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SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 Initial Comments

ASSISTED LIVING FACILITY

Avevisitto 1/ / - biennial survey with limited nursing services (LNS) was conducted at Faith Home
Care ALF on /.. Faith Home Care ALF had a deficiency at the time of the visit.

0054 Medication - Records

Based on observation, interview, and record review, the facility failed to maintain an accurate medication
observation record (MOR) for each resident who receives assistance with self-administration of
medications for 1(Resident #1) of 1 record reviewed.

Findings included:
During a medication observation conducted on / - at approximately 9:30 AM, the administrator

was explaining medications to be taken to Resident #1 and stated that she has an for her take.
A review of the MOR showed no documentation for an

The administrator was interviewed at 9:33 AM on / - and stated that the resident had been taking
the "7 since Friday ( {4 ). The medication package for the was then reviewed and
showed the foliowing: /TMP DS Tab #14- Take one tablet by mouth 2 times daily for 7
days.

The administrator was interviewed at 9:40 AM on and stated that Resident #1 has been taking
the since and that she did not add the o the MOR. Additionally, the
administrator stated that she did not initial the MOR for medications that were utilized earlier which
included the following: 1) ... .. .~ 2% Cream- Apply to the affected area(s) of foot once a
day. 2) Prop 50 MCG SPR Instill 1 spray in each nostril two times a day.
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\\ RICK 8COTT

GOVERNOR

ELIZABETH DUDEK
SECRETARY

. 2016

Administrator

Faith Home Care ALF Inc
114 Euclid Ave

Seffner, FL. 33584

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 andfor 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 Y

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.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 (727) 552-2000

rely,

Gt G
Reid Caufman
fp‘[ Field Office Manager
PRC/clt
Enclosure: (State Form 5000-3547)
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