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pooo Initial Comments

A Standard Biennial Survey was conducted on and concluded on . Our Family
Assisted Living Facility Il with a standard license had the following deficiencies found at the time of the
survey:

0077 Staffina Standards - Administrators

Based on record review and interview the facility failed to appoint a separate Manager for each facility
the Administrator supervises.

Findings included:

Record review revealed the Administrator supervised two assisted living facilities. Record review found
the facility did not have an appointed a Manager.

On /- at 2:36 PM the Administrator was contacted over the phone. The Administrator stated she
was the manager at this facility, and that her brother was the Manager at the other facility. It was
explained that she needed to have two separate managers for each facility. She acknowledged the
finding.

Class il

0084 Trainina - Assis Self-Admin Meds & Med Mamt

Based on record review and interview the facility failed to ensure one out of four (Staff C) sampled staff
received 2/hours continuing education training for assistance with self-administration of medication.

Findings included:

On at 11:20 AM record review revealed that Staff C did riot have the continuing education
trairmny i assistance with self-administration of medication training. The initial training was dated

I/ and expired !
On at 1:15 PM in an interview the Administrator stated that she was not aware of this training

that was uussing, and that she was going to try and correct it immediately.

Class Il
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n160 Records - Facilitv

Based on record review and interview the facility failed to have an annual satisfactory health inspection.

Findings included:

On at 9:00 AM the Health Inspection was posted was dated , which expired

The raciny 1ailed to have an annual satisfactory health inspection.

On ~at 1:15 PM in an interview the Administrator stated that she had requested already the new
one vu sne had not received it yet, she was still waiting for it.

Class Il

Z814 Backaround Screenina Clearinahouse

Based on record review and interview the facility failed to register one out of four sampled staff (Staff D)
in the background screening's clearinghouse.

Findings included:

On at 11:20 record review showed Staff D was put on the staff schedule as to work every night
durioy wie ruonth of from 7:00 PM to 7:00 AM.

On “at 11:30 AM the clearinghouse review showed that the facility did not have Staff D
regiswereqa.

On /- at 1:15 PM during the exit conference with the administrator, she stated that she had not

regiswied vie employee on the clearing house because the employee had just come back to work a
month ago.

Unclassified

AHCA Form 5000-3547
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GOVERNOR

ELIZABETH DUDEK
SECRETARY
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Administrator

Our Family Assisted Living Fagility i, Inc
1813 Sw 150 Place

Miami, FL. 33185

Dear Administrator:

This letter reports the findings of a Standard Biennial licensure survey that was conducted on
, 2016 by representative(s) 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

Y, 9 pletion dates, on your letterhead. Also include any additional
documentation to support correction of identified defi i i y and
documents 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 to 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
http://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 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(s). Should you have any questions
please call Verlande Exil, Health Facility Evaluator Supervisor at {308) 593-3100,

Sincerely,

Sy

Arlene Mayo-Davis, RN
Field Office Manager
AMD:ve
Enclosure XGS0

Miami Field Office
8333 N.W. 83rd Street, Suite 300

Miami, FL 33166

Phone:(305) 593-3100; Fax:(306) 593-3121
AHCA Mylorida,com

Facebook.com/ACHAFlorida
Youtube.com/AHCAFlorida
Twitter. com/AHCA_FL
SlideShare.net/AHCAFlorida




