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List of Tags Cited:
St - A - 0032 - 56a-5.0182(8) Fac - Resident Care - E 5-8=D
St-A- 0165 - 429.23 Fs; 58a-5.0241 Fac - Risk Mgmt & Qa; Adverse Incident Report $-S= D

Specific Tag Findings:
0000-Initial Comments

An unannounced Change of Ownership survey was conducted on 014. ALF Family Palace, Corp had
the following deficiencies identified at time of survey.

0032-Resident Care - El 5BA-5.0182(8) FAC

Based on record review and interview the facility failed to assess residents at risk for elopement, have a photo
identification with a signed consent form for at risk residents and follow their policies and p
for 1 out of 6 (#2) sampled residents.

Findings include:

Record review revealed the facility failed to assess and document whether or not residents #2 was at risk for
elopement at admission. The facility also failed to reassess the resident after he eloped from the facility on

Record review on found that residents #2 did not have photo identification for residents #2 who had eloped as
well as develop separate plan of action which is individually tailored to the resident's needs to avoid future
reoccurrences of an incident from the facility. Further review found that residents #2's photo identifications
consent form had been signed for the photo but there was no photo identification available for review. There were
notes in resident file indicating incident the resident's elopement. Record review on - found that there was
no 1 day incident report sent to the agency as well as no incident report for residents #2 who elopedon _ ___ .
The facility did not follow their documented elopement policy.

Interview with the administrator on at 3:00 p.m. confirmed that on that residents #2 did not have
photo identifications in there records and did not follow the policies and p X
Class il

0165-Risk Mgmt & QA; Adverse Incident Report 429.23 FS; 58A-5.0241 FAC

Based on record review and interview the facility failed to provide a prefiminary report to the agency , within 1
business day after the occurrence of the adverse incident for 1 out of 6 (#2)sampled residents.

Findings include:

Record review on revealed there was no 1-Day adverse incident report done regarding this resident# 2's
elopementon ..___ . .. Record review of the incident report on - contained no documentation of a 1 day
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report being filed with the agency. Further review revealed resident #2 additional information documenting the

elopement on . The resident was reported missing to police on

Interview with the administrator on
incident report regarding resident 2 elopement and

Class Il

at 3:00 p.m. confirmed the facility did not ﬁle the necessary adverse
quent law
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RICK SCOTT ELIZABETH DUDEK
GOVERNOR SECRETARY

L2014

Administrator

Alf Family Palace Corp
7521 West 30th Lane
Hialeah, FL. 33018

Dear Administrator:

This letter reports the findings of a state Change of Ownership (CHOW) survey that was conducted on
31, 2014 by representative(s) of this office.

Attached is the provider's copy of the State (5000-3547) Form, which indicates the deficiencies that were
identified on the day of the visit. Section 408.81 1(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 re after 6/4/2014 to verify that the necessary corrections are in lace

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.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 surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
. J - )
AV «D\C L Ao,
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
X690
e e
Headquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL. 32308 Miami, FL. 33168
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