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pooo Initial Comments

A Standard Biennial Revisit Survey was conducted on 06/23/16. Our Family Assisted Living Facility it
with a standard license number 12214 had the following deficiency found at the time of the survey:

po77 Staffina Standards - Administrators

Based on record review and interview the facility failed to appoint a separate Manager for each facility
the Administrator supervised.
Findings included:

Record review on showed that the facility's Administrator supervised two assisted living
facilities. The facility did not have documentation that a Manager was appointed.
During a phone interview on at 10:57 AM the facility's Administrator stated that she is

Administrator at this facility only and at the other facility was appointed another person as administrator.
She stated | have documentation at home.

On i at 1:05 PM the licensure unit from the agency confirmed that a Change of Administrator
form via fax was received on
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RICK 8COTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
, 2016

Administrator

Our Family Assisted Living Facility fi, Inc

1813 Sw 150 Place

Miami, FL 33185

Dear Administrator:

This letter reports the findings of a Standard Biennial revisit survey conducted on , 2016

by 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 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.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 fo 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.

Sincerely,

O, F

Arlene Mayo-Davis, RN
Field Office Manager

AMD:ve
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