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0000 - Initial Comments

Assisted Living Facility

A Complaint survey (CCR#2018013213) was done in conjunction with a Biennial survey with Limited
Mental Health at Amelia's House Assisted Living Facility on . Amelia's House Assisted Living
Facility had deficient practice identified at the time of the survey.

License: 12566

0030 - Resident Care - Rights & Facility Procedures - 58A-5.0182(6) FAC; 429.28(1-2) FS

Based on interview and record review, the facility failed to honor a 45- days’ notice of relocation and or
termination of residency agreement from the facility for 1 (Resident #1) of 2 residents reviewed for a
appropriate discharge.

Findings included:

On a review of the facility admission transfer discharge log revealed Resident#1 was admitted
to the facility on . Record review for Resident #1 revealed the administrator gave Resident#1 a
45 day discharge notice dated . The notice stated, "Your last day at the facility will be

\ 2018."
However on , Resident #1 moved out of the facility.

On at 11:15 AM during a interview with the facility administrator, the administrator stated that
Resident #1 requested to stay until however, she wasn't allowed to stay at the facility, she
was discharged on . The administrator stated, "Yes she had unti 1o reside at the
facility, but | found her a place to go, why would | allow her to stay?"

On a record review of Resident #1's agreement with the facility revealed a residency
agreement on file signed and dated for . The agreement was signed and dated by the
Resident#1 and the administrator. However based on interview and review the facility did not show good
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cause for the discharge of Residenti#1.

Class Hl
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