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0000 Initial Comments

Assisted Living Facility

Arevisit to ~nmplaints (CCR# 2016002446 & CCR# 2016003215) was conducted in conjunction
with a revisit to biennial survey with extended congregate care (ECC) and limited mental health
(LMH) at Rocky Creek Village on .. Rocky Creek Village, Assisted Living Facility, had a new

deficiency at the time of the visit.

0055 Medication - Storaae and Disposal

Based on interview and record review, the facility failed to ensure that medications were accessible to
staff responsible for assisting residents with self-administration of medications for 1 (Resident #1)of3
medication observation records reviewed.

Findings included:

A review of the facility ' s medication observation records (MORs) was conducted on . Resident
#1' s MORs showed the medication Rozerem - 8 mg Tablet- Take one tablet by mouth at
H.S. (bedtime). Areview of the Nurse ' s Medications Notes for through |/ - showed that the

medication was on order and the pharmacy was notified . The MORs were circled, indicating that the
resident did not receive the medication from /- through !

An interview was conducted with the DON at 11:57 AMon i concerning the missing medication for
Resident #1. The DON stated that the routine medication was delivered by the pharmacy but someone
had coded it with the wrong color (the color the facility utilized for medications provided as needed). She
stated that the medication was placed in to the wrong medication cart and staff members were unable to
find it and provide it to Resident #1.

Class

AHCA Form 5000-3547
STATE FORM MBLE12 If continuation sheet 10f 1



STATE FORM: REVISIT REPORT
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such

ive action was i Each i should be fully identified using either the regulation or LS5C provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the Jeft of sach requirement on the survey
report form).
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
, 2016
Administrator
Rocky Creek Village
8606 Boulder Court
Tampa, FL 33615
Dear Administrator:
This letter reports the findings of a two revisit surveys conducted on , 2018, by

representative(s) of this office. Enclosed are the provider's copies of the statement of
Deficiencies (State Forms 5000-3547), which reference the uncorrected deficiencles andfor
new deficiencies identified during the revisits.

You will not receive a copy of this report in the mail; you will only receive 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

http://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
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 Paul Brown, HFES, of this office at (727) 552-2000.

e

( / Patricia Reid Caufman
™' Field Office Manager

PRC/kpr

Enclosures: State Forms 5000-3547 & Revisit Reports
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