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Initial Comments.

An unannounced complaint survey for complaint
#2019010232 was conducted at Magnolia
Gardens, LLC., an assisted living facility in
Venice, Florida.

Complaint #2019010232 was substantiated at
tag# 0009,

The following is description of the deficiency.

58A-5.0181(3) FAC; 400.0078(2) Admissions -
Admission Package

{3) ADMISSION PACKAGE,

{a) The facility must make available to potentiat
residents a written statement(s) that includes the
following information listed below. Providing a
copy of the facility resident contract or facifity
brochure containing all the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provided by the facility for that
rate,

3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, if any;

4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate special diets;

6. The availability of transportation and additionat
costs to the resident, if any;

7. Any other special services that are provided by
the facility and additionat cost if any;

8. Social and teisure activities generally offered
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by the facility;
9. Any services that the facility does not provide
but will arrange for the resident and additionat
cost, if any;
10. The facility rules and regulations that
residents must foliow as described in rule
58A-5.0182, FAC.;
11. The facility policy concerning

pursuant to section 429.265,
F.8., and rule 58A-5.0186, F.A.C., and Advance
Directives pursuant o chapter 765, F.S.;
12. If the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents receiving extended congregate care
services. The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facility
including additional costs and any fimitations on
where extended congregate care residents may
reside based on the policies and procedures
described in rule 58A-5.030, F.AC.;
13. If the facility advertises that it provides special
care for individuals with 's and
related . awritten description of those
special services as required in section 429.177,
F.8.; and,
14. The facility's resident elopement response
policies and procedures.
{b) Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:
1. A copy of the resident’s contract that meets the
requirements of rule 58A-5.025, F.A.C.,
2. A copy of the facility statement described in
paragraph (a) of this subsection, if one has not
already been provided,
3. Acopy of the resident’s bill of rights as required
by rute 58A-5.0182, FA.C.; and,
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4. A Long-Term Care Ombudsman Program
brochure that includes the telephone number and
address of the district office.

{c} Documents required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and translated
documents are not available, the facility must
expiain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

400.0078

2) Upon admission to a long-term care facility,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program.

(b} The statewide toll-free telephone number and
e-mail address for receiving complaints.

{c} Information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right.

{d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to provide the resident or resident’s
responsible party, guardian or attorney-in-fact a
copy of the resident's executed contract before or
at the time of admission for 1 (Resident #4) of 3
resident contracts reviewed.

The findings included:

A review of Resident #4's file revealed no contract
was present.
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On at 11:04 am., the Administrator said
Resident #4's son and daughter brought Resident
#4 there, the daughter had to drive home
and took the application packet with her. The
Administrator said it was never returned and
admits he didn't have a signed contract. The
Administrator said Resident #4 was admitted on

. went to the hospitai on and
never returned to the facility.
The Adrinistrator said everything happened so
quickly and Resident #4's belongings were still at
the facility.

On at 5:04 p.m., the Administrator
emailed a copy of the contract signature page
showing the Power of Attorney had signed the
contract on . 17 days after the admission
date stated by the Administrator.

Class Ili

AD0OS

AHCA Form 3
STATE FORM

20-0007

s

308Q11

f continuation sheet ¢ of 4




