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Administrator

Tallahassee Memory Care
2767 Raymond Diehl Road
Tallahassee, FL 32309

RE: CCR # 2016001482
Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted in conjunction with a
complaint survey on , 2016 by representatives 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 deficiency,

including completion dates, on your letterhead. Also includ any
to support correction of identified deficienci Submit y and d to the Field
Office no later than , 2016. 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
fo correct 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

hitp:/fahca.myflorida com/Publications/Forms.shtmi as a first step in providing a web-based

i ive CC i ion 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 prof i and consi pplication of the survey process.

Thank you for the assistance provided to the surveyors, Should you have any questions please call
me at 850-412-4540.

Sincerely,

Kt Covns, pice
. Donah Heiberg, M.S.W,
T2 Field Office Manager
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AGENCY FOR HEALTH CARE PRINTED: 03/15/2016

ADMINISTRATION FORM APPROVED
STATEMENT OF (X1) PROVIDER/SUPPLIER/CLIA {X3) DATE SURVEY
DEFICIENCIES IDENTIFICATION NUMBER: COMPLETED
AL11967375 03/02/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TALLAHASSEE MEMORY CARE | 2767 RAYMOND DIEHL ROAD
TALLAHASSEE, FL 32309

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

0ooo Initial Comments

An unannounced biennial survey (with specialty license Limited Nursing Services) was conducted in
conjunction with a complaint survey for allegations contained within CCR#2016001482 at Tallahassee

Memory Care Assisted Living from '/ through . At the time of survey deficiencies were
identified.
D055 Medication - Storaae and Disposal

Based on observation and staff interview the facility failed to appropriately store medication that required
refrigeration for 1 of 11 sampled residents (# 10).

The Findings:

On '/  atapproximately 11:45AM an observation was made of the mediration nart which r~vealed
two singre unopened vials not refrigerated of i{ ) ( h2mgML |
injection. The label on the packaging sticker indicated that medication required refrigeration;
however, both vials were unopened on medication cart and not refrigerated.

Interview conducted with the Director Of Wellness on i at approximately 11:45 am revealed that
she was aware that vials of are un-refrigerated on the medication cart and stated that she put
them in the cart because the tacility did not have a lock on the refrigerator and she did not think it
needed refrigeration.
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STATE FORM WEC811 v Eim g smbiom bt A ok A



