_‘l823%.96?. The
follows:

A

I
| Sondusted by @ surrently flosnsad health care | f
} |
|

|
-
H |
L
i
|
form must be compieted a5 ’
|
|
|
|
|
]

{ 1. The residant ' s licanseq healih care provider
Must aomplete al of the required information In

require
1 edditional faoe-to-faoe examination for |
| complefion

b. The facility may oblain the omitteq information
eithier varbally or in viriting from the licensed
heaith cars Pprovider,
©. Omitted Bformation received varbatly must e
documented in the resident * s record, inoluding
the name of the licensed hesith care provider, He !
nam of the faciily stafs racording the information {
and the date the information was provided. I
2. The facility administrator, o designee, must |
| somplete Beotion 3 of the form, Services Offered
arArranged by the Faciity, or may uge slectranic
documertation, which gt & minimun ineludes the é

ARCAWar G030-5867
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I elements in Saotion 5, This requirement daes not
( apglyi?‘rd z:damems ranetving:
2. Extarded congragate aare ECC) services in
| faoilites holding en ECO b'oenge; 4
3 nclar Comitunity fiving SUpport plans

| . 2 atmiss

% oblained by the sdmini 1

f ra%n 30 days after sdmlasionyus!ng AHGAForm ; ,
|

{d) Mé:ﬁual Xamingfions of residents ple

| i

| the dapartment, by the Depariment of Chitgl a:y
| and Family Services, or byan ageney unday

! Nt must be

i Bnd Evaluation for Lang-Term Car

[’ Servioss (CARES) pragram may be substiutha
for the medtcsl exeminstion requiremmers: of |

| Seetion 429426, F.8,, and this rute,

| ) Any ordert medistons, nursing,

therapeutic diets, or other B81vIGas to be provied

| ibrough the Comprenensive, Assessme

I

! /

‘: /
Of supervisert by the: facilfty lssyad by the :
f
I
{

licensed health cata provider oonducting the
{ medical sxarmination may be attached io the
health assessment. A lcensed health care

| provider may aitach ardet for
1 residents who do not wish )
2suscitation 16 be administered in the case
cardiae of regpiratory .

&

(g} Aresident piaced on a temporary emergends

the Department of Children andl Famil |
baw;c!z pursyant to Secfior 415.108 or

i Serv
m" wm Pasit Hosnirmonton shust 30F15
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Continued From page 8
4151081, F.8., shall be exempt from the
i of this gubs ftr

up to 30 deys. However, a reskient scoepted for
temporary emurgency placement shall be entered
of the faciity ' s admission and dissharge log and
counted In the facility census; a faciity may not
excaed s ifcensad capachy in order ta accept 4

such a resident. A medicsl axarinstion must be

on any temporary
plaoement resident acoepter for regular
admission.

[ This Statute or Rule 1s not met s evidenusd by:
| Based on review of residant records and staiy

| Interview, the faclity felled to maintain conplate
Health Assessments (Form 1823) for 2 of 10
sampled regidents, #6 and #8 regarding whather
+ the residents ragulre any assistance with the

{ adminiatration of medications.

The findings are;

|

; Reaoard review for sampled resident # revaaled &

| Resident Heaith Assessmant for Assisted Living F
Faclities form (AHCA Foer 1823) completed bya
fizansed heelth care provider dated

| Section 2B, subssttion B refers to the residents

| ability to take metlivations ("Does this individusl }

| need help with taking his or her medications
| (meds)? Yas__No__, If yes, please place &
cheokmark 3 front of the appropriate box
below:"). ‘This section is blank and contalns no
cheskrmark or other dasumertetion regarding the
} rasident's ability to take medicetions

independently, or whether they require gasistance
ith ;%ﬁdmmisvaﬁon or administretion of
lone,

Both Form 1823 have been
corrected to reflect that thel
residents require assistance
with self-administered
medications.

|
|
|

]

i)
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resident #8 revealed &
S e ssistod Living

indvidual
ke medications ('Does this ol
i g&y ht&ga Wwith taking his of her medications .
(meds)? Yes_, No__. lfyes, p!eas; place
sheckmirk in front of the appropriate _n:;, "
| befow:™). The ™Yes” blank i checked, indicating
this resident neads halp taking thelr medication.
“Tha buxas below (Neads Asgistanice
Sek-Adminstration of Metisations) ("Needs
| Medication Admintsiration”) are both blank and
there 1s nio further information to Indicate whether
| the resident can safely soif-administer thalt
| medications with staff assistance, or whether they
[ ara unable to do so safely and would reguirs
| tpensed staff o administer thelr medinations.

|

Interview with the facity director on iat
| 12,30 PM confirmed these findings. She
sommentad "Ob, they were both done by the
same provider® and indicated staff will now chack
ol other Form 182%'s completed by this provider
 to enaure they are complete,

| Class it

ADI 58A-5,0152(8) FAC; 420,28 FS Resldent Cars -
8=D| Rights & Facility Procedures
I
j {8) RESIDENT RIGHTS AND FACHLI
| PROCEDURES. ™
{8} Acopy of the Resident BII of Rights a5
described in Section 420,28, F.8,, org summary
provided by the Lang-Term Care Ombudsman

A 008

Counci! shail be postad in fll view in a fresly
accessible resident area, and included in the

asimisaion pasksge provided pursuant to Rule
0P SURAD-DORT

EARL STREET

£
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i
58A-5.0181, FAL, [\

(b} In accordance with Secfion 429.28, F.8,, the
faciity shail have a written grievance procedure

; for receiving and responding to resident ‘
; complaints, and for residents & recommend

changes to facllity policies and proceduures, The ;
facifty must be able to demenstrate that such
precedure fs implementad upon reoelpt of &
complaint.
(c) The address and twlephone number for
ledging complaints against 2 facilty or facilily staff
shall be posted in full view In & commimon srea
accessible to all residents. The addresses and
tolaphone numbers are: the District Lang-Term
QCarel‘ bt Counet, 831-0404; the !
Advooaay Center for Parons with . |
‘ 1(8001342-0823; the Fiorida Local Advooany | i
Councl, 1(800)842-0825; and the Agency { |
| Garsumer Hotline 1(858%19.3456, |
I (d) The statewide tolldree telephone number of
the Florida _Hotline ™ 4(800; ior
1{BO0)0B2-2873 * shall he posted In full view in a
sommaen area accessible to all residents,
(&) The facility shall have @ whitten statement of
Its house nides and procedures which shall be
insluded In the admission psckage provided
| pursuant t Rule 584-5.0181, F.A.C. The mles
| and procedures shall address the Facilily ' s
| policles with respect 1o such Isgyes, for example,
| &8 resident respongibiities, the facility 's ¢
and tobacoo policy, medication storage, the
delivary of services to residents tay third party
providers, resident elopement, and other
administrative and housekesping practioes,
achadules, and requiremarnts.
{f) Residents may not be required to perform any I

wark in the facility without compensation, exvapt

| that facility rules or the facliity contract mnay

Include & requirement that rasidents ba { |
responaible for oleaning thelr owr sleeping areas ; ’

500
STATE RORR e Fanr #esnrumtion sheat 8 of 1§



STATEMENT OF DERICENQIES
ARG PLAR

18:48 18508333388 | CITY
2:11 18596887374 CRES}UIE‘;!FO 2 o
o148 8099228167 AHCAFHEA, 3

PAGE o
PAGE  92/07
PAGE  89/18

PRINTED:
FORM APPROVED

LPPLIER/CLIA MULTIRLE CONSTRUETION
L] PFGVDERI&K’N foi ]

OF CORREQTION A BULDING:,

ALTIS10406 B WING.

(8] DATE SURVEY
COMPMLETED

58712013

NANE OF PROVIDER OR SUPPLIER
CRESTVIEW MANOR CRESTVIEW, FL. 42836
T FLAN OF CORPE:
T SUMMARY STATEMENT OF DEFIGENGES J W W W&N

4 B
e

STREET ANDRESS, CITY, STATE, 2P CODE
803 NORTH PEARL STREET

{BACH DEFIIENCY MUST BE PRECEDED BY BULL
ATORY OR LB IDENTIYING INFURMATION)

CORRECTIVE
CROSS-REFERENCED 70 T
DERCIENCY)

ARPROPRIATE DATE

GTION
BHOULD 8B e

ARG
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o ap # & resident by the
J faciilty, the resident shall be compensated, at &
| mirdmum, at an hourly wage consistent with the
federal mirimum wage law, i
(g) The fadity shell provid residents with |
eorvenient scoase 1o a telephone t fcilifate the: !

H

|

rasident ' 8 right to unrestrioted and private

 Eommunication, pursuant to Section 420.28( 1343,

| £, The facklty shall not profitit unidented
felephone oalls to residents. For faciiiies with 2

; loenzed capacy of 17 ar more residents in
which residents do not have private telephones,
there shall be, st a mirimum, an acoessibie
izlephone on each floor of sach Building where
rasiiants reside.

1 (h) Pursusnt to Section 420.41, F.8,, the use of

l physicel  shall be limited fo half-bed

| rafls, and only upon the written order of the

| resident ' s physician, who shall review the ordar

| blannuzlly, and the consent of the resident or the

resfdent ' s represantative, Any device, including

haif-had rafls, which the resident chooses 1o use

and can remaove oF avold without assistatice shall

not be considerad 2 physical .

429.25 Residant bil of rights - {
(1) No resitent of  facliy shall be deprived of

{ any oivil or legal rights, banefits, or priviieges |
guaranteed by law, the Gonstiution of the Siate i
of Flarita, or the Constitition of the United States ]
&8 8 rasident of a faclity. Every reaidant of o

fachty shall have the right o; ‘ ]
(&) Live in & safe and decent ving environment,

l free from + and neglect,

| {1} Ba treatad with consideration end respect and

| with due recegnition of parsongl dignity,
individueitty, and the nead for privacy,
(2) Retain and use hig or her own ciathes and
other personal praperly in his or her immedists
fiving quartars, 80 as to malntain individusiity and

]

ki
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AD30| Continued From page 7 A030 ;

paraonal dignity, except when the facillty can
demonsirate that such would be unsate,
impractival, or an infringement upon the righis of
other residants,
{d) Urrestricted private commynication, including
| receiving and sending ynopensd
| a00ess {o 2 teleph and
vistting with any person of hig o har choloe, at
] any time between the hours of 8 aum. and 9 p.m,
{ &t & minimum, Upon requast, the faollity shall
i make provisions to extand visiting hours for

coregivers and out-of-lown guests, and in other |
simliar situations,
(8) Fraedom to partisipete in and bensfit from
communtty servioes and activities and 1o achieve ‘
the highest possibla ievel of independence,
| autonamy, and ireraction within the sommunity, . i
| ) Manage his or her financlal #ffairs unioss the
| residant or, if applicable, the resident ‘5 :
tepresentslive, designes, surrogste, guardian, or
attormay in fact suthorizes the administrator of the
facliity fo provide safekeeping for funds as
provided in 5. 429,27,
() Bhare 5 1 his er her spouss i both
| are residents of the faciity,
+ {h) Reasonable apportunity for regular exercise
| several timas a weok and o be outdeors at I
| reguiar and frequent intervals axcept when
pravented by inclement westher.
() Exarcise chvil and rsligioys iberties, inoluding
tha right to indepandent personal decisions, No
| retigious betiefs or practices, nor any attendance
| & religious services, shall be Imposed upon any {

resident,
{D) Aceess 1o sdaquate and approprate health
care i and l

|
| standards within the communiy, | }
|
]

: (k) Atleast 48 days ' notioe of refocation or
termination of residancy from the focily unless,
for medical ressons, e resident is certified bya

AHCA TN 3020-0007
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A030/ Continued From pege 8 ADRD ]
physician to raquire an emargency relocation to a
faclity providing & more skiled level of care or the
resident engages in a pattem of conduct that is
casa of a resident wha has been sdiudicated

mentally the guardian shall be
Ohven at least 45 days ' nofice ofJa

terminetion, Reasens for refocation shall be set

i forth in writihg. In ordar for 8 faclity to terminate

; the residency of an individual without notice s
providad haréin, the faciity shall show good

Gause in 2 gourt of competent Jurisdiction,

{1) Present grievancas and recommend changas

| I policies, procedures, and services to the staff

| of the: faolity, poverning officials, or any other

person without Interference,

diserimiration, or raprisal, Eack facllty shall

 establish a grievance procedure to faoilitate the

| residents " exertite of this right, This right
includes acvess to ombudamen volurteers and
advonates and the right to be 3 member of, 16 be
active in, and 1o aesociate with advooacy or
spacigl interest groups,

harmfid or offansive to other residents. In the ! }

This Biatite or Rule & not met as evidenoed by
Bazed on obeervation of the luncheon medt the
faclity fafled ts ansure drinks were served o

| residents in a sanfiary manner,

| Obsetvations were made of the lunch meal en
/613 about 12:10 pm. Employee E was .
obeervedicbssemngzea,mdcoffselome .

residents. He wae obssrved fo have glovas on
&nd 1o have a caoler of ioe with & scoop, He '
AHGAForm 20am00607

STATE FORM L PaBIT Hoonlimustion shoot § o¢ 16

|
} The findings are; 2
| | |
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A030] Continued From page 9

would il a glass with loe then drop the scoop
back into the oe.

He was then cheerved to fill the glass with tea

and hoid his hand over the top of the glass and

| piace on the table, Aresidant wanted 1o come
it ther s & wheelchsir ha moved a cheir

from the table 50 he could get through then

congnued 16 sarve the drinks without washing his

hands.

He ran out of coffen 5o went to the counter. He
moved a garbage can out of the way and made
the coffee, He continued! 1o wear the seme gloves
and was not observed to wash his hends.

Class il

SASO%O B8R-S 0191(11) FAC Training - Do Not

an

TRAINING,

{a) Currently employed faciifly adminiatrators,
managers, direct care staff and staff invelved in
resident admissions must receive at least one
hour of training in the facifity ' s policies and
progseduras regarding DNROs within 80 days
after the affective date of this rufe,

{0} Newty hired faciity administraters, managers,
direct oare staff and staff involved In resident
admissions must receive at least one hour of
fraining in the faciity ' 2 polioy and prosedures
regarding DNROs within 30 days after
efmployment.

(¢} Tezining shall conziat of the information
included in Rule 584-5.0188, FA.C,

A% Employee E has read and signed
written counseling regarding
appropriate food handling
policies and procedures.

An80

AT Farm $020.0007

STATE FORM e esart
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SUMMARY & )
EACH DEFICIENGY MUST BE PRECEDED BY P PREFIK (EACH
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ALTIB10406

AL90 Continued From page 10 ADS0

This Stetule or Rule 18 not met as evidenoed by:
Based on staff inferview and record review the
frciity falled to provide ot least one hour of
training I the faciity's palicies and procetiures
regarding for 3 of 3 amployaes (A, Band
C) reviewad,

The findings are:

Areview of the files for A, B, and C {ailed o DNRO training scheduled for
hevealmyﬁmﬂhgmnwnlng : onday, 20, 2013, 10:00
orders for dirgct care staff, and will be presented by

. EmeraiddCoast Hospice. The
Ixmﬁkﬁbmmw&mg& on Facility Dir?ccor will review
877113 abbout 11:20 am the felty director che Facility's Policy at
provided the policies but could not provide that time.
evidence of the fraining to the staff,

Class 11t . |
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| sta

(2) DIETARY STANDARDS.

{a) The Tenth Edition Recommended Distary

| Allowences established by the Food and Nulrition
i Board - National Research Counef, adjustad for
age, and activity, shall be the nutritional
standard used 1o evaluete meals, Therapeutln
| ditats shall meet these nutritional standards to the
| extent possidle. Asummary of tha Tauth Editfon
Racommended Dietery Allowances, intarpreted i
bya dany fnnd gusde, Is avatbabla from the DOFA
] Agsisted Livi

{5} The reuommenqsd d'retafy allowances shall

| be met by offaring & vanety of foods adapted 1o

| the food hablts, preferences and physioal ablities
of the residents and prapared by the use of
AFICA Forn 31 00T
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standardized racipes. For faoiliies with ¢ licensed
capacity of 16 or fewer residents, standardized
reclpes are not reguired. Unless a residant
cheoses io eatless, the recommended distary
asllowences to be mate avaliable o each residart
dally by the faclity are as folkows:

1. Prolain: 6 aunces or 2 or more setvings;

2, Vegetables: 3 b servings;

&, Frult: 2 4 or more sarvings;

4. Bread and starches: 8 11 or more servings;

8, Mill or milk equivalent: 2 servings;

3 s‘fh, oils, and sweets: use sparingly; and

7. Water.

, Wal
{6) All regular andt therapautic menus 1o be used
by the facility shall be raviewad annually by &
ragisterad dietitfan, foensed dietiian/nitritonkt,

distitan/nutritionist, to ensura the meals are

commanswurate with the nutritional standards

estabiished in thig rula. Portion sizes shall be

indioated on the menus or on a separate shest,

Daity fond servings may be divided among thres

oF more mesls per day, inciuding anacks, g

napessary to accommodate resident needs and

preferences, This review shall bé donumented in

the fapiflty flles and inckade the signature of the

raviewar, registration or license number, and date

reviewsd. Meru items may be substituted with

ftems of somparabie nutritional value based on

the seasonal availability of fresh produse or the

| prefarences of the rasidants,

| {d) Menus to be served shall be dated and

| planned at least one wesk in advanos for both

J ragular and therapaitic dists. Residents shall be
encouragaed to participate iy menu planning.

| Pranned menus shall be consploucusty posted or

i ensily avaitable fo reskiants. Reauler and

therapeutic menus as served, with substitutions
noted before or when the meal 1s served, shall be |
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kept on file In the faciifty for 8 months,
{e) Therapeutic dists shell be preparsd end
sorved a8 orderad by the health care provider.
1. Facilities thal offer residers 5 variety of food
ehoices through & select meriy, buffef style dining
ar family style dining are not requirad 1o
dacument what is eaten unless & health care
providar ' s prder indioates thet such monftoring is
neoessary. Howaver, the food items which snable
residents 1o nomply with the therapeutic diet shall
;e lfenﬂged on the menus developed for use in
@ Irel

2. The facility shail dooument & resident *s
resfusal fo comply with a therapsutic diet and
notification to the resident * s heaith oare provider
of such refusal, if & resident refuses to follow a
therapeutic dlat after the bensfits are explained, &
signed staiement from the resident of the
resident ' 5 responsible party rafusing the dist iz
avceptable documentation of 8 resident’ s
praforences. In such instances daily
doeumentation i3 not ey
() For faokities serving thres or more mesls &
day, no more than 14 hours shall elapse batween
the end of an evaning mesl containing & protein
foad and the beginning of & morming meal,
intervals hetween meals shail be evenly
diatributed throughout the day with not lass then
wo hours nor more than six hours betwaen the
end of one mesl and the beginning of the next.
For resldants withour acoass o Kichen faclities,
snacks shall be offered at ieast once per day.
Snacks are not considered to be meals for the

purposes of the time between meals.
(g} Food shall be served] attractively at safe and
palatable temperatures. Al residents shall be

o sat at blas in the dining aress. A

supply of eating ware suffitient for all residants,
including adeptive equipment if needed by any
regident, shall be on hand,
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{h) A 3-gay supply of non perishabla food, baged
an the number of weskly meals the Taallity has
contracted with residarts to sarve, and shall ba
on hand at all fimes. The quaniily shall be bagad
on the resident cendus and not on licensed
capuolty. The supply shall constet of dry o
canned foods that do not require refrigeration and
shall be kept in sealed containérs which are
iabeled ard dated, The food shall be rotated In
accordance with shelf ife to ensure safety and

| palatability, Water sufficlert for drinking and food
preparetion shall slse be stored, or the

shall have a plan for obtaining water in an
emergeny, with the plan coordinated with and
raviewed by the local disester preparedness
auihorty.

This Statute or Rule i3 oot met as evidenced by:
Based on obeervation of merus, and staff
inberviews the facility failed to provide menus that
were annuelly raviewad by g ragistersd dietician,
oF ieansed dietidianinuiritionist, falled to provide
portion sizes or the manys, falied to post planned
menus sg residents could sasily ses, and falled io
keep a subatitution log for foods not served
acconding to the mem.

The findings are:

The Head Mansger (Empioyes D) in the kitohen
was asked o provide the menus Yor e facility on
about 2:40 pm, The menus ware provided
as the ones they used in the kitchen, The menus
are not signed by llcensed or nagistered
distigiarynutritionist. The Head Manager wes
atkad if these were the only menus he had and
he stated, "Yeo, but let me have you tak fo the

stenus, approved by a register
RD licensed in FL, have been
posted outside the dining

Portion sized are
indicated on the menus.
AbhdlemploPebnshhvenbéeanyi
instructed on the use of the

betituti
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Assistant Faciity Direcior”™,
The Assistant Facility Director (Employee F)also
sald thesa were thae menus being followed at this
timeon &t 2:80 pm . 8he then talled the
Adminigtrator,

Adelephona Interview was conducted with the
Administrator on  sbout 300 pm. The
Adnitnistrator steted, “The meanus wane
developed by o Licensed Dietician and emafled.
They apparsnty do not have het signature”,

Araview of the menus provided did rot show
portion sizes, A intarview was conducted with
Emplovea D ot 5/7/13 about 8:40 am . He was
smket how he determined how much foad 1o
3erve residents. He stated, ™ have no portions to
90 by | just use the ladles to sarve the food".

Ohservation of the dinlng the hallways
fafled to reveal plannad menus posted for the
waek, Employee F when asket on _
approximately 2:55 pm about this stated, "Right
bafgre esch meel the oook comes and wites on
the white board whet they will be having for the
next meal”,

The luncheon mea] served on 6813 oorsisted of

ham, vabbage, varms, and dessert of elther a

donut or 2 eupeake. The menu for the first

Monday cytis wes supposed to be smothered

pork chop, pinto beans, seasoned turnlp greens,

::‘: bnread with margarine, and gingerbread for
s,

Employen D was geked to provide the
subsiitution log for the past & months on §/8/18
about 2:40 prv  He stated, "No, 1do nothave n
substltufe log. 1 do not kriow what that Is.”
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FLORDA AGENCY FOR HEALTH CARE ADMINISTRATION

ELIZABETH DI
Ré(g(végﬁg; Better Heaith Care for all Floridians SECRET) AFLQJ\? EK
,2013
Administrator

Crestview Manor
603 North Pearl Street
Crestview, FL 32536

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2013 by representatives
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
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 consistent application of the survey process.

Thank you for the assistance provided to the surveyors. Should you have any questions please call me at
850-412-4540.

Sincerely,

v ’
G Lo A M, N
%onah Heiberg, M.S.W.

Field Office Manager

DH/pm
Enclosure
XGo0

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitpi//ahca.myflorida.com

Taflahassee Field Office

2727 Mahan Drive, Mail Stop #46
Tallahassee, FL. 32308

Phone 850-412-4540; Fax (850) 8229162




