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CZ814| 435.12(2)(b-d), FS Background Screening CZ814
88=C| Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to add 1 of 4 employees reviewed {Staff B)
to their employee roster within the Background
Screening Clearinghouse within 10 days of hire.

The findings include:
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Review of the personnel file for Resident
Assistant, Employee B, showed the employee
had been hired on

Review of the facility's employee roster within the
Background Screening Clearinghouse on

at approximately 4:00pm, revealed
Employee B was not listed.

On at approximately 3:00pm, a
telephone interview was conducted with the facilty
Administrator, who was unable to demonstrate
that the employee’s employment status had been
updated within the background screening
clearinghouse.

Unclassified

Initial Comments
Licensure/LMH/LNS

An unannounced biennial relicensure survey with
timited mental health and fimited nursing services
was conducted on atLa Grande
Belle. Deficient practice was identified at the time
of the survey.

429.26( ) 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

CZ814

A0O0
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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
fulfils the 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

The medical examination form shall become a
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
medical 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

A008
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administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the

divi has been by a p! 3
clinical psychologist, clinical social worker or

nurse, or an individual who is
superv»sed 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 restdenl has been admitted to the facllity.
An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as a mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
mformatnon about the resident that would help the
meet his or her responsi

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
operator whom to cait shouid problems arise. The
applicable department shall advise and assist the
facifity 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
-to- 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 the individual's admission to

a facility pursuant to section 429.26(4), F.S. The

A008

AHCA Form 3
STATE FORM

20-0007

s

490G

If continuation sheet 4 of 23




Agency for Health Care

PRINTED: 06/26/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11967024

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/18/2019

NAME OF PROVIDER OR SUPPLIER

LA GRANDE BELLE

5898 ORCHARD POND RCAD
TALLAHASSEE, FL 32303

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A008

Continued From page 4

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 N

.. . 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,
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 484, F.S.
{b} A medical examination completed after the
resident’s admission to 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 Facilities, , which is
incorporated by reference and avallable onfine at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.
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1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facllity either orally or in
writing from the heaith 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 contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

{d) Medical examinations of residents placed by
the department, by the Department of Chiidren
and Famifies, 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
section 429.26, F.S. and this rufe.

{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith

A008
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assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

.\ . to be administered
in the case of or .., . .
(g} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, 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
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capachly in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to identify and document omitted
information from the resident’s Health
Assessment, Form 1823, for 1 of 2 residents
sampled for record review {resident # 1),

The findings include:

On at approximately 3:00 PM, during
review of Resident #1's medical record, it was
noted that the resident was admitted
with his most recent heaith assessment having
been conducted on - Review of the
resident's health assessment revealed
information had been omitted from the form
regarding the type of assistance the resident
needed for medications and whether nursing or
.. services were required.
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On at approximately 4:156 PM, Staff &,
resident assistant, verified that this information
was omitted from the resident’s health
assessment.

There was no further documentation in the
resident's record to indicate the facility had
contacted the practitioner who completed the
resident's health assessment in an attempt to
ebtain the missing information,

Class Ili
58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF,
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

A008
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2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 58A-5.0191, FA.C.
(d) An assisted living facility Lto
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
() For faciiities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for alf staff.
{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

A078
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence that staff submitted a
written statement from a health care provider
documenting that the individual did not have any
signs and symptoms of a communicable

within 30 days of hire for 3 of 4 staff sampled
{Staff A, B, and C) and failed to provide evidence
that a negative screening for was
documented on an annual basis for 4 of 4 staff
sampled (Staff A, B, C, and D)

The findings include:

Review of facility personnel records showed Staff
A, resident assistant, was hired , Staff B,
resident assistant, was hired , Staff C,
resident assistant, was hired and
Staff D, Administrator, was hired

The employee files for Staff A, Staff B, & Staff C
failed to reveal any evidence of a statement from
a healthcare provider stating they were free of
mptoms of co i . Additi
#twas found that staff A, B, C, and D had no
record that they had obtained a screening for
annually.

On at approximately 3:00PM, in
interview with the facility administrator, he was
unable to demonstrate that staff A, B, and C had
provided a written statement from a healthcare
provider indicating they were free of symptoms of
communicable and that staff A, B,C, and
D had received annual screening for .

Class Il
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Continued From page 10

58A-5.0191(. .) FAC Training - Staff In-Service

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours 1o ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d} In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident’s rights; and,

2. The facility's license type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facitity staff;
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
, may be used o meet this

A081

A081
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requirement.

(b} Staff who provide direct care to residents

must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facifity.

2. Recognizing and reporting resident .

neglect, and . | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement response policies

A081
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and procedures.

2. All facifity staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide a 2 hour preservice orientation
that was singed by the administrator and
maintained in the employee file prior to providing
resident care, failed to provide 1 hour training on

control prior to providing resident care,
failed to provide training on activities of daily living
{ADL} and behavioral needs training, elopement
response, faciliies emergency procedures,
incident reporting, resident rights, Ineglect
reporting, and nutrition and safe food handling
within 30 days of hire for 1 of 4 staff sampled (
staff B).

The findings include:

On during personnel review it was
found that Staff B, resident assistant, was hired
on + but there was no evidence to show
the employee had received a preservice

ori ion singed by the ini , nor had
he received training on control prior to
providing resident care.

Ir an interview with staff member B, resident
assistant, on at approximately 10:50
AM, it was confirmed that the staff member had
been working since as a resident

assistant for the facility.

On at approximately 4:30 PM, in

A081

interview with the facility administrator, he was
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unable to demonstrate that staff B, resident
assistant, had received the appropriate trainings
within 30 days of hire.

Class lli
58A-5.0191(4) FAC Training - /

)

{ ). Pursuant to section
381.0035,F.8,, aH facility employees, with the
exception of employees subject to the
requirements of section 4566.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentatlon of compliance must be

in with fon (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure staff obtained training on

. Yand

)wﬂhm 30
days of hire for 1 of 4 staff reviewed (staff B).

The findings include:

Review of the personnel file for Staff B, resident
assistant, revealed he was hired on H
however, his training certificate for training on

! on was dated

On at approximately 4:30 PM, an
interview with the facility administrator revealed

A081

A082
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he was unable to demonstrate that staff B,
resident assistant, had received the appropriate
trainings within 30 days of hire.

Class i

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are rogintained in good

working order.

{b} Pursuant to Section 429.27, F.S., residents

must be given the oplion of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident;

2. A closet or wardrobe space for hanging

clothes;

3. Adresser, or other furniture designed for

storage of clothing or personal effects;

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

A082
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commodes must be provided with privacy during
use.

{e) Facifities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment for 2 of
3 (#1 & #3) residents by failing to maintain the
facility's wheelchair ramp in good repair.

The Findings Include:

On at approximately 9:15AM, observation
was conducted of the facility's wheelchair ramp
during an initial tour of the building and premises.
The ramp was located in the rear of the home
and was attached to & large screened in porch off
the facilfity's living room area. The ramp was
observed to lead from this screened in porch
down to a paved driveway right off the porch.

The ramp was observed to be in poor repair in
multiple areas. Some of the boards of the ramp
were noted to be rotted and the nails meant to
hold the boards in place were observed to be
ioose so that the boards moved as you walked
across them {Photographic evidence obtained).

During the survey, multiple observations were
made of Resident #1 waiking down the ramp to
get to a chair in the yard of the facility where
he liked to sit.

Observation of Resident #3 on at

A152

approximately 9:30AM, showed him to be a
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lower extremity . | who required
use of a wheelchair for mobility. At the time of this
observation, the resident was propelling himself
in his wheelchair down the ramp to get in the car
with his brother. When Resident #3 got to the
bottom portion of the ramp, it was noted that he
had considerable difficulty moving his wheelchair
over the uneven and rotted boards of the ramp.
The resident’s brother assisted him off the ramp
and into the vehicle.

Class It

429.075( ) 58A-5.029(2) FAC LMH - Records

429.075
{3) A facility that has a limited mental health
ticense must:
{a) Have a copy of each mental health resident's
community fiving support plan and the

, agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the s agreement was sent fo
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b} Have documentation provided by the
depariment that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted living facility that
has with a limited mentat health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c) Make the community fiving support plan
available for inspection by the resident, the

A152
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resident's legal guardian or, the resident's health
care surrogate, and other individuals who have a
tawful basis for reviewing this document.

{d) Assist the mental health resident in carrying
out the activities identified in the resident’s
community fiving support plan.

{4) Afacility that has with a fimited mental health
ticense may enter info a . agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

58A-5.029

(2) RECORDS.

{a) A facility with a limited mental heaith license
must maintain an up-fo-date admission and
discharge log containing the names and dates of
admission and discharge for all mentat health
residents. The admission and discharge log
required in rule 58A-5.024, F.A.C., satisfies this
condition provided that all mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 58A-5.0181,
F.AC.

{c} Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F 8., and that the resident is receiving
social security . or supplemental security
income and _, . as
foliows:

a. An affirmative statement on the Alternate Care
Certification for .

{. . .)form, CF-ES 1006, , which is

AL241

AHCA Form 3
STATE FORM

20-0007

s

490G

f continuation sheet 16 of 23




Agency for Health Care

PRINTED: 06/26/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11967024

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

06/18/2019

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

5898 ORCHARD POND RCAD

LA GRANDE BELLE
TALLAHAS!

SEE, FL 32303

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

3] PROVIDER'S PLAN OF CORRECTION
PREFIX
WG
DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

AL241

Continued From page 18

hereby incorporated by reference and available
for review at:
hitp: w.firules. ol ce.asp?No
=Ref-03988, that the resident is receiving $St or
SSDi due to a mental
b. Written verification prov;ded by the Social
Security Administration that the resident is
receiving SSI or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Secunty

fon to provide such i or
¢. A written statement from the resident’s case
manager or other mentat health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determination:
{1} The resident is eligible for, is receiving, or has
received mental health services within the last &
years, or
{It) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessmer\t
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:

e

Alternate Care Certification for

AL241
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. e { ) form,
CF-ES Form 1006,
{It) Discharge Statement from a state mental
hospitali completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{1if) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental heaith resident returning to a facility
from treatment in a hopsital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment, However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the faciity administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. Includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. Includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

¢. Includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental heaith case manager to
meet the resident's needs, and the frequency and
duration of such services and activi
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d. Includes the . . of the facility to
facilitate and assist the resident in attending
and arranging transportation to

. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental health care
provider or case manager,

e. Includes a description of other services to be
provided or arranged by the facility,

f. includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

.\ o the resident that indicate the
immediate need for professional mental health
services,

g. Is in writing and signed by the mentat health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident’s file. If the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused fo sign the plan,

. Is updated at least annually or if there is a
significant change in the resident's behavioral
health,

i, include the . Agreement
described in subparagraph (2)(c)4. if included,
the mental health care provider must also sign
the plan; and,

- Must be available for inspection to those who
have legal authority to review the document.

. Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident’s appropriate placement
assessment, whichever is later. The statement:

AL241
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a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. Must be signed by the administrator or
designee and the mentat health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.S.,

c. ., cover all mental health residents of the
facility who are clients of the same provider; and,
d. ., be included in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facifity
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person to whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a copy of and make readily
available the community living support for 1 of 1
resident (Resident #1) who was receiving fimited
mental health services.

The findings include:

AL241

On at approximately 3:00 PM during an
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interview, the facility Administrator identified
Resident #1 as receiving limited mental heaith
services since his admission to the facility.

During record review of Resident #1's medical
record, it was noted that the resident was
admitted and that a community living
support plan for limited mental health services
was not able to be located.

On at approximately 4:15 PM, Staff E,
resident assistant, verified that Resident #1's
record did not contain a community living support
plan.

On at approximately 4:30 PM, in an
interview with the facility Administrator, he stated
that if the resident had a community living support
plan it would be located within the resident's
chart.

Class Il
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