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0000 Initial Comments

An unannounced licensure complaint (CCR# 2016002759) was conducted from 3-18-16 to 3-24-16.
The Merriment Manor Retirement Home assisted living facility had deficiencies identified at time of the
visit.

1241 LMH - Records

Based on interview and record review, the facility failed to have a copy of 5 out of 5 residents' (residents
#1, 2, 3, 4 and 5) community living support plan to demonstrate coordinated mental health services to
its residents,

The findings included:

Review of Resident #1, #2, #3, #4 and #5's records indicated that they were limited mental health
residents that lived in the facility for longer than 30 days. Further review of the residents' records
indicated that the facility failed to have completed community living support plans for Residents #1, #2,
#3, #4 and #5.

During an interview with the Administratoron - - at 1:30pm, she stated that the facility did not
ensure updated individual community living support plans for Residents #1, #2, #3, #4 and #5 because
she believed that they were not required.
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RICK §COTT

GOVERNOR
ELIZABETH DUDEK
W SECRETARY
i, 2016
Adrinistrator
Merriment Manor Retirement Home
1835 Wilson Street
Hollywood, FL 33020
RE: CCR #2016002759
Dear Administrator;
This letter reports the findings of a state licensure survey that was conducted on ,2016bya

representative of this office,

Attached is the provider's copy of the State (5000-3547) Form, which indicates the deficiencies that were
identified on the day of the visit. Section 408.81 1{4), Florida Statutes, requires that you correct these
deficiencies within thirty days of the date of this letter unless the Agency has approved another timeframe.
Please attach a summary of your corrective action for each defici Y,

dates, on your letterhead. Also inciude any additional documentation to support correctinn ~¢
identified defi ies. Submit y and d to the Field Office no later than | s
2018. Staff from this office will conduct a review of the provided corrective action and supporting
documentation to verify that the necessary corrections are in place to comrect the deficiencies identified on
your survey, which may include a desk review or onsite revisit,

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:i/ahca 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
Faciliies 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 representative. Should you have any questions please call

this office at 561-381-5840,
Sincegely,
/e ‘
- ~
AMD/dit

Field Office Manager
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