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D000 Initial Comments

An unannounced revisit to complaint survey was conducted on at Harbour Terrace, an Assisted
Living Facility (license #5075) in Port Charlotte, Florida. This is a follow up to the complaint survey
completedon  /

The previous deficiency was found to be corrected. The following is a new deficiency.

D162 Records - Resident

Based on record review and staff interview, the facility failed to ensure documentation of the
appointment of a POA (Power of Attorney) was found in the resident record for 1 (Resident #1) of 20
resident records reviewed.

The findings inciuded:

The record for Resident #1 contained a contract for services signed by the resident's son with the
designation POA ascribed. The resident's record did not include documentation of the appointment of a
health care surrogate, health care proxy, guardian, or the existence of a POA.

In an interview with the Director of Finance on at 12:38 p.m., he confirmed there was no
documentation of the appointment of a POA for Resident# 1.
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK

V SECRETARY

s 2016
Administrator
Harbour Terrace
23013 Westchester Bivd
Port Charlotte, FL. 33980

Dear Administrator

This letter reports the findings of a State Licensure Revisit Survey conducted on
18, 2016 by representatives of this office.

Aftached are the provider's copy of the State (5000-3547) Formand Revisit Report which
reference the corrected deficiency and the new deficiency identified during the revisit.

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 22 2016. Please attach a summary of
your corrective action for each defi 1 pletion dates, on your
letterhead. Also include any additional documentatlon fo support correction of the
identified deficiency. y and d ts to the Field Office no later than

_;, 2016. Staff from this office will conduct a review of the provided corrective action and
suppomng documentation to verify that the necessary corrections are in place to correct the
deficiencyidentified 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
httpi//ahca.myflorida. com/Publications/Forms.shtmi 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 surveyors., Should you have any questions please
call this office at (239) 335-1315.

Sincerely

4 Coi Lot

Jon Seehawer, R.N.
Field Office Manager
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