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A monitoring survey was conducted at Advanced

Alf Corp. on . A deficiency was identified

at the

time of survey.
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408.814 FS Moratorium; Emergency Suspension

408.814 Moratorium; emergency suspension.-
{1) The agency may impose an immediate
moratorium or emergency suspension as defined
in . 120.60 on any provider if the agency
determines that any condition related to the
provider or licensee presents a threat to the
health, safety, or welfare of a client.

{2) A provider or licensee, the license of which is
denied or revoked, may be subject to immediate
imposition of a moratorium or emergency
suspension to run concurrently with licensure
dental, revocation, or injunction.

{3}A fum or

remains in effect after a change of ownership,
unless the agency has determined that the
conditions that created the moratorium,
emergency suspension, or denial of licensure
have been corrected.

(4) When a moratorium or emergency
suspension is placed on a provider or ficensee,
notice of the action shall be posted and visible to
the public at the location of the provider until the
action is lifted.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
Assisted Living Facility failled to adhere to a
moraterium on admissions with two out of six
sampled residents (#5 and #4). Resident#5 and
#4 went to the hospital and were admitted for
more than 24 hours when they had a change in
condition, and were readmitted to the facility after
the moratorium began on

Findings included:

Review of Resident #5's record showed that his
admission date to the facility was on

CZ829
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while the discharge date was on .
Progress notes on his record showed that on
the ambulance transferred the resident
to the hospital for further evaluation because he
was weak, refusing to eat. The resident returned
to the facility on in the afterncon from
the hospital. On at approximately 8:45
PM, the resident was already in his room. The
staff heard a sound, went to check to the
resident’s room and found him on the floor, The
notes further showed that it looked like the
resident attempted to transfer from the bed to the
chairand . . The staff called emergency
services. The resident was awake and

with the ics. The

decided to call an ambulance for transporting the
resident to the hospital. Progress note dated

showed that the resident did not return
to the facility after this second hospitalization.

Review of Resident #4's record showed that his
admission date to the facility was on .
Progress notes on his record showed that on

the resident went to the hospital. Note
dated showed that on the
resident returned from the hospital in good
condition and without changes. An older note
showed that on , the resident remained
at the hospital where the . . , . . center sent him.
On . the facifity documented that the
resident returned to the facility at 10 PM from the
hospital.

On at 12:51 PM, Staff B revealed that
one of the owners met with one of the agency
representative on who explained then
that under the moratorium the facility was not
allow to do any admission or readmission.

Unclassified
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