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Specific Tag Findings:
0000-Initial Comments

A complaint investigation survey (CCR #2014007726) revisit was conducted on 11/10/14. La Purisima Assisted
Living Facility had deficiencies found at time of the survey.

0167-Resident Contracts 58A-5.025 FAC

Based on record review and interview the facility Still failed to honor its refund policy for 1 out of 2 (Resident #2)
sampled residents.

The findings included:

Interview on at 11:11 AM, the facility administrator stated that Resident #2 was crying and faughing on
- She canea the police and his case manager. The police transferred him to the hospital. She did not
receive a call from the hospital when he was discharged. She stated "l received a call from a lady who identified
herself as an owner of an Assisted Living Facility who asked for Resident's #2 documents”. "I told her that his
documents will be given only to the resident and/or his case manager”. His mother picked up his belongings in
.- She stated that Resident #2 and his case manager never contacted her. In addition she stated "l did not
discharge him".

During an interview on at 11:40 AM, Resident #2's case manager stated that Resident #2 resided in the
facility for 8 months. He was and transferred to the hospital on . The resident did not
recelve a refund of the payment made to the facility in

Review of Resident #2's record showed that he was admitted to the facility on .

Resident #2's contract stated when a resident is admitted to the hospital the contract expires. The facility contract
stated in order for a bed to be reserved it must be in writing and would not hold a bed unless a deposit was
received.

Review of facility's bank account showed that Resident #2 paid for the month of 2014 0n
The record had documentation that the resident was entitled to receive

. o )in
the amount of $78.40 monthly since 2014. The check received on 2014 for the amount of $78.40 was in
his record and not cashed.

Based on interviews and record review resident #2 left the facility on and his mother removed his
belongings from the facility in . The facility failed to provide resident #2 a refund for the prorated amount and
failed to give resident #2 his check for the month of
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Interviewon |/ at 10:00 AM, the facility administrator stated she was unable to give the refund and the
check to Resident #2. Resident's #2 mother contacted her but until today she did not come to the facility.
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
o 2014

Administrator

La Purisima

100 Sw 36 Avenue

Coral Gables, FL 33135

Dear Administrator:

This letter reports the findings of a complaint revisit survey conducted on , 2014by

representative(s) of this office. Enclosed is the provider's copy of the Statement of Deficiencies
(State Form 5000-3547), 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 . 2015,

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://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 (305) 593-3100.

Sincerely,

%u&ﬂfﬂ@l@l%tﬁf) (18

Arlene Mayo-Davis, RN
Field Office Manager
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