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0000 - Initial Comments

Arevisit to the re-licensure survey was conducted on . Horizon House, License# 11605, had
a deficiency found at the time of the visit.

P008 - Admissi - Health A t - 429.26(4-6) FS; 58A-5.0181(2) FAC
DEFICIENCY REMAINED UNCORRECTED.

Based on record review and interview, the facility failed to ensure a heaith assessment had all the
required information for 1 of 2 sampled residents (#4).

Findings:

Resident #4's electronic record review revealed the current health assessment { AHCA Form 1823) dated

The heaith assessment did not address the following:

1. Any special diet required by the resident,

3. Whether the resident required any assistance with the administration of medications,

4. Whether the resident had a communicable , which could be transmitted to other residents or
staff,

5. Whether the resident was bedridden,

6. Whether the residenthad any ., , 3, or 4 pressure sores,

7. Whether the resident posed a danger to self or others,

8. Whether the resident required 24-hour nursing or ., care,

9. Astatement on the day of the examination that, in the opinion of the examining health care provider,
the resident's needs can be met in an assisted living facility, and

10. The resident’s ability to perform self-care tasks.

11. What type of general oversight the resident needed.

On at 3:50 p.m., an exit conference was conducted with the owner via a telephone call. She
acknowledged the above findings.
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