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List of Tags Cited:

St - A - 0078 - 58a-5.019(2) Fac - Staffing Standards < Staff 5-8= D

St- A - 0092 - 58a-5.020{1) Fac - Food Service - General Responsibilities $-8=D
St-A- 0161 - 58a-5.024(2) Fac - Records - Staff 8-8= D

St - A- 1243 - 58a-5.0191(8) Fac - Lmh - Training $-8=D

Specific Tag Findings:
0000-Initial Comments

An unannounced Standard Biennial survey was conducted on 4/08/2014. Gomez Family Care Inc. Assisted
Living Facility had deficiencies found at the time of the visit.

0078-Staffing Standards - Staff 58A-5.019(2) FAC

Based on record review and interview, the facility falled to obtain a statemént from a health care provider
mdlcaiung toutofs sampied staff did not have any signs or symp! ofa icable il i

The findings included:

Personiie! fecord review was conducted on - at about 10:30 AM. revealed Staff C did not have

documentation from a health care provider that he did not have any signs or symptoms of a communicable
including

interview with Staff C on at approxi 1230 PM that he has been working in the facility

for four months.

On -at about 3:00 PM Staff B stated that there was no documentation from a health care provider that

Staff C did not have any signs or Iy of act ]

Class it

0092-Food Service - General Responsibilities 58A-5.020(1) FAC

Based on observation, record review and interview the facility failed to have 1 out of 5 sample staff trained in |
nutrition and food handling (Steff C).

The findings include:

On af about 1100 AM it was observed Staff C (caretaker) -in the kitchen preparing food for lunch and
later serving the food to residents.

Record review documented Staff C had no proof of being trained in nutrition and food handling.
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interview with Staff C on - at approxi 12:30 PM that he has been working in the facility
for four months,

On . at about 3:00 PM Staff B stated that the facility failed to have proof of nutrition and food handiing
training for Staff C.

Class i

0161-Records - Staff 58A-5.024{2) FAC

Based G récords review and interview, the facility failed to ensure staff records contain a copy of the originat
employment application for 2 out of 5 facility staff (Staff A and C).

The findings include:

Personne! records review d that Staff A ini } and Staff C (caregiver) did not have acopy of the
original employment application with references furnished.

On «ait about 3:30 PM Staff B confirmed that Staff A and C record did not have a copy of the original
with and on file.

Class I
L243-LMH - Training 58A-5.0191(8) FAC

Basad on record review and interview, the facility failed 16 ensura 1 out of 5 (Staff B} received the required
Limited Mental Health (LMH) training.

“The findings include:

Record review for Staff B {faciiity caregiver, tired on } found no o ion of having ived the
limited mental health training.

On .__._.. -atabout3:30 BM Staff B stated that she hag not taken the limited mental heatth training as
required.

Class: 1it
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FLORIDA AGENCY FOR HEALTH CARE ADMRISTRATION.
RICK 8COTT ELIZABETH DUDEK
GOVERNOR SECRETARY

,2014
Administrator
Gomez Family Care Inc
2535 Nw North River Drive
Miami, FL 33125
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on . 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 408.811(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 g review g er fo verify that the necessary corrections are in place
fo 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.myf] orida.com/Publications/Forms,shtm! 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

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,
— .
:/l\ w :w&ﬁﬁ&\(k&\m A

Arlene Mayo-Davis

Field Office Manager

AMD:sy

Enclosure

XG90

B . B
Headquarters Miarni Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300
Tallahassee, FL 32308 Miami, FL 33166
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