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initial Comments
Assisted Living Facility

Arevisit was conducted on in
conjunction with a complaint survey, see (Aspen
Event XEWW11).

Loving Care of St. Petersburg, assisted living
facifity, had an uncorrected deficiency at the time
of the visit,

429.49 FS Records - Resident, Penalties for
Alteration

Resident records,; penalties for alteration.-

{1} Any person who frauduiently alters, defaces,
or faisifies any medical or other record of an
assisted living facility, or causes or procures any
such offense to be committed, commits a
misdemeanor of the second degree, punishable
as provided in s. 775.082 or s. 775.083.

{2) A conviction under subsection (1) is also
grounds for restriction, suspension, or termination
of license privileges.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
altered a document in the employee record for
one of six sampled employees (Employee B).

Findings include:

During a record review conducted at the facility
on , the surveyor reviewed the record for
Employee B. Employee B had a Level Il
background screen that appeared to be printed

{A 000}

{A 163}

off of the AHCA background screen website dated
stating he was eligible. In reviewing the
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document, it appears as though there was
another word to the left of the word "eligible” that
was covered up.

When the background screen website was
checked, the website had the same screening
date and indicated Employee B was not eligible.

On that same date at 11:15 AM, the surveyor
spoke with central office staff in the Background
Scereening Unit who confirmed that Employee B
was not eligible according to their records.

On , the surveyor received e-mail
communication indicating that Employee B was
determined to be not eligible on and
again on "
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AL11967286

(¥2) Multiple Construction
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{Y3) Date of Revisit

Name of Facility

LOVING CARE OF ST PETERSBURG

Street Address, City, State, Zip Code
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1001 §TH STREET NORTH
SAINT PETERSBURG, FL 33701
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RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY

Administrator

Loving Care of St Petersburg
1001 9th Street North

Saint Petersburg, FL 33701

Dear Administrator:

Re: Revisit, CCR# 2013004328, CCR# 2013004917, CCR# 2013005108, 2013005238

This letter reports the findings of a state licensure survey revisit & four complaint surveys that were conducted
on May 28, 2013, by a representative of this office.

Attached are the provider's copies of the State (3020) Forms, which indicate the uncorrected deficiency that was
identified relative to the revisit, and the new deficiencies that were identified relative to the complaint surveys.
Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within thirty days of the date of

this letter unless the Agency bas approved another timeframe. Staff from this office will conduct a review to
i ified on your survey.

verify that the necessary corrections are in place to correct the de

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form lias been placed on the Agency's website at
http://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

Paul Brown, HFES, at 727-552-2000.
7inccrely, 7 &/\
/]y '
Blhai
afritia Rel

id Caulfhan
Field Office Manager

PRC/kpr !

Enclosures: Revisit Report & State Forms 3020

St. Petersburg Field Office

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

Phone (727} §52-2000; Fax (727) 552-1161

Headquarters
2727 Mahan Drive
Tallahassee. FL 32308
httptfanca myllorida.com




