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0000 - Initial Comments

A standard Biennial survey was conducted on . Abuelitas Home Inc. with a standard license
{AL 10139) had the following deficiencies identified at the time of the survey:

D007 - Admissions - Criteria - 429.26(11) FS; 58A-5.0181(1) FAC

Based on record review and interview the facility failed to ensure that 1 out of 6 sampled residents met
the admission criteria (Resident #3).

Findings:
A review of the Admission and Discharge record showed Resident #3 was admitted on

Areview of Resident #3's record revealed that a Health Assessment (AHCA form 1823) completed on

stated resident had a diagnoses of ‘s, s . The assessment indicated
that the resident needed fotal assistance with ambulation, bathmg, dressing, . and toileting. The
residenthad | mobility and was non verbal. The resident was under . precautions and

was receiving Hospice care.
On at 12:30 p.m. the Administrator confirmed that the resident was not ambulatory when he
was admitted on . She said decided to admit Resident #3 because his daughter told her that
he could transfer with assistance. The Administrator stated she would give the resident’s daughter a 45
day notice to move him out.

Class H

P008 - Admissi - Health A ~ 429.26(4-6) FS; 58A-5.0181(2) FAC

Based on record review and interview, the facility failed to have a complete health assessment for 1 out
of 6 sampled residents (Resident #3) .

Findings:

A review of the health assessment for Resident #3 dated showed that it did not specify the
type of assistance the resident needed with medications.

On at 12:30 p.m. the Administrator stated that the resident received assistance to take
medications and she acknowledged that this section of the health 1t was not co d.
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