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0000 - Initial Comments

On a revisit to a monitoring visit for resident well being was conducted. At the time of the visit,
the facility had deficient practice.

Licence 12542

p010 - Admissi - Contil i Resid - 429.26(1&9) FS; 58A-5.0181(4) FAC

Based on interview and record review the facility faited to ensure 1 (#4) resident was appropriate for
continued residency due to confirmed elopements and behavioral issues that put himself and others at
risk,

Findings included:

During a review of Resident #4's record it was revealed that the resident continued to display
concerning behavior by continuing to leave the facility without signing out or letting anyone know when
he plans to return. Review of the record revealed muitiple dates with notes regarding Resident #4 being
away from the facility without notifying staff of his whereabouts.

The administrator stated at 9:05 AM on that the facility has tried to stop Resident #4 from
leaving the facility but when they do so, he becomes angry and on one occasion, threatened one of the
staff with a knife. After that incident, law enforcement was notified and the resident was brefly
hospitalized and returned to the faciltiy.

The police were called and they took the resident to the hospital. The doctor did not keep the resident
and the resident was returned to the facility.
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