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pooo Initial Comments

A Complaint (CCR#2015004279) revisit survey was conducted on , 2015. Professional Home

Care lll, Inc. with Limited Mental Health and Limited Nursing Services components had a deficiency at
time of the survey.

0007 Admissions - Criteria

Based on observations, record review, and interview the facility failed to ensure that 1 of 20 (19)
sampled residents met admission criteria. The facility failed to ensure that 1 of 20 (19) sampled

residents was able to perform activities of daily living (ADLs) with assistance and did not require total
care with ADLs.

Findings included:

Observations during the tour on 1/ at 9:00 am found Resident #19 sitting on a recliner chair with his
feet up. Further observations on .. I/ . at 11:45 am revealed that Resident #19 was still sitting on the
recliner with his feet up and unable to communicate.

Record review on I/ . revealed that Resident #19 was admitted on / from the hospital and
diagnosed with High , High , Parkinson and . Also, the health
assessment stated that Resident #19 had memory loss and poor ambulation.

Interview on __ 1/ - at 11:30 am the Administrator acknowledged that Resident #19 did not meet the
criteria to be in the facility due to the fact that he needed more supervision than the facility could offer.

She stated she already explained to Resident #19's family that he needed to be transferred to another
facility.
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RICK 8COTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
I, 2015

Administrator

Professional Home Care i, Inc

447 East 26 Street

Hialeah, FL 33013

Dear Administrator:

This letter reports the findings of a Complaint revisit survey conducted on , 2015 by

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.

All deficiencies shall be corrected no later than 20, 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:/fahca.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 Facilifies 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,

I}
Arlene Mayd-Davis. RN
Field Office Manager

AMD:ve
Enclosure

BBY?

Miami Field Office

8333 N.W. 53rd Street, Suite 300

Miami, FL 33166
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