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SUMMARY STATEMENT OF DEFICIENCIES
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0000 Initial Comments

On ,2015 a Revisit to 8/17/2015 Survey was conducted at American Well Care Assist
Living Facility. Deficient practice was identified during the survey.

0008 Admissions - Health Assessment

Based on observation, interview and record review, the facility failed to maintain required 1823 ( health
assessment) on file for 1(#1)of 3 records reviewed.

Findings Include:

A review of the facility admission discharge log on . 1/ revealed resident #1 was admitted to the
facility on /1/ . However, a review of resident #1 file did not show evidence of a (1823 Health
Assessment ) when resident file was reviewed.

During an interview with the facility Administrator. The Administrator confirmed all resident’s should have
a current 1823 - Health Assessment located in their medical records file. However, she stated "I'm not
sure what happened fo the resident's 1823 (Health Assessment) | know he has one, but can't find it
anywhere.”

No further documentation was provided to surveyor at this time.
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
. |, 2015

Administrator

American Well Care

6333 Langston Avenue

New Port Richey, FL. 34652

Dear Administrator:

This letter reports the findings of a 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.

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 systern. You may access the questionnaire through the
fink 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 (727) 552-2000,
CR4 B

Patricia Reid Caufman
Field Office Manager

PRC/cht
Enclosure: (State Form 5000-3547)
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