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Initial Comments.

An unnannounced Relicensure survey was
conducted on at Holy Garden ALF, Inc.
The facility had a deficiency at the time of the
survey.

58A-5.026(3) FAC Emergency Mgmt - Plan
Imptementation

(3) PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
(b} I telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

p
communication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to submit and obtain an approved
Emergency Environmental Control Plan (EECP)
by the local emergency management agency .

The findings included:

On \ the facility's EECP was
requested. The most recent approval letter was
dated . Record review showed that
the date of the last submission of the plan was on
. As of the time of this review on
, the facility did not obtain any letter
indicating that the plan was approved.

On at 04:00 PM, an interview was
conducted with the Administrator during which
time, she stated that she was waiting for an
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