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0000 Initial Comments

Assisted Living Facility

A revisit to the complaint survey, CCR# 2016001757, in conjunction with a complaint investigation (CCR
2016005406), was conducted at Villa Rose Assisted Living Facility on . Villa Rose Assisted
Living Facility had an uncorrected deficiency at the time of the visit.

0152 Phvsical Plant - Safe Livina Environ/Other

Based on observation and interview, the facility failed to provide a safe living environment, free of
hazards.

Findings included:

A tour of the facility conducted on . revealed the following observations: a can of paint and paint
brushes sitting in a liquid on the ground in the front porch common area, accessible to the residents;
cans of paint on the floor in the facility ' s living /common area on the floor by a piano; metal chairs

on the outside porch without cushions-one resident was observed sitting on the bare metal of ope of the
chairs while smoking.

At 10:35 AM on the administrator was interviewed and acknowledged the paint on the floor in the
facility ' s living Jcommon area. At 10:490 AMon /- the administrator acknowledged the painting
supplies on the front porch.

Additionally, the facility ' s back porch/screened-in patio was observed with Staff A in the afternoon and
showed an approximate 4-inch hole in the ceiling near the inside entrance to the

Staff A was interviewed at 12:32 PM on i and he stated that the ceiling needed to be repaired.
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RICK 8COTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

,2016

Administrator

Villa Rose Assisted Living Facility
8753 Carpel Drive

New Port Richey, FL 34853

Dear Administrator:

This letter reports the findings of a revisit survey conducted on . 2018, 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 deficiency identified during the
revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. The
deficiency 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.

inderely,
Patricia Reid CAufman
Field Office Manager
PRC/kpr

Enclosure: State Form 5000-3547 & Revisit Report
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