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AQCQ] Initial Comments

An announced initial survey was completed on

at Sunshine Assisted Living Home Care
Facility, an assisted living facility (licensure
pending) in Cape Coral, Florida.

The following is a description of the deficiencies
identified during the survey.

A008 429.26( ) FS; 58A-5.0181(2) FAC Admissions -
Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physiclan, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facility. The signed and completed medical
ination report shail be i to the
owner or administrator of the facility who shait
use the information contained therein to assist in
the ination of the i of the
resident’s admission and continued stay in the
facitity. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made avaitable
to the agency during inspection or upon request.
An 1t that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfills the i for a medicat inati
under this subsection and s. 429.07(3)(b)6.
{6) Except as provided in s. 429.07, if a medical
ination has not been within 60
days before the admission of the resident to the
facility, a ficensed physician, licensed physician
assistant, or ficensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
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enable the facility owner or administrator to
the i of the i

The medical examination form shali become a
permanent part of the record of the resident at
the facifity and shall be made available to the
agency during inspection by the agency or upon
request.
{B) Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall bave been examined by
medical personnel within 30 days before
placement in the facifity. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the

ivi has been by a psychiatrist,
¢clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion retated to appropri for
placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shait
provide to the facility administrator any
information about the resident that would help the

ini meet his or herr ibifiti

under subsection (1). Further, department
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personnel shall expiain to the facility operator any
special needs of the resident and advise the
operator whom to cali should problems arise. The
applicable depariment shall advise and assist the
facitity administrator where the special needs of
residents who are recipients of |

require such assistance.

58A-5.0181

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care provider as specified in either

paragraph (a) or {b} of this subsection.

{a) A medical examination completed within 60

calendar days before the individual's admission to

a facility pursuant to section 429.26(4), F.S. The

examination must address the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or . . services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

. ' or any other
communicable , which are likely to be
fransmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
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assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 464, F.S.

{b} A medical examination completed after the
resident's admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Heaith Assessment for Assisted

Living Faciliies, . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No

=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the health care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of compieting the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823,
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
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days after admission.
(d} Medical examinations of residents placed by
the department, by the Department of Children
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rule.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services to be provided or supervised by the
facility may be attached to the health
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

s . 1o be administered
in the case of or ., . .
{0} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415,105 or
415.1051, F.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule Is not met as evidenced by:
Based on record review, and interview, the
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administrator failed to have a current Agency for
Health Care administration (AHCA) Form 1823,
Resident Heaith Assessment for Assisted Living
Facilities, available.
The findings included:
On a review of the Health Assessment
AHCA Form 1823, revealed it was an old form
dated
On at 9:45 a.m., the administrator said she
went to training in Miami and they gave her
sample forms, She verified she had not checked
to see she had the current form required by the
regutations.
Class
A 009 58A-5.0181(3) FAC; 400.0078(2) Admissions - A D09

Admission Package

{3) ADMISSION PACKAGE.

(a} The facility must make available o potential
residents a written statement(s) that includes the
following information fisted below. Providing a
copy of the facility resident contract or facility
brochure containing alt the required information
meets this requirement.

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

2. The daily, weekly or monthiy charge to reside
in the facility and the services, supplies, and
accommodations provided by the facifity 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
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provide to residents and additional costs to the
resident, if any;
5. Food service and the ability of the facility to
accommodate speciaf 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. Soclal and leisure activities generally offered
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 follow as described in rule
58A-5.0182, FAC,;
11. The facility policy concerning

pursuant 1o section 429,255,
F.8., and rule 58A-5.0186, F.A.C., and Advance
Directives pursuant to chapter 765, F.S.;
12. if the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents recelving 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 limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in rule 58A-5.030, FA.C.;
13. If the facility advertises that it provides special
care for individuals with ‘s and
related . awritten descnptlon of those
special services as required in section 429.177,
F.8.; and,
14. The facility'’s resident efopement response
policies and procedures.
(b} Before or at the time of admission, the
resident, or the resident's responsible party,
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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.AC.,

2. A copy of the facility statement described in
paragraph (a} of this subsection, if one has not
already been provided,

3. A copy of the resident's bill of rights as required
by rule 58A-5.0182, F.A.C; and,

4. A Long-Term Care Ombudsman Program
brochure that includes the telephone number and
address of the district office.

{c} Pocuments required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and franslated
documents are not available, the facility must
explain 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 toli-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 develop a complete admission
packet for distribution to residents and their
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responsible parties.
The findings included:

On review of the facility admission packet
revealed the following:

1. The admission and retention criteria did not
include the regulatory changes made in .,

and further referenced "rules and
regulations of the Department of Children and
Family Services” rather than Department of Elder
Affairs.
2. The "Exit Policy" documented the resident's
responsible party and persons wanting to take the
resident off-site must have the "permission* of the
administrator and further required those
authorized to remove a resident be listed on a
form. This is in violation of Chapter 429.28
Florida Statutes Resident Bill of Rights.
3. The consent to release personal information
was a one-lime blanket release to "release
personal and medical information, which is
confidential, to other agencies, organizations, or
entities that are directly involved in the
appropriate care of the resident ._of this facifity."
This is in conflict with the residents’ right to
specify any person they wish to aflow access to in
writing. Instead it allows the administrator and
any staff to determine who to release information
to.
4. The Smoking Policy and Procedures allowed
for smoking in "designated areas only. No
Smceking signs are placed on area where
smoking is prohibited.” Observation on
found no signs regarding smoking anywhere on
the property.
On at 9:30 a.m., the administrator said she
would allow smoking outside in the covered
area, but had not yet posted a sign, nor had she
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obtained non-combustible ashtrays.

5. The Bed Hold Policy showed, "The maximum
bed-hold period will be 45 days, which may be
extended upon written approval of the ALF
Administrator.” The policy was incomplete and
did not match page 7 of the facility contract.

6. The form "The Resident and Responsible
Party, if any, agrees to: “included:" "3. Pay all fees
and charges described in the agreement upon the
terms agreed to there in. In the event we must
take action to collect past due payments,
Resident/Responsible Party agrees to pay the
cost of such charge including reasonable
attorney's fees.” This was not included in the
contract nor incorporated thereto.

Further point number "6. Provide or be
responsible for personal items of clothing and to
make available personal spending money." That
clause was not found in the contract under
resident rights, duties and responsibilities. The
clause did not make anyone responsible for
resident supplies which the facility was not
providing. The contract showed the facility was
only responsible for “soap, toilet paper and
toothpaste”.

7. The stand-alone "Refund Policy” was
incomplete and did not include alt information
required by Chapter 429.24 Florida Statutes, and
did not match the contract.

8. The form "Facility Rules” item "2. All services
provided o the resident by external
representatives must be provided out of
mealtimes and by .., . This is in conflict
with Chapter 428.28 Resident Bill of Rights for
unrestricted private communication between the
hours of 8:00 a.m. and 9:00 p.m.

ltem 7. During meal time, if the resident has a
visitor, the visitor may share the mealtime with
the resident, if it pleases him/her." is in conflict
with page 4 of the contract, "All services provided
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to the resident by external representatives must
be provided out of mealtimes.”
9. The form "Reporting , Neglect, and

.\ " lacked a complete procedure.
There was no procedure for who would report
what to whom, when or how. Further the policy
{acked any documentation procedure. This policy
and procedure is required by 38A-5.0191 (3)(c) to
be used as the basis for the 1 hour training
required for all direct care staff,
10. The form "Arrangements” under Procedures:
documents the facility will "arrange or provide
transportation to and from these services
[medical |, }"and "... we also arrange
or provide transportation to and from these
services.” This form is in conflict with the contract
which allows for arranging transportation only.
11. The form "Transportation of Residents to
Medical || " under Procedures
included, "5. If the resident is either physicaily or
mentally incapable of remaining at the physician's
office without supervision, a nurse aide must be
scheduled to accompany the resident.” and "6.
The services of the nurse’s aide are considered
part of their person care package offered by the
ALF."
On at 10:00 a.m., the administrator said
she did not know the clause of providing a staff
person as escort to medical .., was in
the form,
12. The Elopement procedure form spoke to
sections of the building and a procedure for a
farge building with many staff on each shift. The
facifity is a 6 bed ALF.
On at 10:16 a.m., the administrator said
she would likely have 1 person on duty in the
evening and nights. She verified she had not
adapted the procedure for her small ALF.
13. The form "Informed Consent to Assistance
with Medication by Unlicensed Personnel”

AHCA Form 3020-0001
STATE FORM

s

RR7UH1

# continuation sheet 11 of 39




Agency for Health Care

PRINTED: 10/23/2019

FORM APPROVED

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

AL 11969426

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

01/03/2019

NAME OF PROVIDER OR SUPPLIER

SUNSHINE ASSISTED LIVING HOME CARE FACILITY

RD TERR

CAPE CORAL, FL 33990

STREET ADDRESS, CITY, STATE, ZIP CODE
1422 SE 234

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG 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

A009| Continued From page 11

showed the staff would complete "a 4-hour
training course" rather than a 6 hour training
course currently required. The form detailed
those duties allowed under "Assistance with
seif-administration” but lacked the new duties
currently allowed under Chapter 429.256 Florida
Statues and Chapter 58A-5.0185 Florida
Administrative Code.
14. The admission packet did not include the
required Advanced Directive information and
handouts required, except for the policy.
15. The admission packet did not include the
ini fion and hy ing
16, The admission packet did not include the
Control, Sanitation and Universal
Precaution Poficy and Procedure. This policy and
procedure is required by 58A-5.0191 (3)(a) to be
used as the basis for the 1 hour training required
for alt direct care staff.

On from 9:00 am. to 11:30 a.m., during
the contract and admission packet review, the
administrator said she attended training in Miami.
They gave her forms and samples. She verified
she did not fully read each form nor develop a
comprehensive admission packet.

Class Ili

A 030 58A-5.0182(6) FAC; 429.28( )FS429.27
Resident Care - Rights & Facility Procedures

58A-5.0182

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(a) A copy of the Resident Bill of Rights as
described in section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely

AD0OS
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accessible resident area, and included in the
admission package provided pursuant to rule
58A-5.0181, FAC.
{b} In accordance with section 428.28, F.S., the
facitity must have a written grievance procedure
for recelving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
impltemented upon receipt of a complaint.
{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rule 58A-5.0181, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilitie:
and tobacco use;
3. Medication storage;
4. Resident elopement;

5. Reporting resident , neglect, and

6. ini ive and he

and requirements;

7. control, sanitation, and universal

AHCA Form 3020-0001
STATE FORM

o RR7U

f continuation sheet 13 of 3




PRINTED: 10/23/2019

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
AL11969426 8. WING 01/03/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1422 SE 23RD TERR
SUNSHINE ASSISTED LIVING HOME CARE FACILITY
CAPE CORAL, FL 33990
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH 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}
A030| Continued From page 13 AD30

precautions; and,

8. The requirements for coordinating the delivery
of services to residents by third party providers.
{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f} The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant 1o section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capagcity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

{g) In addition to the requirements of section
429.41(1)(k}, F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.~

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Flarida, or the Constitution of the United States
as a resident of a facifity. Every resident of a
facitity shall have the right to:

(a} Live in a safe and decent living environment,
free from and neglect.
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{b) Be treated with consideration and respect and
with due recognition of persenat dignity,
individuality, and the need for privacy.
{c} Retain and use his or her own clothes and
other personat property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
[ access to a . and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.
{e) Freedom to participate in and benefit from
community services and activities and to achieve
the highest possible level of independence,

L and i ion within the 8
{fy Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
aftorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
(g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any

A030
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resident.

(i) Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

{k} At feast 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facitity providing a more skilled evel of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally .\ . the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation shail be set forth in writing. In order for
a facility to terminate the residency of an
individual without notice as provided herein, the
facility shatf show good cause in a court of
competent jurisdiction.

{l) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, . .and
prohibitions set forth in this part is posted ina
prominent place in each facllity and read or
explained to residents who cannot read. ... The
notice must state that a complaint made to the
Office of State Long-Term Ombudsman cor a local
fong-term care ombudsman council, the names

A030
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and identity of complainants are kept confidentiat
pursuant to s, 400.0077 and that retaliatory action
cannot be taken against a resident for presenting
grievances or for exercising any other resident
right. The facility must ensure a resident's access
toa 1o call the tocal
council, central hotmail, and
Rights Florida.

429.27(1)(a), FS
Property and personal affairs of residents -
{1){a} A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

.\ or ) under state law,
managing his or her own affairs.
(b} The adrission of a resident to a facility and
his or her presence therein sha not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
such persons any authority or responsibility for
the personat affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
administrator failed to ensure a safe environment,

The findings included:
1.0n during the facility tour from 11:30

a.m. fo 12:30 p.m., an unsecured bed rail was
observed on a bed in resident # . The rail

A030
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went under the mattress and did not secure firmly
to the bed frame, thereby creating movement and
farge gaps. This device was made like a metal
bar in a u shape. it had a unprotected gap
between the sides of the bar more than 4 and
inches and therefore would allow for a person to
be caught or strangled by the device.

2.0n during the facility tour from 11:30
a.m. to 12:30 p.m., a closet knob was observed
to have metal pieces painted white and adhered
to the wooden knob.

3.0n during the facility tour from 11:30
am. to 12:30 p.m., the administrator said she did
not think of the bed rail as a hazard. She did not
know why the device was for sale if it was a
hazard. She also said she had thought of
replacing the wooden closet knob, but had not
done it.

**photos on file*

Class Ili

A 055 58A-5.0185(6) FAC Medication - Storage and
Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
iocked when residents are absent or the
medication is stored in a secure place that is out

A030
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of sight of other residents.
(b} Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facliity must maintain a list of all medications
being stored pursuant to such a request;

. The ication is i and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The faciiity's rules and reguiations require
central storage of medication and that policy has
been provided to the resident before admission
as required in rule 58A-5.0181, F.A.C.
{c} Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all

times;

2. Located in an area free of dampness and
fol , except that a i

requiring refrigeration must be kept

Refrigerated medications must be secured by
being kept in & locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;

3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of or inisteri ication. Such
staff must have ready access to keys or codes to
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the medication storage areas at all times; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d) ication that has been di: i but
has not expired must be returned fo the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. if
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident's health care provider.
{e) When a resident's stay in the facility has
ended, the administrator must return all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
atleast 15 days, the resident's medications are
stifl at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{fy Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident’s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{0) Facilities that hold a Special-ALF permit
tssued by the Board of Pharmacy may re(urn
drugs to the di
pharmacy pursuant to rule 64B16-28.870, FA.C.

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
administrator had not developed a usable secure
storage area for resident medications.
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The findings included:

On during the facility tour from 11:30 a.m.
0 12:00 p.m., a closet was observed to have a
iarge dresser in it. The dresser was oriented
fengthwise in the closet. With the drawers
closed, the dresser aflowed approximately 18
inches for staff to squeeze into the closet to
access plastic containers which would house
resident medications.

At that time, the administrator said she had not
really thought of how a staff person would be able
to getinto and out of the dresser with the
medications. She said she could make space in
the office and secure medications there
somehow.

**Photos on file*™

Class Il

AOT7| 429176 FS; 429.52(  ),58A-5.019(1) FAC
Staffing Standards - Administrators

429.176

Notice of change of administrator.-If, during the
pertod 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 80 days that the
new in has the 1
core educational requirements under s. 429.52. A
facitity may not be operated for more than 120
consecutive days without an administrator who
has completed the core educational
requirements.
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42052( ) 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.

{6} 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 facility including the management of all staff
and the provision of appropriate care to alf
residents as required by Part il, Chapter 408,
F.S., Part), Chapter 428, F.S., Rule Chapter
59A-35, F.A.C., and this rule chapter.
{a) An administrator must:
1. Be at least .
2. If employed on or after
have, at a minimum, a high school dnploma or
GED,;
3. Be in compiiance 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-5.1 0191 F.A.C., nolater than 90 days after
D as a facility i

who have
these requirements before
are not required to take either the 40 hour core
training or test uniess specified elsewhere in this
rule. Administrators who attended core fraining
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priorte .., . 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.

ini who are not in i 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:
1. Complete the core training and core
competency test requirements pursuant to Rule
58A-5.0181, FAC and
2. Complete ail additional training requirements if
the facifity maintains ficensure as an extended
congregate care or limited mental health facility.
c) ini may supervise a d of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a i of three
assisted living facilities, each ficensed 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
facilities.
(d} An individual serving as a manager must
satisfy the same qualifications, background
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screening, core training and competency test
requirements, and continuing education
requirernents of an administrator pursuant fo
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
=Ref-04002.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
administrator failed to ensure her high school
diploma or equivalency was included in her
personnel record.

The findings included:
On , a review of the administrator's
personnel record did not include a diploma or

equivalency.

On at 11:30 a.m,, the administrator said it
had been a long time since then and she did not
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Class
A084| 58A-5.0191(6) FAC 429.52 (6), FS Training - A084

Assis Self-Admin Meds & Med Mgmt

58A-5.0191
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who wnl! be prowdlng assistance thh the
i as in
rule 58A-5.0188, F. A C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
orior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements W|th respect 1o the supervision,
istration, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as ibed; re of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shatf
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.
{b} The training must be provided by a registered

AHCA Form 3020-0001
STATE FORM

s

RR7UH1

f continuation sheet 25 of 3




Agency for Health Care

PRINTED: 10/23/2019

FORM APPROVED

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

AL 11969426

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

01/03/2019

NAME OF PROVIDER OR SUPPLIER

SUNSHINE ASSISTED LIVING HOME CARE FACILITY

RD TERR

CAPE CORAL, FL 33990

STREET ADDRESS, CITY, STATE, ZIP CODE
1422 SE 234

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

A084

Continued From page 25

nurse or licensed pharmacist who shall issue a
training certificate fo a trainee who demonstrates,
in person and both physically and verbally, the
ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
58A-5.0185, F.A.C., including:
a. Assist with oral dosage forms, .., dosage
forms, and | . \ and
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
"as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the

by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, to perform »
testing;
k. Assist residents with .
and continuous positive airway pressure {CPAP)
devices, excluding the titration of the

AD084

AHCA Form 3
STATE FORM

20-0007

s

RR7UH1

f continuation sheet 26 of 3




PRINTED: 10/23/2019

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
AL11969426 8. WING 01/03/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1422 SE 23RD TERR
SUNSHINE ASSISTED LIVING HOME CARE FACILITY
CAPE CORAL, FL 33990
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH 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}
A084| Continued From page 26 AD084

fevels;
1. Apply and remove stockings and
hoslery;
m. Placement and removal of . bags,
excluding the removal of the .. or
manipulation of the site; and,
n. Measurement of . s rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
i with self-admini; d i

and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
seif-administration of medication and have

4 hours of
with self-administration of medication training
must complete an additionat 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52 (8), FS

{6) Staff involved with the management of
medications and assisting with the
seif-administration of medications under s.
429.256 must complete a minimum of 6
additional hours of training provided by a
registered nurse, licensed pharmacist, or
department staff. The department shall establish
by rule the minimum requirements of this
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additional training.

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
administrator failed to ensure someone trained in
the seif-administration of medications would be
avaifable to provide medications.

The findings included:

On , record review revealed no
documentation of medication training in the
administrator's personnel record.

On at 11:30 a.m., the administrator said
she had a 4 hour training in medications. She
verified the documentation was not present. She
agreed she did not have the additional 2 hours of
new medication training required since

for a total of 8 hours of medication training.
The administrator also verified she had not hired,
nor interviewed anyone for staff positions

Class Ili

58A-5.024(1) FAC Records - Facility

The facility 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.

AD084
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{1) FACILITY RECORDS. Facifity 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 fog
fisting the names of all residents and each
resident's:

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 to 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 retum pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

(c) Alog listing the names of alf 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
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care for persons with s or
related , a copy of all such facility
advertisements as required by Section 429.177,
F.s.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, F.AC.
{j) Al 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} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C,, issued within the last 2 years.
{I) All sanitation inspection reports issued by the
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
iast 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 staff interview, the
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administrator did not develop an admission and
discharge log.

The findings included:

On from 9:00 am. to 12:00 p.m., an
admission discharge log form was not observed
amongst the forms reviewed.

On from 9:00 am. to 12:00 p.m., the
administrator verified she did not have an
admission discharge form amongst the forms.
provided for review.

Class

A181| 420.275(2) FS; 58A-5.024(2) FAC Records - Staff A181

429.275

{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if
applicable, documentation of compliance with all
training requirerments of this part or applicable
rule, and a copy of alf 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
must contain, at a minimum, a copy of the

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

. In addition, records must contain the
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following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-5.0191, FAC,;
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification;
3. Documentation of compliance with levef 2
packground screening for alt staff subject to
screening requirements as specified in Section
429.174, F.8,, and Rule 58A-5.019, FAC,;
4. For facilities with a ficensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
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 facifity. However, the facility
must maintain a copy of the contract between the
facility 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 68A-5.018,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
administrator failed to maintain documentation of
freedom from communicable and
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The findings included:
On , record review of the administrator's
personnel record did not find a freedom from
communicable "
statement from a health care practitioner.
On at 11:30 a.m., the administrator verified
the documentation was missing. The
administrator further verified she had not hired
anyone else and she would be providing care to
any one admitted upon licensure.
Class Ill
A187| 58A-5.025 FAC; 429.24 FS Resident Contracts A167

58A-5.025

{1} Pursuant to Section 429.24, F .S, 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.;
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{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
facitity, 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
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;
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{k} A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.AC., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule;
(1) The facility's policies and procedures for
seif-administration, assistance with

if- inistration, and ini ton 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 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
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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.
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
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 licensee agrees to reserve a bed fora
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

A187

AHCA Form 3
STATE FORM

20-0007

s

RR7UH1

f continuation sheet 36 of 3.




Agency for Health Care

PRINTED: 10/23/2019

FORM APPROVED

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

AL 11969426

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

01/03/2019

NAME OF PROVIDER OR SUPPLIER

SUNSHINE ASSISTED LIVING HOME CARE FACILITY

RD TERR

CAPE CORAL, FL 33990

STREET ADDRESS, CITY, STATE, ZIP CODE
1422 SE 234

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

Continued From page 36

refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.
{4} The contract shall state whether or not the
facitity is affiliated with any refigious organization
and, if so, which organization and its general
responsibility to the facility.
{B} 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.
{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 record review, and staff interview, the

A187
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administrator failed to ensure the contract
contained all required information pursuant to
Chapter 429.24 Florida Statutes and Chapter
58A-5.025 Florida Administrative Code.

The findings included:

On a review of the contract revealed the
contract did not include:

1. Accommeodations, whether the rented room
would be private or semiprivate.

2. Activities which the facility would be providing.
3. Page 1 allowed for the advanced payment of a
security deposit, but did not include the refund
policy for such.

4. Under resident's rights, duties and -

from pages .. , the facility did not include that the
resident and responsible party are responsible to
provide all needed supplies.

On page 1, the contract only included the
provision of soap, toilet paper and toothpaste by
the facility.

On page 4 of this section the contract requires
visitors to wait in the fiving room if they arrive
during a mealtime. In the admission packet
Facility Rutes, a visitor is allowed to join the
resident at mealtime.

On page 4 of this section, the contract restricts
the allowance of a television set only with the
prior approval of the facility administrator, Theis
a conflict with Chapter 429.28 Resident Bill of
Rights "and the right to retain and use his or her
own clothes and other personal property in his or
her immediate living quarters.."

5. Incomplete refund policy per Chapter 429.24
Florida Statutes by not including the refund time
frame.

6. Missing the facility's Policy.
7. Did not include the facility is a secure building.
8. Did not include the services of a physical
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. .. occupational . .. and speech
. which the application documented would
be included services.
On from 9:00 a.m. to 11:30 a.m., during
the contract and admission packet review, the
administrator said she attended training in Miami.
They gave her forms and samples. She verified
she did not fully read the contract and each form.
She further verified she did not have a contract
with a physical . .. an occupational
. and a speech . although she
had marked the application as providing those
services.
Class Ili
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