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Initial Comments.

A complaint investigation (Complaint Number:
2019011421 and 2019013008) was conducted at
Royal Qaks Manor Assisted Living Facility on

. Deficiencies were identified at the time
of survey

429.27( ) FS; 58A-5.021(2) FAC Fiscal -
Resident Trust Funds

429.27

{3) A facility, upon mutual consent with the
resident, shall provide for the safekeeping in the
facitity of personai effects not in excess of $500
and funds of the resident not in excess of $500
cash, and shail keep complete and accurate
records of all such funds and personal effects
received. If a resident is absent from a facility for
24 hours or more, the facility may provide for the
safekeeping of the resident's personal effects in
excess of $500.

(4} Any funds or other property belonging to or
due to a resident, or expendable for his or her
account, which is received by a facility shalt be
trust funds which shail be kept separate from the
funds and property of the facility and other
residents or shall be specifically credited fo such
resident. Such trust funds shall be used or
otherwise expended only for the account of the
resident. At least once every 3 months, unless
upon order of a court of competent jurisdiction,
the facifity shall furnish the resident and his or her
guardian, trustee, or conservator, if any, a
complete and verified staterent of all funds and
other property to which this subsection applies,
detailing the amount and items received, together
with their sources and disposition. In any event,
the facility shall furnish such statement annually
and upon the discharge or transfer of a resident.
Any governmental agency or private charitable
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agency contributing funds or other property to the
account of a resident shall also be entitled to
receive such statement annually and upon the
discharge or transfer of the resident.

{6) Any personal funds available to facility
residents may be used by residents as they
choose to obtain clothing, personat items, leisure
activities, and other supplies and services for
their personal use. A facility may not demand,
require, or contract for payment of all or any part
of the personal funds in satisfaction of the facility
rate for supplies and services beyond that
amount agreed to in writing and may not levy an
additional charge to the individual or the account
for any supplies or services that the facility has
agreed by contract to provide as part of the
standard monthly rate. Any service or supplies
provided by the facility which are charged
separately to the individual or the account may be
provided only with the specific written consent of
the individual, who shall be furnished in advance
of the provision of the services or supplies with
an itemized written statement to be attached to
the contract setting forth the charges for the
services or supplies.

58A-5.021

{2) RESIDENT TRUST FUNDS. Funds or other
property received by the facility belonging to or
due a resident, including personal funds, must be
held as trust funds and expended only for the
resident’s account. Resident funds or property
may be heid in one bank account if a separate
written accounting for each resident is
maintained, A separate bank account is required
for facility funds; co-mingling resident funds with
facitity funds is prohibited. Written accounting
procedures for resident trust funds must include
income and expense records of the trust fund,
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including the source and disposition of the funds.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to keep complete and accurate records of
resident's funds for Resident #1 and #2 of seven
sampled residents.

Finding included:

Attempted record review conducted on

for Resident #1, revealed that there were not
complete and accurate records for Resident #1's
fund account kept by the facility (photographic
evidence).

Record review conducted on revealed
Resident #2 had not received his $54.00 for the
month of due to the lack of signature of
the resident (photographic evidence).

In an interview conducted with Resident #2 on

at 1:27 PM Resident #1 stated that he
didn't think he had received his funds for the
month of

In an interview with the administrator conducted
on at 1:00 PM she confirmed that
Resident #1's fund account was not complete or
accurate and that Resident #2's signature fine to
confirm that he had received the funds for the
month of was blank.
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