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0000 - Initial Comments

Arevisit to a biennial survey was conducted at Casa Marisa i Assisted Living Facility on
Deficiencies were identified at the time of the survey.

D030 - Resident Care - Rights & Facility Procedures - 58A-5.0182(6) FAC; 429.28( ) FS 429.27
Based on observation and interview the facility failed to treat resident with consideration and respect and
with due recognition of personal dignity, individuality, and the need for privacy for two of five sampled
residents (Residents #1 and #2)

Findings Included:

On at 11:30 AM, observed Resident # 1 had to exit and enter through Resident # 4 room
because # did not have another access.
On at 12:22 PM, the Administrator stated the residents in # # were females and

Resident # 4 did not have a problem with Resident # 1 entering the room to get to and from her room.
Class Hl

P151 - Physical Plant - Existing Facilities - 58A-5.023(2) FAC

Based on observations, record review and interview the facility failed to ensure compliance with the rute
or building code in effect at theme of it's licensure.

Findings included:

A review of the facility's floor plan showed that # was identified as a garage.

On at 11:30 AM, observed Resident # 1 had to exit and enter through Resident # 4 room
because # did not have another access.

On at 12:22 PM, the Administrator stated, it was ok to have the room and the room was not

part of the garage anymore.

On at 12:22 PM, the Administrator stated the resident in # # were females and
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Resident # 4 did not have a problem with Resident # 1 entering the room to get to and from her room.
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