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pooo Initial Comments

A complaint inspection (CCR2016006531) was conducted on .. KS8J Home Care Inc. (license
#10135 with Standard license had the following deficiencies at the time of the visit:

0030 Resident Care - Riahts & Facilitv Procedures

Based on record review and interview the facility failed to respect 1 out of 5 (Resident #7) facility
residents rights by not giving at least 45 days' notice of relocation or termination of residency from the
facility .

Findings as follow:

Resident record review showed:

Resident #7 signed a Contracton I/ |/ with a Bed hold policy stating:

" The current bed-hold policy for this facility is 45 (Forty-five) days provided that the resident has paid for
said month. This facility agrees to reserve a bed for a resident who is admitted to a medical facility,
including, but not limited to a nursing home, health care facility or facility".

A Termination of Residency Policy saying: "The facility Administrator/Designee shall notify resident within
45 (forty-five) days written notice of termination of tenancy”.

An Admission, Retention and Discharge Policy that states:

"At least 45 day- notice of relocation or termination of residency from the facility unless, for medical
reason, the resident is certified by a physician to require an emergency relocation to facility providing
more skilled level of care or the resident engages in pattern of conduct that is harmful or offensive to
other resident who has been adjudicate mentally , the guardian shall be given 45 day- notice
of Non-Emergency relocation or residency relocation or residency termination®,

Record review showed the facility had no documentation of the 45-day Discharge policy given to
resident.

at 11:25 a.m. the facility owner, stated:
Resident #7 was sent to the hospital on due to pain in the lower stomach. The resident
remained in the hospital for several days. The owner stated that the resident was misbehaving and
mistreating other residents so she decided to move resident out of facility without giving resident the
45-day discharge notice. She further stated that she talkked to another facility owner that had the
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capacity in facility for a new resident. That owner picked up resident in the hospital and moved him to
the new facility.

Class 1l

0079 Staffina Standards - Levels

Based on observation, record review and interview the facility failed to have an accurate Staffing
schedule.

Findings as follow:

On «af 11:05 a.m. Staff C and D were observed in facility working with a census of 6
residents.

Record review showed Staff D was not on the facility schedule.
Record review showed a Staff E , not working in facility, appeared on the schedule asStaff,

On +at 1:16 p.m. the facility owner (Staff B) stated Staff E was not working in facility since the
midof . The owner recognized the Staffing schedule was not accurate.
Class Il

D161 Records - Staff

Based on observation, record review and interview, the facility failed to have a an Employment
application with references for 1 out of 4 (Staff D) facility Staff.

Findings as follow:
On at 11:05 a.m. Staff D was observed in facility working with a census of 6 residents.

Record review showed the feaility failed to have an application for employment available for review for
Staff D ( hired a month earliergo).

On at 1:12 p.m. the facility owner (Staff B) acknowledged the facility had no application for
employment for Staff D.
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK

W SECRETARY

. 1,208

Administrator

Ksj Home Care Inc
87 East 56 Th Street
Hialeah, FL 33013

Dear Administrator;

This letter reports the findings of a state licensure survey that was conducted on
2016 by representative(s) of this office.

Attached is the provider's copy of the State (5000-3547) Form, which indicates the deficiencies
that were identified on the day of the visit. Section 408.811(4), Florida Statutes, requires that
you correct these deficiencies within thirty days of the date of this letter unless the Agency has
approved another nmeframe Please attach a summary of your corrective action for each
dates, on your letterhead. Also include any additional
to suppovt cor of identified enci y and
documents to the Field Office no later than 1, 2016, Staff from this office W|||
conduct a review of the provided corrective action and supporting documentation to verify that
the necessary corrections are in place to correct the deficiencies identified 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
hitp://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 to ensure the professional and consistent application of the survey
process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions
please call Sonia Bailey, Health Facility Evaluator Supervisor at (305) 593-3100.

lene Mayo-D: |s;£l§v

ield Office Manager

AMD/sb
Enclosure
XG90
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