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0000 - Initial Comments
Assisted Living Facility
A complaint survey, (CCR# 2018000013}, was conducted at Feel at Home ALF on . Feel at

Home, Inc., ALF, had a deficiency identified at the time of the visit.

{License # 4653)

0025 - Resident Care - Supervision - 429.26(7) FS; 58A-5.0182(1) FAC

Based on interview and record review, the facility failed to provide care and supervision to meet the
needs and keep a record of additional services needed for one Resident (#1) who is on Hospice.

Findings included:

Arecord review conducted on for Resident #1, admitted to Hospice Care on or about

, 2017, found no evidence of which Hospice Resident #1 admitted to and no
Interdisciplinary Care Plan determining care and services provided by Hospice and those care and
services provided by the Faciltiy.

An interview conducted on at 02:00pm, revealed that the Facility did not have any
information regarding Resident #1 admission to Hospice in regards to: admission date, which Hospice
Resident #1 admitted to, or the Interdisciplinary Care Plan. The Administrator stated that she would
make contact with a third party provider and get that information "they will have it."
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