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This report is completed by a State surveyor fo show those deficiencies previously reported that have been corrected and the date such
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identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).
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R
AL11932639 02/26/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GALLO HOUSE |, INC. 9110 STAR TRAIL
NEW PORT RICHEY, FL 34654

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

0000 Initial Comments

Assisted Living Facility

A revisit to CCR #2015011772 was conducted on / .. Gallo House | had uncorrected an
uncorrected deficiency at the time of the survey

0025 Resident Care - Supervision

Based on record review and interview, the facility still had not necessarily contacted the health care
provider for two of two residents sampled (#1; #2) who had experienced a significant or potentially
significant change. Findings include:

A review of resident files during the revisit revealed that the record for Resident #1 had no new
information documented since the / - investigation; this individual had lost approximately 28 Ibs. during
the period from to i - gaining back 2 Ibs. . No documented evidence could be found

verifying staff had notified Resident #1's health care provider regarding this weight issue, and what
action hefshe was going to take.

Review of Resident #2's file revealed that between -and , he weighed 150 Ibs. and ended up
at 130 |bs.~a net loss of over 13%. Although not officially significant, further review of the file found no
pertinent documentation whatsoever--either in a communication to the resident's health care provider, a
progress note, or other type of notification indicating that such a weight loss might be worth tracking.
Interview with facility staff at 1:15pm provided no clarification.

(Please note: This is an uncorrected deficiency from the o/ /1 survey.)
Class 1li
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

, 2016

Administrator

Gallo House |, Inc.

9110 Star Trail

New Port Richey, FL 34654

Dear Administrator:

This letter reports the findings of a revisit survey conducted on , 2016 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 recelve this faxed report. All
deficiencies shall be corrected no later than , 2016.

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://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
tink 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.

Sincerely,

@44 (o

Patricia Reid Caufmian
Field Office Manager

PRC/clt
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