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po00 Initial Comments

A Standard Biennial Revisit Survey was conducted on 30, 2015. Vangela's ALF Corp. with
Limited Nursing Services component had uncorrected deficiencies at time of survey.

0030 Resident Care - Riahts & Facilitv Procedures

Based on record review and interview the facility failed to have a signed and dated consent form for the
use of bed rails for 1 out of 3 (Resident #1) sampled residents.

Findings included:

Reviewed Resident #1's facility and hospice charts. The facility failed to ensure that a consent form for

the use of bed rails was signed. At the time of survey, there was not a signed consent form found in the
resident’s chart or the facility.

Interviewed the Owneron - at 9:30 AM, she confirmed the findings in regards to not having
Resident #1's signed and aatea consent form for the use of bed rails.
Uncorrected Class I}

0162 Records - Resident

Based on record review and interview the facility failed to provide a copy of documentation of the
appointment of a health care surrogate, health care proxy, guardian, or the existence of a power of
attorney for 1 out of 3 sampled residents (Resident # 1).
Findings included:

Reviewed Resident's #1's facility chart. The facility failed to have documentation of the appointment of a
health care surrogate, health care proxy, guardian, or the existence of a power of attorney for Resident
#1.

Interviewed the Owneron - +at 9:30 AM, she confirm
not having any of the documents needed.

Uncorrected Class Il

ed the findings in regards to Resident #1
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
, 2016
Administrator
Vangela's Alf Corp
789 Nw 145 Terrace
Miami, FL. 33168
Dear Administrator:
This letter reports the findings of a revisit survey conducied on , 2015by

representative(s) of this office. Enclosed is the provider's copy of the Statem

ent 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 W
atctficlencles shall be corrected nofaterthan

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.shiml 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 surve:

yor. Should you have any questions please
call this office at (305) 593-3100.

Sincerely,

Arlene Mayo-Davis, RN

Field Office Manager

AMD:ve
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