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0000 Initial Comments

Re-visit was conducted on . Thornton Gardens II had a deficiency at the time of the visit.

po54 Medication - Records
DEFICIENCY REMAINED UNCORRECTED

Based on record review and interview, the facility still failed to ensure a medication observation record
(MOR) for Resident#1 was up to date.

Findings:

On at 4:30 p.m. a review of Resident#1's MOR of revealed there were blank spaces on
the MOR. There were not any notations explaining the reason of the omissions for the following
medications and times:

75 milligram (mg) tablet, take 1 tablet by mouth (PO) once a day. The MOR was left blank
at 8:00 a.m. on and X

125 meg tablet, take 1 tablet PO once a day. The MOR was left blank at 5:00 pm.on /.
Iron 65 mg tablet, take 1 tablet PO once a day. The MOR was left blank at 8:00 a.m. on fand

i D 1,000 unit tablet, take 1 tablet PO once a day. The MOR was blank at 8:00 a.m. on and

) 500 mg, 1 tablet twice daily. The MOR was left blank at 8:00 am.and 5pm.on / ‘andat
8:00a.m. on .

4:30 p.m. Staff B (care giver) stated that she had assisted the resident with the medications, but
she had not initialed the MOR after each medication was given. The administrator who was present at

the time acknowledged that the staff had not initialed the MOR for the above medications. Resident #1

was not available to be interviewed.
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

, 2016

Administrator
Thomton Gardens |i
1616 Montcalm Street
Orlando, FL. 32808

RE: Revisit to relicensure survey
Dear Administrator:

This letter reports the findings of a revisit survey conducted on 4, 20186, 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 , 201

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 shtmi 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 (407) 420-2502.

Sincerely,

Theresa DeCanio, RN

Field Office Manager
LH/be
Enclosure
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