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0000 Initial Comments

Afollow-up visit to a biennial re-licensure survey was conducted at Alabama Oaks of Winter Park
(license number 37) on . Alabama Oaks of Winter Park had deficiencies at the time of the
visit.

0030 Resident Care - Riahts & Facilitv Procedures

Based on observation and interview, the facility failed to treat 1 in 17 residents with consideration and
respect by restraining him in a recliner chair with tray that he was unable to remove (#8).
Findings:

On at 10:01AM, Resident #8 was seated in the living a Gerry chair with the tray
attached. He was attempting to remove the tray, but was unable. He was not eating breakfast and no
one was attending to him. He was positioned in front of the TV. The caregiver on duty called the
administrator to let her know we were there, and then removed the tray from resident #8. She then
moved him to a reclining position, where he continually and unsuccessfully struggled to sit up.

At 10:35 AM on /- the administrator stated that the resident just uses the tray for eating, but
confirmed that he was not eating at the time we arrived and saw him in the living . She confirmed
that he was unable to remove the tray himself. She said he is ambulatory with assistance and
sometimes eats at the dining table with the other residents. She also stated he was receiving hospice
services and that his wife lived independently in the back of the property and liked to come visit him
every day.
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
. L2016
Administrator
Alabama Oaks Of Winter Park
1759 Alabama Drive
Winter Park, FL 32789
RE: Revisit to Re-licensure survey
Dear Administrator:
This letter reports the findings of a revisit survey conducted on 26, 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
hitp://ahca.myflorida.com/Publications/Forms.shtm| 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 (407) 420-2502.

Sincerely,

Theresa DeCanio, RN
Field Office Manager
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