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{A 000} Initial Comments i {A 000}

» conducted follow up to + Assisted
Living Facility Limited Nursing Services
monitoring visit in conjunction with
CCR#2013001273 and the Limited Nursing
Services monitoring visit. The complaint was
substantiated.

There was a deficiency found at the time of the
visit.

{A 184} 58A-5.024(4) FAC Records - Inspection  {A164}

Availability H

(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 complaint i
investigation shall be available to the residents
and the public. i
1. Requestors shall be required to provide i
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.
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{A 164} Continued From page 1

THE FOLLOWING DEFICIENCY REMAI
UNCORRECTED:

3 sampled resident (#2) record available
inspection at all times by the agency.

Findings:
interview with the manager on s at

resident was not listed on the
admission/discharge log. She stated the

facility o review the resident’s record.

Class Il

This Statute or Rule is not met as evidenced by:

Based on interview the facility failed to have 1 of .

approximately 10:30 AM who stated she was
unabie te find the resident's chart and the

wes not in with the discharged resident charts.

There was no documentation provided by the

A 164)

NED

for

chart
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FLORTA AGENGY EOR HEALTH CARE ADRMINSTRETION

RICK 8COTT ELIZABETH DUDEK
GOVERNOR SECRETARY
2013
Administrator

Ajr Loving Care Assisted Living
5900 Dean Road
Oviedo, FL 32765

Dear Administrator:

This letter reports the findings of a revisit survey conducted on 2013, by representative(s) of this office.
Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form 3020),
which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than 12013,

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 surveyor. Should you have any questions please call this office at
(407) 420-2502.

Sincerely,

Theresa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Orlando Field Office

400 W, Robinson St. Suite $-309

Orlando, FL. 32801

Phone (407) 420-2502; Fax (407) 245-0998

Headguarters

2727 Mahan Drive
Taliahassee, FL 32308
hitp:fahca.myflorida.com




