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pooo Initial Comments

A Biennial Revisit Survey was conducted on 04/05/16. Calusa Adult Care | had the following deficiencies
at the time of the survey:

0167 Resident Contracts

Based on record review and interview, the facility failed to include a resident contract executed at or prior
to admission for one out of five (#5) sampled residents.

Findings included:

Record review on i AM showed that Resident #5, admitted on 1/ |/, did not have an
executed contract with the facility.

On + at 10:02 AM, the Administrator stated "l have the contract”, however after a search,
Resident #5's contract with the facility was not found.

Class Il

814 Backaround Screenina Clearinahouse

Based on observation, interview and record review, the facility failed to maintain an updated employee
roster within the Agency for Health Care Administration's (AHCA) Background Screening Clearinghouse.
Finding included:

Reviewed the Agency for Health Care Administration Background Screening Clearinghouse database.
No employee roster was found for the facility.

On s at 12:35 PM, the Administrator acknowledged that there was no roster in the Clearinghouse
database listing current facility staff, and stated that she called AHCA request assistance.

Unclassified
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Administrator

Calusa Adult Care |

13871 Sw 112 Street

Miami, FL 33186

Dear Administrator:

This letter reports the findings of a revisit survey conducted on , 2016by 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 mall; you will only receive this faxed report. All
deficiencies shall be corrected no laterthan  , 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
http:/iahca.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 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 (305) 593-3100,

Ariéne Mayo-Davig, Rl
ield Office Manager

AMD/sb
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