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0000 Initial Comments

A Standard Biennial Survey Revisit was conducted on 07/14/2016. Osmani M Alf Lic (license #12215)
had the following deficiencies identified at the time of the survey:

p032 Resident Care - El¢ t Standards

Based on record review and interview, the facility failed to assess residents at risk for elopement for one
out of four (Resident #1) sampled residents.

Findings include:

Review of Resident #1 record review showed that she was admitted at the facility on . Health
Assessment dated indicated that the resident was diagnosed with and memory

. The resident requires supervision with bathing and independent with the rest of the
activities of daily living.

The progress notes document that Resident #1 went for a walk and did not return on I/ . The
facility called the police. The resident was and still was in jail on . The hospital
contacted the facility letting them know that Resident #1 was there on .

Record review found that the facility has a written elopement policy and procedure which requires that
"The residents will be assess for risk of wandering and eloping at the time of the admission."

Resident record review for Resident #1 revealed that there was no documentation that the assessment
for risk of wandering and eloping was conducted at the time of the admission.

Interview conducted with the owner on at 10:40 AM stated " The social security gave the
information of the facility that he resided before he had been admitted at the hospital. | talked to them
and the lady told me that they did not want him back to the facility because he had problems with
elopement. | do not remember the facility or administrator name. He remains at the hospital. *

Interview conducted on at 10:40 AM, administrator confirmed elopement policy and procedure
which requires that every resident be evaluated for risk of wandering and eloping was not being
followed.
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D079 Staffina Standards - Levels

Based on observation, interview, and record review, the facility failed to maintain an accurate written
work schedule that reflects its 24-hour staffing pattern.

Findings included:

Observation on - at 9:55 AM revealed Staff D was alone in the facility taking care of the
residents.

The Staff B arrived at 10:14 AM.

Interview conducted on iat 10:19 AM, Staff B stated "l went to the store to buy laundry supplies.
| live here."

Review of facility's record revealed the staff schedule for 20186 was posted in the bulletin board did
not show beginning or ending of week date; work schedule for 2016 showed on all Thursday Staff
AlAdministrator is scheduled from 12 PM- 8 PM, Staff B from 7 AM- 4 PM, Staff C from 8 PM- 7 AM and
Staff D from 7 AM-3 PM.

Class Ill
Uncorrected

0165 Risk Mamt & QA: Adverse Incident Report

Based on record review and interview, the facility failed to complete and submit one day and fifteen day
adverse incident report for one out of four (Resident #1) sampled residents.

Findings Include:

Review of Resident #1 record review showed that she was admitted at the facility on . Health
Assessment dated indicated that the resident was diagnosed with and memory

. The resident requires supervision with bathing and independent with the rest of the
activities of daily living.

The progress notes document that Resident #1 went for a walk and did not return on if . The
facility called the police. The resident was | and stifl was in jail on . The hospital
contacted the facility letting them know that Resident #1 was there on X
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Interview conducted on
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at 10:20 AM, Staff B stated that she did not submit one day and fifteen
day adverse incident report for Resident #1.




RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

, 2016

Administrator

Osmani M Alf Lic
26423 Sw 122 Place
Homestead, FL. 33032

Dear Administrator:

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

2016by 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 20186,

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

hitp://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 this office at (305) 593-3100.

Sincerely,

L8 5

Arlene Mayo-Davis, RN
Field Office Manager
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