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Initial Comments

An Assisted Living Facility complaint inspection

survey (CCR#2013004598) was conducted on
. Seaside healthcare had licensure

deficiencies found at the time of the visit.

58A-5.019(1) FAC Staffing Standards -
Administrators

Staffing Standards.
{1) ADMINISTRATORS. Every facility shall be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of adequate care to all
residents as required by Part | of Chapter 429,
F.S., and this rule chapter.
{a) The administrators shall:
1. Be at least |
2. If employed on or after 1990, have
a high school diploma or general equivalency
d|ploma (G.E.D.), or have been an operator or

or of a fi d d living facility
in the State of Florida for at least one of the past
3 years ir in whlch the facility has met minimum

3 rs on or after

1995, must have a high school
diploma or G.E. D
3. Bein compliance with Level 2 background
screening standards pursuant to Section
429.174,F.8; and
4. Complete the core training requirement
pursuant fo Rule 58A-5.0191, FAC.
(b} Administrators may supervise a maximum of
either three assisted living facilities or a
combination of housing and health care facilities
orf agencies on a single campus. However,
administrators who supervise more than one
facility shall appoint in writing a separate *
manager " for each facility who must:
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1. Be at least ;and
2. Complete the core training requirement
pursuant to Rule 58A-56.0191, FAC.
(¢} Pursuant to Section 428.176, F.S., facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10) days of
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1006, 2006, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background

ing on the new ini orin
accordance with Section 429.174, F.S., and Rule
58A-5.014, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not provide proof of high school or general
equivalency diploma for its
Administrator/Manager.

The findings are:

In an interview with the direct care nurse on

i at 10:15 AM, she confirmed that the
identity of the Administrator/Manager of the
facility. In an interview with the
Administrator/Manager on -at 1:05 PM, he
stated that he does perform management duties
in the facility, in with resident finances
and facility-wide "troubleshooting"”.

Review of the Administrator/Manager's employee
record indicated that there was not proof of
graduation from high school or a general
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Competency Test
Staff Training Requirements and Competency
est.

(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a) The assisted living facility core training
requirements established by the department
pursuant to Section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.
(b) Administrators and managers must
complete the assisted living facility

core training requirements within 3 months from
the date of becoming a facility administrator or

uccessful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who
have attended core training prior to 1997,
and managers who attended the core training
program prior to . 1998, shall not be
required to take the competency test.
Administrators ficensed as nursing home
administrators in accordance with Part Il of
Chapter 468, F.S., are exempt from this
requirement.
(c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, .S,

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11911048 B.WiNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE
2091 SOUTH OCEAN DRIVE
SEASIDE HEALTHCARE HALLANDALE, FL 33009
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A077 Continued From page 2 AQ77
equivalency diploma. In an interview with the
coordinator on AM at 11:00, she stated
that those are all the employee records the facility
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(d) Anewly hured administrator or manager who
the d living
fam ity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:
1. Retake the assisted living facility core training;
and
2. Retake and pass the competency test.
(e) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due sach time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not provide current proof of ifs
Administrator/Manager (Employee #3)
participating in a 12-hour ALF continuing
education training.

The findings are;

In an interview with the Direct Care Nurse on

at 10:15 AM, she confirmed that the
identity of the Administrator/Manager (Employee
#3) of the facility. In an interview with the
Administrator/Manager on iat 1:05 PM, he
stated that he does perform management duties
in the facility, in with resident finances
and facility-wide “troubleshooting”,
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Review of the Employee #3 ' s record indicated
that there was not proof of a current 12-hour ALF
continuing education training course. Inan
interview with the Coordinator on iat 11:00
AM, she stated that those are all the employee
records the facility has available for the
Administrator/Manager.

Class Ill

58A-5.024(2) FAC Records - Staff

(2) STAFF RECORDS.
(a) Personnel records for each staff member shall
contam ata mmlmum acopy of the onglna|
with re
and venf catlon of freedom from communicable
sincluding . in addition,

records shall contain the followmg, as applicable:
1. Documentation of compliance with all staff
training required by Rule 58A-5.0191, F.AC,;
2. Copies of all licenses or certifications for all
staff providing services which require licensing or
certification;
3. Documentation of compliance with level 1
background screening for all staff subject to

g req) as required under Rule
58A-5. 019 F AC,;
4. Acopy of the job description given to each staff
member pursuant to Rule 58A-5.019, FA.C., for
facilities with a licensed capacity of seventeen
(17) or more residents; and
5. Documentation of facility direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
FAC.

{b) The facility shall not be required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by a business
entity contracting to provide direct or indirect

A 080

A1e1

AHCA Form

3020-0001

STATE FORM

o0 8HU7H

i continuation sheet & of 10



Agency for Health Care Administration

PRINTED: 08/19/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
AL11911048

{X2) MULTIPLE CONSTRUCYION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

SEASIDE HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE

2091 SOUTH OCEAN DRIVE
HALLANDALE, FL. 33009

services to residents and the facility. However,
the facility must maintain a copy of the contract
between the facility and the staffing agency or
contractor as described in Rule 58A-5.019,
F.AC,

{c) The facility shall maintain the facility ' s written
work schedules and staff time sheets as required
under Rule 58A-5.018, FA.C., for the last 8
months.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not provide proof of freedom from
communicable s including for
its newly-hired Administrator (Employee #2).

The findings are:

in an interview with the newly-hired Administrator
(Employee #2) on i at 10:55 AM, she
stated that she just arrived fo the facility and
yesterday was her first full day of work. She also
stated at this time that she has been training
since her original date of hire on

Review of Employee #2's file revealed there was
no proof of a physician verification of freedom
from communicable including
Review of her record indicated that

she received a health evaluation on !
which was not signed by a health provider or
phy5|c1an In an interview with the Coordinator on

E :00 AM, she stated that those are all
the emp!oyee records the facility has for the
newly-hired Administrator.
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58A-5.025(1) FAC Resident Contracts

Resident Contracts.

{1) Pursuant to Section 429.24, F.S,, prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facifity which contains the following provisions:
{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.

(b) The daily, weekly, or monthly rate.

(c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shail be attached to
the contract.

(d) A provision giving at least 30 days written
notice prior to any rate increase,

{e) Any rights, duties, or of residents,
other than those specified in Section 429.28, F.8,
(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

{g) A refund policy which shall conform to Section
429.24(3), F.S.

{h) Awritten bed hold poficy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to

A167

AHCA Form

3020-0001

STATE FORM

bl 8HU711

if continuation sheet 7 of 10



Agenc

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

for Health Care Administration

PRINTED: 06/19/2013
FORM APPROVED

{X1) PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

AL11919048

(X2} MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER CR SUPPLIER
SEASIDE HEALTHCARE

STREET ADDRESS, CITY, STATE, 2I* CODE

2091 SOUTH OCEAN DRIVE
HALLANDALE, FL. 33009

(xa) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2 PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A187

Continued From page 7

actin the resident ' s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
so, which organization and its refationship to the
facility.
(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed fo provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer fo a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the faclity shall
refer the resident to the social service agency for
placement. If there is disagreement regarding the
appropriateness of placement, provisions as
outlined in Section 428.26(8), F.S., shall take
effect.
{k) A provision that residents must be assessed
upon ission p to st ion
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.
{)) The facility ' s policies and procedures for
self -administration, assnstance with

and i ion of
medlcanons if app!lcable pursuant to Rule
58A-5.0185, F.A.C. This aiso includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures related
to a properly executed

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
did not properly execute 2 out of 7 resident

A167

AHCA Form

3020-0001

STATE FORM

s 8HUT1

# continuation sheet 80f 10




SYATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 06/19/2013
FORM APPROVED

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11811048

(X2} MULTIPLE CONSTRUCTION
A. BULDING:

B. WING

(X3) DATE SURVEY
COMPLETED

SEASIDE HEALTHCARE

NAME OF PROVIDER OR SUPPLIER STREET ADI

2091 SOUTH OCEAN DRIVE
HALLANDALE, FL 33009

DRESS, CITY, STATE, ZiP CODE

(x4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORI
TAG

X8)
RECTIVE ACTION SHOULD BE COMPLETE
DATE

‘CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

A1e7

Continued From page 8

contracts (Residents #2 and #3) based on its
monthly charge increase provisions.

The findings are:

In an interview with Residents #2 and #3's
daughter on - at 3:056 PM by telephone,
she stated that Residents #2 and #3 monthly
rental had been increased from $4,000.00 to
$4,300.00 for special care and laundry charges,
as specified by the facility bill sent to her.

Review of Residents #2 and #3's record indicated
that the residents entered into an agreement with
the facility on with an . initial
monthly amount of $4 000.00, including a clause
{xiit}, which stipulates the residents’ decrease in
condition and needing a care monthly rate
increase of $250.00. Further review of the
residents’ record indicated that the facility entered
an addendum to the agreementon _ Lo
increase the monthly amount to $4,516. 00
without a sig to rep! g t from
the resi or the resil )

Review of the facility bills for Reszdents #2 and #3
dated on - indicated that each resident
owed $2,635.00 and $2,510.00 per month
respectively, fora . ___ _ monthly amount of
$5,145.00. Further review of the facility bills
dated on i indicated that the itemized
monthly fees included level of care ($300.00) and
faundry service charges ($60.00) for each
resident and furniture replacement ($125.00) for
Resident #2. Further review of the residents'
records, indicated no additional agreements
between the facility and the residents related to
laundry services or care rate increases which are
not consistent with the initial agreement.

A167

AHCAForm

30260007

STATE FORM

bl BHU711

#f continuation sheet 9 of 10




PRINTED: 06/16/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11911048 B. WiNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZJP CODE
2091 U
SEASIDE HEALTHCARE o OckAN DRIVE
X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 187 Continued From page 8 A167
Class il
AHCA Form 3020-00071
heid 8HY711 #f continuation sheet 10 of 10

STATE FORM



FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Fioridians SECRETARY
.2013
Administrator

Seaside Healthcare
2091 South Ocean Drive
Hallandale, FL. 33009

Dear Administrator:
Re: CCR #2013004596

This letter reports the findings of a complaint survey that was conducted on , 2013 by a representative
from 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 (30) 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
http:/fahea.myflorida.com/Publications/Forms.shiml 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 representative. Should you have any questions please call this

office at (561) 381-5840.
Sincerely,
/é/% “%/Z//fw

Arlene Mayo-Davis
Field Office Manager

AMD/dso

Enclosure: State (3020) Form
XG90

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitp-//ahca.myflorida.com

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL. 33484

Phone (561) 381-5840; Fax (561) 496-5024




