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pooo Initial Comments

On ., 2015 a biennial relicensure survey was conducted at North Point Community Residential
Assisted Living. Deficient Practice was identified during the survey.

po93 Food Service - Dietarv Standards

Based on observation and staff interview the facility failed to have a 3 days emergency supply of water
on hand with the potential to affect 4 of 4 current residents.

The findings include:
During a tour of the kitchen there was no emergency supply of water found in stock.

During an interview with staff A on . at 10:45 AM she stated she was not aware of any
emergency water supply on hand..

During an interview with staff B on " at 10:50 AM she also agreed there was not an emergency
supply of water.

Class i

p162 Phvsical Plant - Safe Livina Environ/Other

Based on observation and staff interview the facility failed to provide furnishings in good condition and in
working order is 3 of 3 , observed.

The findings include:

In ... .#i there was only one small sized nightstand for two beds and this was not adequate to
serve both residents in the . There was also a broken drawer in the dresser.
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In__. .. # there were handles missing on the dresser drawers and a broken lamp sitting on the
floor. There was no working bedside famp on the night stand.

In_._ __ 1 #_ asemiprivate were 2 lamps on bedside tables however the lamps were not
in working condition.

ALF regulation requires the ALF to provide a dresser, a table or nightstand, and a lamp for use by
residents. All items must be in working order.

Class il

Z815 Backaround S ina: Prohibited Offenses

Based on document review and staff interview the facility failed provide a current Level li background
screen for 1 of 3 employees reviewed.

The findings include:

The file for Employee A, with a hire date of , contained an AHCA level It background screen
completed with a date of . Rescreening is required every 5 years.
During an interview with Staff A on at 11:30 AM she said her most recent background screen

was in 2009 and that she has been continuously employed since that date.

During an interview with the Administrator on at 11:35 AM by phone she said she is not aware
 |of a more recent Background Screen for employee A. She said she would send Staff A for rescreening.
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Narth Point Community Residential Faciiity, Inc.
1937 Coliege Circle, North

Jacksonville, FL 32209

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ,2015bya
representative 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.
Please attach a summary of your corrective action for each 8 i

dates, on your letterhead. Also include any additional ion to supp i
identified i Submit y and di to the Fieki Office no later than
P , 2015. Staff from this office will conducta review of the provided corrective action and
supporting docurnentation to verify that the necessary corrections are in place to correct the deficiencies
identified on your survey, which may include a desk review or onsite revisit.

of

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:/fahca.myflorida. com/Publications/Forms, shiml as a first step in providing a web-based interactive
consumer safisfaction 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 -4201.

a Meyering,
Ith Facility Evaluator Supervisor
sion of Health Quality Assurance
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