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Initial Comments.

An unannounced Relicensure survey was
conducted on at Everlasting Family
Home Care Services If, LLC. The facility had
deficiencies identified at the time of the survey.

429.26(1&9) FS; 58A-5.0181(4) FAC Admissions
- Continued Residency

429.26
{1) The owner or administrator of a facility is

ible for i e appropri
of admission of an individual to the facility and for

ing the i approp: of
residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
in faw or rule related to admission criteria or
continued residency for the type of license held
by the facitity under this part. A resident may not
be moved from one facility to another without
consultation with and agreement from the
resident or, if appticable, the resident's
representative or designee or the resident's
family, guardian, surrogate, or attorney in fact. in
the case of a resident who has been placed by
the department or the Department of Children
and Families, the administrator must notify the
appropriate contact person in the applicable
department.
©)A , ilt resident who no longer meets
the criteria for continued residency may remain in
the facility if the arrangement is mutuatly
agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of a
physician who agrees that the physicat needs of
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the resident are being met.

58A-5.0181
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
58A-5.0131, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
in with that 3

Exceptions to the requirement to meet the criteria
for continued residency are:
(8) The resident may be bedridden for no more
than 7 consecutive days.
{b} A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
the faciiity.
{c}A . ilt resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions.
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are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure that each
residents Health Assessment Form (AHCA form
1823} was accurate, complete and reflective of
their current care needs and services, for 1 of 2
AHCA Form 3020-0001
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sampled residents (Resident #2).
The findings included:

Observations of Resident #2 on

revealed that the Resident #2 was observed
sitting in the patio area alone. Upon the surveyor
greeting the resident, Resident #2 mumbled a few
words that was unclear, and walked away without
any assistive devices going inside of the facility.

During an interview with Staff A on at
11:10 AM, it was stated that Resident #2 is
independent and that he only needs assistance
with showering, getting dressed, medications,
and because of his he could be
disruptive to others such as banging things on the
wall, it was further stated that we had to remove
the furniture and everything else in his room
because it is hazardous to him and that he was
hurting himself with the dressers and other things.
Observations of the residents room revealed only
a bed, and no other additional items. All of the
residents belongings were kept in a closet right
outside of Resident #2's room where the items
and the resident himself could be supervised by
the staff inside of the faciiity.

Review of Resident #2's file on
revealed a Resident Health Assessment (AHCA
form 1823) dated for that states the
residenthasa status of "severe

" and that the resident is total with alt of
his Activities of Daily Living {ADL's) except for
ambulation in which the resident requires
supervision. It is stated that the resident requires
full care and cannot feed, toilet, or shower
himself. Under the kind of assistance needed for
medications it states that the resident requires
medication administration, and that he
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Resident #2 was also identified as an elopement
risk. Resident #2's current care needs is not
reflective of the information documented on the
1823 form, as Resident #2 has had a significant
change of improvement and is not identified as
requiring total care.

During an interview with the Administrator and
Staff Aon at 5:07 PM the findings were
discussed and acknowtedged, no further
information was provided for review.

Class Ili

A 058 58A-5.0185(7) FAC Medication - Labeling and A056
$8=D| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with chapters 465 and 499, F.S., and
rule 64816-28.108, F.A.C. If a customized patient
medication package is prepared for a resident,
and separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pilt

j as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.
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{c} If the directions for use are “as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be
for example, “as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident’'s medication observation record. The
facliiity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly

in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati ini ion are filled
or refifled in a timely manner.
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{g) Pursuant to section 465.0276(5), F.S., and
rule 61N-1.006, F.A.C., sample or complimentary
p iption drugs that are di by a health
care provider, must be kept in their original
manufacturer's packaging, which must include
the practitioner's name, the resident's name for
whom they were dispensed, and the date they
were dispensed. If the sample or complimentary
p iption drugs are not di inthe
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

6. Directions for use; and,

6. Expiration date.

{h) Pursuant to section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure that all
residents obtained a written medication order
from the healthcare provider for all residents that
self-administer medications for 1 of 5 sampled
residents (Resident #4).

The findings included:

Review of the Resident Heaith Assessment form
{AHCA form 1823) dated for revealed
that Resident #4 is taking { and
Humulog for ), and that the resident
requires assistance with seif-administration of

A058
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medications. Review of the file for Resident #4
resident revealed no informed consent

fon for unii staff to
with seif-administration of medications.

During an interview with Unlicensed (Staff A}
regarding how Resident #4 takes his medications
on at 12:00 PM, it was stated that the
resident does his own injections, and store the
medications in the fridge near the garage. It was
further stated that the Humulog has been
discontinued and the is now 30 units. Staff
A then stated that she assist Resident #4 with his
other medications and confirmed that the resident
takes his own

Review of the initial 1823 form revealed from the
previous facility Resident #4 was at, he was
receiving Limited Nursing Services (LNS) for

care and that the resident is to see the
urologist once a month.

During an interview with the Staff A at 4:20 PM
on , it was stated that the resident
administers his own and manages his

care. It was stated that he is to go out fo
see the urologist today for his . No orders
were observed in the file for neither the or
the care stating that Resident #4 is
capable and enough administer his own

and care for his without

assistance. The resident is not receiving any third
party services for aversite for neither health
condition.

During an interview with the Administrator at 5:30
PMon it was stated that they have not
requested any orders for the of the
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from the doctor for Resident #4, and that
they will request one. The findings were
i and no additi
information was provided for review.

Class Ili

A Q78 58A-5.019(2) FAC Staffing Standards - Staff AOT8
88=D
(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

2. If any staff member has, or is suspected of
having, a i , such individ:
must be immediately removed from duties untif a
written statement is submitted from a health care

AHCA Form 3020-0001
STATE FORM aw cecen If continuation sheet 9 of 34



Agency for Health Care

PRINTED. 08/02/2019

FORM APPROVED

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

AL11969240

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/12/2019

NAME OF PROVIDER OR SUPPLIER

197 PONCE DE LEON ST

EVERLASTING FAMILY HOME CARE SERVICES Hl LLC
ROYAL PALM BEACH, FL 33411

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

AD078

Continued From page 9

provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and i
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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure all staff received a statement
from a licensed health care provider documenting

A078
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freedom of communicable and
{ )for 2 of 3 sampled staff (Staff B
and Staff C).

The findings included:

Review of the file for Unlicensed Staff (Staff B
and Staff C) revealed both were hired on

. Further review revealed that Staff B
and Staff C had no documentation of freedom
from communicable from a licensed
healthcare provider and that Staff B also had no
documentation stating freedom from

During an interview on at 5:00 PM
with the Administrator, the missing documentation
was requested and unable to be provided upon
given the opportunity to focate the documentation.
The findings were discussed and acknowledged,
no further information was provided for review..

Class Ili

A080[ 429.52( ) FS: 58A-5.0191(1) FAC Training - A080
$8=D| Core & Competency Test

429.52
{1) Administrators and other assisted living facility
staff must meet minimum training and education
qui nts i by the Dep of
Elderly Affairs by rule. This training and education
is intended to assist facilities to appropriately
respond to the needs of residents, to maintain
resident care and facility standards, and to meet
ficensure requirements.
{2) The department shall establish a competency
test and a minimum required score to indicate

AHCA Form 3020-0001
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Continued From page 11

successful completlon of the training and
- The test
must be developed by the department in
conjunction with the agency and providers. The
required training and education must cover at
ieast the following topics:
{a) State law and rules relating to assisted living
facilities.
{b} Resident rights and identifying and reporting
. neglect, and |
{c} Special needs of elderly persons persons with
mental iliness, and persons with
and how to meet those needs.
(d) Nutrition and food service, including
itation practices for prep: N
storing, and serving food.
{e) icati ping, and
proper technigues for assisting residents with
self-administered medication.
{f} Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's
and related

58A-5.0191

Staff Training Requirements and Competency
Test.

{1} ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core fraining
requirements established by the department
pursuant to Section 429.52, F.8., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
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the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passmg score for
the testis 75%. i who
have attended core training priorto

and managers who attended the core trammg
program prior to | . shalt not be
required to take the competer\cy test.
Administrators licensed as nursing home
administrators in accordance with Part 1} of
Chapter 468, F.S., are exempt from this
requirement.

(c} Admini and shall particip

in 12 hours of continuing education in topics
related to assisted living every 2 years as
provided under Section 429.52, F.S.

{d} A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and

2. Retake and pass the competency test,

{e) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that the Administrator completed
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Continued From page 13

the core training and core competency test
requirements within 80 days of becoming
employed as an administrator.

The findings included:

Record review of the Administrator's file (hire
date: 12017) revealed no documentation of
having faken the core training competency test
and exam.

Upon Reviewing the USF list of successful
examinees for the core training exam the
Administrator on file for the facility or any of the
additional personnel in charge was not listed.

During an interview with the Administrator on
at 5:00 PM, it was stated that | left my

file at the other facility, and that all my paperwork
is in it. The opportunity was given for the
Administrator to obtain the file, and the missing
documentation. No documentation of the

ini g i Qi ts were
provided for review. The findings were discussed
and acknowledged , no additional information
was provided for review,

Class i

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

A08B0

A081
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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 facHlity 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 shall 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 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum 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.

A081
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{c} Staff who provide direct care to residents, who
have not taken the core training program, shalt
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 facility.
2. Recognizing and reporting resident N
negtect, and | . The facifity 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 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing 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 minimum of 1-hour-in-service training
within 30 days of employment in safe food
handfing practices.
{fy All facility staff shall 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 respense policies
and procedures.
2. All facility 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 ensure, 1 of 3 sampled staff (Staff C)
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received the required 1 hour in-service trainings
in the file within 30 days of hire,
The findings included:
Review of the file on for Unlicensed
Staff (Staff C) hired on , revealed no
documentation in the file, or provided by
administration showing training certificates of the
following required 1 hour in-service training's
completed within 30 days of hire:
a) control
b) Elopement response training
o) prep &
training
d} incident reporting training
e) Resident rights training
f)  Recognizing/ Reporting . Neglect &
. training
g) Nutritional & Safe Food Handling
h Polices & Procedures training
i) ADL and Behavioral Needs Training
During an interview with the Administrator at 5:00
PMon . the findings were discussed
and acknowledged, no further information was
provided for review,
Class Ill
A082 58A-5.0191(4) FAC Training -/ ADB2
88=D
IACQUIRED DEFICIENCY
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[ ). Pursuant to section

381.0035, F.S,, all facility employees, with the
exception of employees subject to the
requirements of section 4566.033, £.5., 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.
Documentation of compliance must be

i 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 1 of 3 sampled staff (Staff C}
received the required regulatory in-service
trainings in 1. within 30 days of hire.

The findings included:

Review of the file on for Unlicensed
Staff (Staff C) hired on . revealed no
documentation in the file, or provided by
administration showing the required reguiatory
in-service training in ! completed within
30 days of hire.

During an interview with the Administrator at 5:00
PMon , the findings were discussed
and acknowledged, no further information was
provided for review.

Class Ili

A 090 58A-5.0191(11) FAC Training - A090
88=D
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TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facifity's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of 3 sampled staff (Staff C)
received the required 1 hour in-service trainings
in { ) within 30
days of hire.

The findings included:

Review of the file on for Unlicensed
Staff (Staff C) hired on . revealed no
documentation in the fite, or provided by
administration showing the required 1 hour
in-service training in completed within 30
days of hire,

During an interview with the Administrator at 5:00
PMon , the findings were discussed
and acknowledged, no further information was
provided for review.
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Class Ili

58A-5.020(2) FAC Food Service - Dietary
Standards

(2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
available for review at:

hitp/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the cutrent summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaifable for
review at:

maryDRIs/~
‘media/Fi ivity %20F ition/DRIs/
New%20Material/5DR1%20Values%20SummaryT
ables%2014.pdf. Therapeutic diets must meet
these nutritional standards to the extent possible.
{b} The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 18 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

(c} All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician

A0S0

A093
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supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
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of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to ensure that the
dietician approved menu was followed at all times
as evidence by failing to serve items listed on the
menu and failing to substitute the missing items
with other items of equal nutritive value for all
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sampled residents (5 of 5) residing at the facility
(Resident #1, Resident #2, Resident #3, Resident
#4, and Resident #5).

The findings included:

Observations of the lunch meal served on

between the times of 11:30 AM and
1:00 PM, revealed that Beef Stew over noodles
and Mixed Vegetables was served with a side of
ice cream for desert.

Review of the menu posted signed by the
ficensed dietician revealed that the following
items were to be served:

1) Beef Stew (4 oz)

2) Over noodies {1 cup)

3) Mixed Vegetables { . cup)
4) Mixed Salad (1 cup)

5) Salad L (1tsp)

6) Dessert Gelatin
7) DB: Sugar free Gelatin

The residents eating lunch never received the
Mixed Salad with Salad .+ and nothing of
equal nutritive value was used to substitute the
portion of the meal that the residents never
received. Further observations revealed that a
substitution was made with the desert and the
residents was not informed prior. Staff A and Staff
B that prepared and served the food also did not
crossed off the item on the menu posted.

During an interview with Staff A and the
Administrator on at 5:00 PM, the
findings were discussed and acknowledged, no
additional information was provided for review.
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Class Il

58A-5.025 FAC; 429.24 F$ Resident Contracts

58A-5.025

{1} Pursuant to Section 429.24, F 8., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

(a} Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or . . of residents,
other than those specified in Section 429.28,
F.8.;

{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund policy that must conform to Section
429.24(3), F.S,;

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or , facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the

AD093
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resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facitity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident’s behalf;
{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facitity;
{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facitity is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facitity must refer the resident to the social
service agency for placement. If there is
disagreement regarding the appropriateness of
placement, provisions outlined in Section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection {4} of that rule;
{) The facility's policies and procedures for
self-administration, assistance with

if-admi ion, and inistration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant o subsection (8) of that rule; and

A187
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{m) The facility's policies and procedures related
to a properly executed DH Form 1896,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available fo residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommedations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative.

42924 FS

{2} Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added o, or
implemented in, a resident's contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
Whenever money is deposited or advanced by a
resident in a contract as security for performance
of the contract agreement or as advance rent for

A187

AHCA Form 3
STATE FORM

20-0007

s

fececti]

f continuation sheet 26 of 34




PRINTED. 08/02/2019

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11969240 R ———— 06/12/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
197 PONCE DE LEON ST
EVERLASTING FAMILY HOME CARE SERVICES I LLC
ROYAL PALM BEACH, FL 33411
(X430 SUMMARY STATEMENT OF DEFICIENCIES 23 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A 167 | Continued From page 26 A187

other than the next immediate rental period:

(a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
iocated; shall be kept separate from the funds
and property of the facility; may ot be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

{b) The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits,

{3){a)} The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or

(b} If a ficensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facility, or .., facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c} The purpose of any advance payment and a
refund policy for such payment, inciuding any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

{5) Neither the contract nor any provision thereof
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relieves any licensee of any requirement or

" imposed upon it by this part or rules
adopted under this part.
{6) In lieu of the provisions of this section,
facitities certified under chapter 851 shall comply
with the requirements of s. 651.055.
{7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or iike
residential units.
(8} The department may by rule clarify terms,
establish procedures, clarify refund policies and
contract provisions, and specify documentation
as necessary to administer this section.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined the facility failed to maintain an
executed (signed) contract by the resident or the
resident’s legal representative before or at the
time of admission, for 1 of 2 sampled residents
{Resident #4).

The findings included:

AHCA Form 3020-0001
STATE FORM

s

fececti] #f continuation sheet 28 of 34




Agency for Health Care

PRINTED. 08/02/2019

FORM APPROVED

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

AL11969240

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/12/2019

NAME OF PROVIDER OR SUPPLIER

197 PONCE DE LEON ST

EVERLASTING FAMILY HOME CARE SERVICES Hl LLC
ROYAL PALM BEACH, FL 33411

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

A187

A 168
888

Continued From page 28

Record review on revealed that
Resident #4 had a Residency Agreement
{Contract) that was observed undated, without a
rental rate and had no signature from the resident
or the resident's representative. Review of the file
for Resident #4 revealed that the resident was
admitted to the facility on

During an Interview with the Administrator and
Staff Aon at 5:12 PM, the findings
were discussed and acknowledged, no further
documentation was provided for review.

Class

429.24(3)(a) FS; 429.27(7), FS Resident Refund
Policy

429.24(3)(a)

The contract shall include a refund policy to be
implemented at the time of a resident’s transfer,
discharge, or . The refund policy shalt
provide that the resident or responsible party is
entitied to a prorated refund based on the daily
rate for any unused portion of payment beyond
the termination date after all charges, including
the cost of damages to the residential unit
resulting from circumstances other than normat
use, have been paid to the licensee. For the
purpose of this paragraph, the termination date
shail be the date the unit is vacated by the
resident and cleared of all personat befongings. If
the amount of belongings does not preclude
renting the unit, the facility may clear the unit and
charge the resident or his or her estate for
moving and storing the items at a rate equal to
the actual cost to the facility, not to exceed 20

A187
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percent of the regular rate for the unit, provided
that 14 days’ advance written nofification is given.
If the resident's possessions are not claimed
within 45 days after notification, the facility may
dispose of them. The contract shalt also specify
any other conditions under which claims will be
made against the refund due the resident. Except
inthe case of or a discharge due to
medical reasons, the refunds shall be computed
in accordance with the notice of relocation
requirements specified in the contract. However,
a resident may not be required to provide the
ficensee with more than 30 days' notice of
termination. If after a contract is terminated, the
facility intends to make a claim against a refund
due the resident, the facility shalf notify the
resident or responsible party in writing of the
claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. The facifity shai
provide a refund to the resident or responsible
party within 45 days after the transfer, discharge,
or of the resident. The agency shall impose
a fine upon a facility that fails to comply with the
refund provisions of the paragraph, which fine
shail be equal to three times the amount due to
the resident. One-haif of the fine shall be remitted
fo the resident or his or her estate, and the other
haif to the Health Care Trust Fund to be used for
the purpose specified in 5. 429,18,

429.27, FS Property and personat affairs of
residents. -

{7} In the event of the of a resident, a
ficensee shall return all refunds, funds, and
property held in trust to the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident's spouse or adult next of kin
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named in a beneficiary designation form provided
by the facility to the resident. if the resident has
no spouse or aduit next of kin or such person
cannot be located, funds due the resident shall
be placed in an interest-bearing account, and all
property held in trust by the facility shall be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shali be kept separate
from the funds and property of the facility and
other residents of the facility. if the funds of the

resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident’s , the funds shall be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that each resident had a refund
policy included in the contract in the event of a
resident's transfer, discharge or , fortof2
sampled residents (Resident #2).

The findings included:

Review of the Residency Agreement {Contract)
on for Resident #2 admitted on
revealed no refund policy in the
contract or in the file for the resident in the event
of Resident #2 transferring, being discharged or
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During an interview with the Administrator and
Staff Aon at 5:10 PM the findings were
discussed and acknowledged. The opportunity
was given to locate the missing information, no
additional documentation was provided for
review.

Class

A 181 58A-5.026(2) FAC Emergency Plan Approval A181
88=D
(2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to 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
rmanagement plan on an annual 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
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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
management agency is considered to have met
ali the criteria and conditions established in this
rute.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility faited to have a

Compi i Pian
{CEMP) approved by the local emergency
management agency.

The findings included:

Upon request to review the CEMP approval letter
for the year of 2019 from the Local Emergency
Management Division, no current documentation
was provided.

Review of the most recent letter from the
Emergency Management Division revealed that
the last CEMP submission was for

and that the CEMP was recently rejected on

During an interview with the Administrator on

at 11:10 AM, it was stated that we have
not had a CEMP approved and that we have
been working with the County to get it approved.
It was stated that | have to resubmit everything on
Friday, and it was previously submitted two
weeks ago. During this time the Administrator
acknowledged that the facility does not have an
approved CEMP, no additional information was
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408.809(2)(a-c); 59A-35.080(2)(d)-{3)
Background Screening-Compliance Attestation

408.809
(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractuat status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print

notification program. If the | | of
such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h}, the person raust submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the ., to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s,
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal bistory records checks
required by level 2 screening may be borne by
the licensee or the person ., . Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within

CZ818
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the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_ i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
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disqualifying offense.
(e) An administrator or chief financial officer must
be screened and qualified priorto | 0
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
D 's file, maintai by the
provider.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to maintain proof of an

ion of i for the
Screening Clearinghouse, for 3 of 3 Staff files
reviewed (Staff A, Staff B and Staff C).

The findings included:
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Review of the fite for Unlicensed Staff (Staff A,
Staff B and Staff C) revealed all were hired on

. Further review revealed that Staff A,
Staff B and Staff G had no documentation of
proof of compliance by attestation that there has
not been a break in service from employment of
more than 90 days and that alf staff had no
previous disqualifying offenses prior to the
background screening.

During an interview on at 5:00 PM
with the Administrator, the missing documentation
was requested and unable to be found by all staff
upon given the opportunity to locate the
documentation. The findings were discussed and
acknowledged during this time, no further
information was provided for review.

Unclassified
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