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0000 - Initial Comments

A Complaint (CCR #2018012582) revisit was conducted on
had the following deficiency at the time of the survey:

N . Casa Marisa ALF, Inc.

P025 - Resident Care - Supervision - 429.26(7} FS; 58A-5.0182(1) FAC

Based on record review and interview the facility failed to notify a license physician when a resident
exhibited signs of or .., B or had a change in condition for one of six sampled
Residents. (Resident 2)

Findings Included:
Review of the facility's admission and discharge log showed a discharge date

Review of Resident #2's record on s , showed resident had decline in condition that
consisted of having muitiple . No documentation was noted in file that the physician was made
aware of the decline. On s , the record showed the last health assessment was dated

On s at around 10:50 AM the Administrator stated she informed Resident #2's
daughter of the deciine in condition, multiple and that Resident #2 was not appropriate to remain in
the facility, but she had not taken any further action because the daughter did not want the resident to
move. The administrator further stated that she did not inform the physician of Resident #2's decline.

On s at 1:40 PM, the Administrator stated, "Her sister took her from the facility because |
had d:scussed with her that she was no ionger accepted at the facility because of her health change.”
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