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Initial Comments.

Arevisit to a complaint Investigation
{#2018003109) was conducted at My New Home
ALF 1, Inc. on - Deficiencies were
identified at the time of the survey.

429.26(7) FS$; 58A-5.0182(1) FAC Resident Care
- Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services o
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule 58A-5.020,
F.AC.

(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.
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{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a written record, updated as
needed of any significant changes or any
ilinesses that resulted in medical attention for one
out of seven sampled residents (# 5).

Findings included:

Areview of the medication observation record
revealed that the resident had been admitted to
the hospital from to

On at 10:14 AM Staff B stated, "No, | did
not document when she went to the hospital and
when she came " AL 10:21 AM she stated,
"She left the 11th in the afternoon and came

the 17th in the afternoon.”

On at 10:23 AM Staff C stated she went
to the hospital due to

On at 10:24 AM Staff B stated, "She
went to Hospital due to . Fdo not know
how | forgot to write the notes. Everyone else has
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Continued From page 2

notes."

Class Il

429.176 F8; 429.52{ .),58A-5.019(1) FAC
Staffing Standards - Administrators

429.176

Notice of change of administrator -If, during the
period for which a license is issued, the owner
changes administrators, the owner must notify
the agency of the change within 10 days and
provide documentation within 90 days that the
new administrator has completed the applicable
core educational requirements under s. 429.52. A
facifity may not be operated for more than 120
¢ ive days without an inis who
has completed the core educational
requirements.

428.52( ), FS

{4} A new facility administrator must complete the
required training and education, including the
competency test, within 90 days after date of
employment as an administrator. Failure to do so
is a violation of this part and subjects the violator
to an administrative fine as prescribed in s.
429.19.

{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

58A-5.019

Staffing Standards.

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of atl staff
and the provision of appropriate care to alt

A025

AOTT

AHCA Form 3
STATE FORM

20-0007

s

3EROT2

If continuation sheet 3 of 25



Agency for Health Care

PRINTED: 10/10/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11967061

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

R
09/19/2019

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

7151 SW 42ND STREET

MY NEW HOME ALF |, INC
MIAMI, FL

33155

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

3] PROVIDER'S PLAN OF CORRECTION
PREFIX
WG
DEFIGIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(xe
COMPLETE
DATE

AD77

Continued From page 3

residents as required by Part Il, Chapter 408,
F.8., Part|, Chapter 429, F.8., Rule Chapter
59A-35, F.A.C., and this rule chapter.
{a) An administrator must:
1. Beatleast ot
2. If employed on or after
have, at a minimum, a high school dxoloma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to Sections
408.809 and 429.174, F.S,; and
4. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, F.A.C., no later than 90 days after
becommg employed as a facility administrator.
i who have

these requirements before
are not required to take either the 40 hcur core
training or test uniess specified elsewhere in this
rule. Administrators who attended core training
prior to . are not required to take the
competency test unless specified elsewhere in
this ndle.
5. Satisfy the continuing education requirements.
pursuant to Rule 58A-5.0191, FAC.

who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraphs {1)(a)4. of this rule to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
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1. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0191, FAC.; and

2. Complete all additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing &
separate manager for each facility. However, an

supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers to
assist in the operation and maintenance of those
facifities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, and continuing education
requirernents of an administrator pursuant to
paragraph (1)}(a) of this rule. Managers who
attended the core training program priorto . .,

, are not required to fake the competency
test unless specified elsewhere in this rule. in
addition, a manager may not serve as a manager
of more than a single facility, except as provided
in paragraph (1)(c) of this rule, and may not

. serve as an administrator of any

other facility.
{e) Pursuant to Section 429.176, F.S ., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, ., . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No
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This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to appoint @ manager in writing. The facility
failed to have a high school diptoma or equivalent
in fite for the administrator.

Findings included:

A review of the facility provider focator database
showed the administrator supervised two assisted
fiving facilities.

A review of the facility's records showed the

facitity did not have a manager appointed.

Areview of the facility's personnel files showed
no documentation of a high school dipioma of
lent in file for the ini A

On at 11:20 AM, Staff B stated that
facility did not have a manager appointed. She
said the administrator's record had a letter as
documentation of her high school.

Class Ili

A 088 58A-5.0191(7) FAC Training - Nutrition & Food A08S
$8=D| Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
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service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
58A-5.020{1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to provide documentation that the staff
received training in nutrition and food service for
two out of five (Staff D and E) sampled staff. The
facility failed to have the 2 hours continuing
education in topics pertinent to nutrition and food
service for two out of five (Staff A and B) sampled
staff.

Findings included:

A review of the personnel records found Staff D
and E's documentation of training in nutrition and
food service and Staff Aand B's minimum of 2
hours continuing education in topics pertinent to
nutrition and food service was a copy. According
to earlier conversations with the trainer, the
document needed to bear the seal from a
ficensed dietician. Staff D was hired on

and Staff E was hired on

Interview conducted on at 12:00 AM,
Staff B acknowledged they did not have the
update training.
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429.275 (3) FS; 58A-5.021(4); 624.605(1) Fiscal -
Liability Insurance

429.275

{3) The administrator or owner of a facility shalf
maintain liability insurance coverage that is in
force at all times.

58A-5.021

{4) LIABILITY INSURANCE. Pursuant to Section
429.275, F.S., facilities must maintain Hability
insurance coverage, as defined in Section
624.605, F.S., that remains in force at all times.
On the renewal date of the facility's policy or
whenever a facility changes policies, the facility
must file dc ion of i

with the Agency Central Office. Such
documentation must be issued by the insurance
company and must include the name and strest
address of the facility, a reference that the facility
is an assisted living facility, the facility's licensed
capacity, and the dates of coverage.

624.605

{b} Liability insurance.-Insurance against legal
tability for the , injury, or , ofany
human being, or for damage to property, with
provision for medical, hospital, and surgical
benefits to the injured persons, irrespective of the
tegal liability of the insured, when issued as a part
of a liability insurance contract.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain the liability insurance coverage
inforce.

Findings included:

Review of the liability insurance showed that it
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Continued From page 8

covered from to

Interview conducted on at 9:45 AM,
Staff B stated she was unable to renew the
fiability insurance because the facility's license
was in litigation. The insurance company will
renew our insurance when we correct the
deficiencies.

Class Il

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Cther

{3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)a), F.S.;

2. Be maintained free of hazards; and

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

(b} Pursuant to Section 429.27, F.8., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with 2 mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident;

2. Acloset or wardrobe space for hanging

clothes;

3. Adresser, or other furniture designed for

storage of clothing or personal effects;

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and
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5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make availabte linens and
personal laundry services for residents who
require such services. Linens provided by a
facliity must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to ensure that all existing architectural, and
structural systems, and appurtenances are
maintained in good working order.

Findings included:

During tour of the facility on at 8:40 AM
observed that the right side of the fence in the
packyard was broken. The ceiling in the kitchen
had some paint peeling and a large section of the
paint had bubbles; there was a small yeliow stain
on the ceiling in the living room.

On at 8:40 AM Staff C stated, "l have
been working here for 6 months and the fence
was already like that. They are tatking to the
neighbor to put a new fence.”

On at 9:20 AM Staff C stated, "It is not
humidity. The kitchen ceiling has a design.” When
touched with a rod | the ceiling and the painting
was loose, then at :22 AM she stated, "l always
thought it was a design. | have never seen water
dripping from there.”
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Continued From page 10

On at 8:25 AM Staff C, "There is no
feaking in the fiving room, { know they fixed it."

Class lli

58A-5.024(1) FAC Records - Facility

The facifity must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity, if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
(b} An up-to-date admission and discharge log
fisting the names of all residents and each
residents:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha =, s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident fo the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.A.C. [f the resident dies while in the care of the
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facility, the log must indicate the date of

(c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the [og described in paragraph
(b).

(d} The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC;

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0181, F.A.C.
{h} If the facility advertises that it provides special
care for persons with s or
related . a copy of all such facility
advertisements as required by Section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

{j) Alt food service records required in Rule
58A-5.020, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate,

{k} Al fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
B89A-40, F.A.C., issued within the last 2 years.

{) Al sanitation inspection reports issued by the

A180

AHCA Form 3020-0001
STATE FORM

bl 3EROT2

f continuation sheet 12 of 25



PRINTED: 10/10/2019

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
R
AL11967061 R ———— 09/19/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7151 SW 42ND STREET
MY NEW HOME ALF 1, INC
MIAMI, FL 33155
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 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 160 | Continued From page 12 A180

county health department pursuant to Section
381.031, F.S,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Section 429.35, F.S_, all

survey, i ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-5.031, F.AC,,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that the admission and discharge
fog included the address to which the resident
was discharged for two out of six (Resident #1
and #4) sampled residents.

Findings included:

Review of the admission and discharge log
showed that Resident #1's discharge date was on

by 'own decision’ and the discharge
place showed 'own decision’. Resident #4's
discharge date was on by family
decision and the discharge place showed
'daughter's house'.

Interview conducted on at 10:56 AM,
Resident's #1 sister stated that the resident was
tiving with her.

Interview conducted on at 11:11 AM,
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Staff B stated that Resident's #4 daughter

decided to move her father to her husband's

facility. She was his representative and moved

him. Staff B stated that she did not acknowledge

that the home address to which the resident was

discharged needed to have to be documented in

the admission and discharge log.

Class i

A161] 429.275(2) FS; 58A-5.024(2) FAC Records - Staff A181

$8=D
429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of i with all
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

58A-5.024
{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-5.0191, FA.C,;
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
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certification;
3. Documentation of compliance with leve 2
background screening for ali staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 58A-5.019, FAC,;
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rute
58A-5.018, FAC,;
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
rust maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in Rule 58A-5.019, F.A.C.
(c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule 58A-5.019,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to ensure the staff records had
documentation of the required Level 2
packground screening resuits for one out of five
(Staff A) sampled staff,

Findings included:

Review of Staff A's record showed documentation
of the level 2 background screening dated

A8t
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Areview of the background screening database
showed Staff A had an eligibility status dated

Interview conducted on at 12:05 PM,
Staff B confirmed that Staff A's record did not
have documentation of the level 2 background
screening done on

Class Ili

58A-5.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;

2. H

3. Race;

4. Date of birth;

5. Place of birth, if known;

8. Social security number;

7. Medicaid and/or Medicare number, or name of
other health insurance B

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in Rule
58A-5.0181, FA.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or

A8t

A182)

AHCA Form 3
STATE FORM

20-0007

s

3EROT2

f continuation sheet 16 of 25



Agency for Health Care

PRINTED: 10/10/2019

FORM APPROVED

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

AL11967061

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
09/19/2019

NAME OF PROVIDER OR SUPPLIER

MY NEW HOME ALF |, INC

MIAMI, FL

33155

STREET ADDRESS, CITY, STATE, ZIP CODE
7151 SW 42ND STREET

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

A 162}

Continued From page 16

implemented by the facility that require a heaith
care provider ' s order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-5.020,
F.A.C., if applicable.

(e} The resident care record described in
paragraph 58A-5.0182(1)(e), F.AC.

{fiA  _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
recelving assistance with the activities of daily
{iving must have their  _  recorded
semi-annually.

(g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FA.C., if
such consent is not included in the resident’s
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 58A-5.0185, F.A.C.

{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in Rule 58A-5.025, FAC.

{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.S.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27 F.8.

(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form

{A162)
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Alternate Care Certification for

( ), CF-ES 10086,
, which is hereby incorporated by reference
and avaitable for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 58A-5.0181,
F.AC.

{0) The resident’s B
DH Form 1896, if applicable.

(p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personat, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement;

2. The resident demographic data required in this
paragraph;

3. The health assessment described in Rule
58A-5.0181, FAC;

4. The resident's contract described in Rule
58A-5.025, F.AC.; and

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the

{A162)
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facitity.

(q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
{icense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure that licensed
staff assisted { resident with the
seif-administration of medication failed to the
signed informed consent in the record for one out
of seven sampled residents (#5). The facility
failed to have an accurate health assessment for
one out of seven sampled residents (# 3).

Findings included:

Review of Resident # 5's record revealed that the
informed consent to assist with
self-administration of medications was not
signed.

On 09.19/19 at 10:15 AM Staff B stated, "We
assist Resident # 5 with the medications. | forgot
to send the consent to the daughter to sign."

On at 8:30 AM upon arrival to the facility
Resident # 3 was out walking around the
neighborhood. At 9:40 AM observed Resident # 3
coming to the facility alone walking with a

{A162)

AHCA Form 3
STATE FORM

20-0007

s

3EROT2

f continuation sheet 19 of 25



Agency for Health Care

PRINTED: 10/10/2019

FORM APPROVED

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

AL11967061

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

R
09/19/2019

NAME OF PROVIDER OR SUPPLIER

MY NEW HOME ALF |, INC

MIAMI, FL

33155

STREET ADDRESS, CITY, STATE, ZIP CODE
7151 SW 42ND STREET

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

A 162}

A167)
58D

Continued From page 19

cane.

Review of Resident # 3's record revealed that the
health assessment completed on

revealed that the resident was on

precautions and requires supervision with
ambulation.

On at 11:10 AM Staff B stated,
"Resident # 3 walks alone outside. The daughter
wants him to walk. The doctor must do a new
health assessment because it is a significant
change. He walks alone.”

Class Il

58A-5.025 FAC; 429.24 FS Resident Contracts

58A-5.025

(1) Pursuant to Section 429.24, F.S., the facility
rmust 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} A list 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,

{A162)
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F.S.;

(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
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
nofification, 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;

(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facitity is ficensed 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 sociat
service agency for placement. If there is
disagreement regarding the appropriateness of
placement, provisions outlined in Section

{A16T)

AHCA Form 3
STATE FORM

20-0007

s

3EROT2

f continuation sheet 21 of 25




PRINTED: 10/10/2019

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
R
AL11967061 R ———— 09/19/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7151 SW 42ND STREET
MY NEW HOME ALF 1, INC
MIAMI, FL 33155
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (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 187} | Continued From page 21 {A 167}

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 affer a significant change, pursuant
to subsection (4) of that rule;
{) The facility's policies and procedures for
self-administration, assistance with

inistration, 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 to subsection (8} of that rule; and
{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 to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations 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
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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 deern appropriate. A new
service or accommodation added fo, 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.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
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
focated; shall be kept separate from the funds
and property of the facility; may not 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
facility'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 licensee agrees fo reserve a bed fora
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facifity, or, facility, the
resident or his or her responsible party shall notify
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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, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.
{4) The contract shalf state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.
{6} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

- imposed upon it by this part or rules
adopted under this part.
{8} In lieu of the provisions of this section,
facilities certified under chapter 651 shall comply
with the requirements of 5. 651.055.
{7} Notwithstanding the provisions of this section,
facitities which consist of 80 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
1§ of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's or relocation
due to, 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 tocated within one or
more buildings containing other similar or ke
residential units.
{8) The department may by rule clarify terms,

{A16T)
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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 record review and interview, the facility
failed to have the contract executed by the
resident or his legal representative before or at
the time of admission for one out of seven
sampled residents (# 6).

Findings included:

Review of Resident # 6's record revealed that his
contract was signed on by his daughter.
The record further reveated the daughter had a
power of attorney that was only valid for
healthcare decisions.

On at 10:48 AM Staff C stated, "But she
is the one that pays me.,"

Class Ili

{A16T)
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