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Initial Comments.

Aannounced initial licensure survey was
conducted at Artis Senior Living Of Davie Lic on

. The facility had a deficiency at the
time of the visit.

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facitities.

{e} Any plan approved by the local emergency
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management agency is considered to have met
all the criteria and conditions established in this
rule.
This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have a
Comp i o] A Plan
(CEMP) approved by the local emergency
management agency.
The findings included:
Upon request of documentation from the local
Emergency Management Division of an approved
CEMP for the year 2019 through 2020 on
from the Administrator, no current
documentation was provided.
During an interview with the Administrator at
11:30 AM on , she stated that on
she submitted the CEMP plan to
to the Broward Emergency Management. She
received an email that the emergency
management plan is under review and that they
have 60 days to review the plan. She stated that
she has not received an approval letter. She
stated that because they are a new building they
had to wait on all the inspections to come
before they could submit the plan to the Division
of Emergency Management.
During an interview with the Administrator at 2:42
PM on , she acknowledged the
findings and no additional information was
provided.
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