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0000 - Initial Comments

Awellness monitoring survey was conducted on | , 2017. Amigos Alf Home Corp with license
number 12860 had the following deficiencies identfied at the time of the survey:

D030 - Resident Care - Rights & Facility Procedures - 58A-5.0182(6) FAC; 429.28(1-2) FS

Based on observation and interview, the Assisted Living Facility failed fo treat one of two sampled
residents with dignity and respect, free of (Resident #2). The resident was unabie fo get ouf of
bed without staff assistance due to a full bed rail that was not prescribed for her use by a hospice
physician.

Findings included:

Observation on at 7:14 AM revealed that Resident #2's bed had a full bed raif aftached.

On at 7:14 AM, Caregiver B revealed that Resident #2 used the bed rail up but she cannot put
it down.

On at 7:30 AM Resident #2 was interviewed in the family , and revealed that she could

not put the bed rail down. She cafled the staff to help her,

On at 7:30 AM, the Administrator revealed that Resident #2 did not receive hospice services
and facility did not have a doctor's order for Resident #2's bed rail.

Class Hl

D054 - Medication - Records - 58A-5.0185(5) FAC

Based on record review and interview, the Assisted Living Facility failed to update the Medication
Observation Record (MORs) immediately each time the medication was offered or administered for one
of two sampled residents (#1) .

Findings included:

AReview of Resident #1's MORs revealed that none the morning medications were initialed as given.

On at 7:10 AM, Caregiver B stated, "Yes", when asked if Resident #1 took her medicines.
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Reconciliation of Resident #1's morning medicines revealed that doses for

were missing,
On

at 7:38 AM, Caregiver 8 stated, "{ became busy and forgot it."
Class H
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