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Initial Comments.

A unannoucned Biennial Re-licensure survey was
conducted , 2 -3, 2018 at Somerset Assisted

Living Facility, License # 7472. Deficient practice
was identified during the survey.

429.26(4-6) FS; 58A-5.0181(2) FAC Admissions ~
Health Assessment

429.26
{4) If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facility. The signed and completed medical

ination report shall be i to the
owner or administrator of the facility who shalt
use the information contained therein to assist in
the ination of the i of the
resident ' s admission and continued stay in the
facitity. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfiits the requi for a medical inati
under this subsection and s. 429.07(3)(b)6.
(5) Except as provided in s. 429.07, if a medical

ination has not been within 60
days before the admission of the resident to the
facitity, a ficensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to

ine the i of the i

The medical examination form shall become a
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permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
{6) Any resident accepted in a facility and placed
by the department or the Department of Children
and Familles shall have been examined by
medicai personnel within 30 days before
placement in the facifity. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the
dividual has been bya iatr
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.

An upon froma
state mental hospital meets the requirements of
this ion related to appropri for

placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shail
provide to the facility administrator any
information about the resident that would help the
ini meet his or her responsibifiti
under subsection (1). Further, department
personnel shall expiain to the facility operator any
special needs of the resident and advise the
operator whom to cali should problems arise. The
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applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |

require such assistance.

58A-5.0181
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
health care provider as specified in either
paragraph (a) or (b} of this subsection.
{a) A medical examination completed within 80
calendar days before to the individual ' s
admission to a facility pursuant to Section
429.26{4), F.S. The examination must address
the following:
1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional fimitations;
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;
3. Any nursing or ., services required by the
individual;
4. Any special diet required by the individual;
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;
8. Whether the individual has signs or symptoms
of R

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff;
7. A statemnent on the day of the examination that,
in the opinion of the examining health care
provider, the individual* s needs can be met in an
assisted living facility; and
8. The date of the examination, and the name,
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signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under Chapter 458, 459 or 464, .8,

(b} A medical examination completed after the
resident ' s admission fo the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Faciiities, 2010. The form is
hereby incorporated by reference. AHCA Form
1823 may be obtained

hitp/iwww. firules.o asp?No
=Ref-04008. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that may have been omitted
by the heaith care provider during the
examination do not necessarily require an
additional face-to-face examination for
comptetion. The facility may obtain the omitted
information either orally or in writing from the
health care provider.

2. Omitted information must be documented in
the resident ' s record, Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.

{c} Any information required by paragraph (a} that
is not i in the medical ination report
conducted before the individual ' s admission to
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admission.

Florida

or

admission

the facility must be obtained by the administrator
using AHCA Form 1823 within 30 days after

{d) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
(e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Bection 420.26, F.8., and this rule.

{fy Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the health
care provider conducting the medical examination
may be attached to the health assessment. A
health care provider may attach a DH Form 1896,

Form, for

residents who do not wish . .
to be administered in the case of

(g} A resident placed on a temporary emergency
basis by the Department of Children and Families
pursuant to Section 415.105 or 415.1081, F.S. . is
exempt from the examination requirements of
this subsection for up to 30 days. However, a
resident accepted for temporary emergency
placement must be entered on the facility ' s
admission and discharge log and counted in the
facility census; a facility may not exceed its
ticensed capacity in order to accept such a
resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
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This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to obtain omitted and/or
incompleted information on the Resident Heaith
Assessment for Assisted Living Facilities, AHCA
Form 1823 for 1 {Resident #9) of 3 resident
records reviewed.

Findings:

Resident #9 was observed in the activity

at 11:15 AM. He was observed sitting in a
wheelchair watching a movie on the big screen
TV. Resident #9 was observed in the dining

at 12:45 PM eating lunch. Resident #9

was observed in the dining at
2:30 PM participating in the activity "Bingo.”
Resident #9 was not observed to be bedridden.

Areview of the Resident Health Assessment for
Assisted Living Facifities, AHCA Form 1823, for
Resident #9 revealed Page 2, Section C was not
complete, ltem #2 reads the resident is
bedridden, item #3 related to , is
blank and item #5 reads that Resident #9
requires 24 hour nursing or | ., care.

An interview was conducted with the
Administrator on at 2:47 PM. She
confirmed the Resident Health Assessment for
Assisted Living Facilities, AHCA Form 1823,
Section C, Page 2, is inaccurate. She stated
Resident #9 was not bedridden when he returned
from the hospital, he did not have any ,
, and he does not need 24-hour nursing or
care.
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{1) Pursuant to Section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident ' s legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b} The daily, weekly, or monthly rate;

{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or . . of residents,
other than those specified in Section 426.28,
F.8;

{f} The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund palicy that must conform to Section
429.24(3), F.S.;

{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a faility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facitity, or , facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retumning to the facility. Until such
written notice is received, the agreed upon daily,

AHCA Form 3
STATE FORM

20-0007

o DVEB11

If continuation sheet 7 of 14




PRINTED: 10/11/2018

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11910627 R ———— 0410312018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2450 DORA AVENUE
SOMERSET
TAVARES, FL 32778
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A 167 | Continued From page 7 A187

weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident” s behalf;
{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facifity;
{) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facifity is licensed to provide, the resident or the
resident ' s representative, or agency acting on
the resident ' s behalf, must be notified in writing
that the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facitity must refer the resident to the sociat
service agency for placement. If there is
disagreement regarding the appropriateness of
placement, provisions outlined in Section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or affer a significant change, pursuant
to subsection (4) of that rule;
{) The facility * s policies and procedures for
seif-administration, assistance with

inistration, and inistration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8} of that rule; and
{m) The facility ' s policies and procedures related
to a properly executed DH Form 1896, Do Not

AHCA Form 3020-0001
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Order.
(2} The resident, or the resident ' s
representative, must be provided with a copy of
the executed contract.
{3} The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident ' s representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident ' s legal representative and a copy
given to the resident or resident’s
representative.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide a resident contract for 1
{Resident #10) of 3 resident records reviewed.

Findings:

During the record review for Resident #10, there
was no resident contract to review.

Arequest for Resident #10's resident contract
was made to the Administrator on at 2:00
pm and 3:30 PM.

An interview was conducted with the
Administrator on at4:15 PM. She
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Continued From page 9

stated she can not locate the signed resident
contract for Resident #10.

Class Ili

58A-5.026(2) FAC Emergency Plan Approval

(2) EMERGENCY PLAN APPROVAL., The plan
rmust be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b}) A new facllity as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ticense.

{c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
focal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final inis ive authority for
management plans prepared by assisted tiving
facilities.

{e) Any plan approved by the local emergency
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management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to obtain an approved Emergency
Management Plan.

Findings:

Areview of the Emergency Management plan
showed that it has not been submitted to the
county for approval.

Areview of the Emergency Management
notebook provided by the facility showed the last
approval for the Emergency Management Plan
was dated . The approval letter from the
county reads "Your plan appears to be in
compliance with State guidelines and expires one
{1) year from the date of this letter.” The
Emergency Management Plan expired on

An interview with the Administrator on at
1:05 PM confirmed the last Emergency
Management Plan submitted and approved was
. She confirmed the Emergency
Plan was not
submitted for approval in 2017 or 2018.

Class Il
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