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0000 - Initial Comments

Assisted Living Facility

On a Monitoring visit for Resident Well-Being and Facility temperature was conducted
at Living with Fnends il. The facility had deficiencies at the time of the visit.

{license #12542)

D016 - Admissions - Continued Residency - 429.26(189) FS; 58A-5.0181(4) FAC

Based on interview and record review the facility failed to ensure 1 (#4) resident meets criteria for
continued residency due to confirmed elopements that put them at risk of harm.

Findings included:

During an interview with Staff A on at 10:44 AM, they stated Resident #4 left the facility without
following the sign out procedure on at approximately 10:30 AM. They stated Resident #4 was
found _ around a local school and was taken via pofice car to a local emergency room and
admitted to the hospital. They stated Resident #4 returned to the facility on and the facility has
to keep all of the doors locked so Resident #4 cannot leave again.

The facility is not a secure facility nor does it include a secured unit. They stated since Resident #4 has
returned from the hospital, he has continued to try to leave the facility.

During a review of the facility communication log on signed and dated on by Staff A, it
revealed Resident #4 left the facility at approximately 10:30 AM on and had not returned fo
the facility by 3:00 PM when they left their shift.

During a review of the hospital records for Resident #4 dated - , they revealed Resident
#4 was admitted on due to Bracycardia and |, problems, including "Character of
symptoms, . " Resident #4 was found _ in front of a school, tested positive
for and memory noted. On they were transferred to the |, unit for a

requiring a 1:1 sitter. They were discharged from the hospital on fothe
assisted living facility.

During an interview with the Administrator on at 11:45 AM, they stated they told the hospital
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they can no longer meet the needs of Resident #4 due to them eloping from the facility.
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