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Initial Comments.

A re-licensure survey with Extended Congregate
Care (ECC) was conducted in conjunction with
Complaint Investigations #2020002003 and
#2020015668 on s and

. Windsor at Celebration had
deficiencies related to the re-licensure survey at
the time of the visit.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medicat examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
exarmination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
exarmination form, reflecting the resident's
condition on the date the examination is
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performed, becomes a permanent part of the
facifity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been
through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.
{6} Any resident accepted in a facility and placed
by the Departrent of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and must be submitted to the facility
owner or administrator. Additionally, in the case
of a mental health resident, the Department of
Children and Families must provide
documentation that the individual has been

by ap: I , clinical psy

clinical social worker, o7 , ., nurse, o 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 mentat hospital
meets the requirements of this subsection related
to appropriateness for placement as a mental
health resident provided that it was completed
within 90 days prior to admission to the facility.
The Department of Children and Families shalt
provide to the facility administrator any
information about the resident which would help
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the administrator meet his or her responsibifities
under subsection (1). Further, Department of
Children and Families personnel shall explain to
the faciiity operator any special needs of the
resident and advise the operator whom to call
should problems arise. The Department of
Children and Families shall advise and assist the
facitity administrator when the special needs of
residents who are recipients of .,

o require such assistance,

59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-to- 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.8. 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 fimitations,
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,
8. Whether the individual has signs or symptoms
of R

.. . or any other

communicable . which are fikely to be
transmitted to other residents or staff,
7. A statermnent on the day of the examination that,
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in the opinion of the examining health care
provider, the individual's needs can be metin an
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 484, 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 Health Assessment for Assisted
Living Faciiities, , which is
incorporated by reference and available onfine at:
http/iwww firules.org/Gateway/reference.asp?No
=Ref-08170. 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 facllity 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 completing 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
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admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.
{d) Medicai examinations of residents placed by
the department, by the Department of Children
and Families, 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.
{fy 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
facitity may be attached to the heaith
assessment. A health care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

.\ . to be administered
in the case of or .., . .
(g} 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.S., 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
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capachty in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.
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This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to ensure the most recent health
assessment {AHCA form 1823) was complete
and accurate for 1 of 3 sampled residents (#5).

Findings:

Resident #5's record revealed an admission date
of . The current health assessment was
dated and noted diagnoses which
included .
and .. . Resident #5 required
assistance with alt activities of daily living. The
resident was receiving hospice services as of

. The section of the 1823 to indicate if
the resident required any assistance with
medications was checked "Yes". The boxes
below that for the provider to indicate what type of
assistance was required were all left blank.
{photographic evidence obtained}

On at 2:15 PM, the administrator
confirmed the finding,

Class Ili

AQ10 429.26( )FS; 59A-36.006(4) FAC Admissions ~
$8=G | Continued Residency

429.26
{1) The owner or administrator of a facility is
ible for ining the appropri
of admission of an individua! to the facility and for
ining the conti appr of
residence of an individual in the facility. A
determination must be based upon an evaluation
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of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in faw or rule related to admission criteria or
continued residency for the type of license held
by the facitity under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:

(a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b} A facility may admit or retain a resident who
requires the use of assistive devices.

{c} A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is recelving
hospice services as provided in paragraph (c), a
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;
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b. Transfer to a chair or wheelchair without total
physical assistance; or

¢. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. Aresident may continue to reside in a facifity if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility If, during residency, he or she is
bedridden for no more than 14 consecutive days.
{2). Aresident may not be moved from one
facility to another without consultation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

(3YA ici ician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
(4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a ~to-
medicaf examination by a heaith care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
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59A-36.002, F.A.C. The resuits of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
completed in accordance with that paragraph.
Exceptions {o the requirement to meset the criteria
for continued residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days.
(b} Aresident requiring care ofa |

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
the facifity.
{c}A , il resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident’s legal
representative if applicable, and the facility agree
to continued residency;
3. Alicensed hospice, in consultation with the
facitity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,
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4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

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

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

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview the facility retained 1 of 3residents who
exceeded assisted living facility residency criteria,
was total care with all activities of daily living, and
developed un-stageable , (#13),

Findings:

On at 11:30 PM, the nursing director
identified resident #13 was identified as receiving
home health care for | treatment to
both heels.

Health assessment report 1823, dated
, listed diagnoses of
related reaction. He was alert with
/ . needed assistance with
bathing and ing, supervision
needed with grooming, foileting and .- He
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ate independently. There were no pressure or red
areas present,

Health assessment report 1823, dated
, listed diagnoses of , s
worsening heel and
- . Physical,
occupational and | .. were ordered ,
as well as skilled nursing for care. The
indicated the p: of 2 (two}
to both heels. He needed
ambulatxon with off-loading and home health care
for care. Assistance was needed with alt
activities of daily living (bathing, -
grooming, toileting, transferring & ambulation).
Fax cover sheet, dated , indicated the
resident returned from the hospital on that date.
Hospital discharge summary, dated f
indicated the presence of 2
to both heels.

Health assessment report 1823, dated
Jlisted ., and high
as diagnoses, total care with all
acnvmes of daily living. He had 2 heels
with scars,

Doctor visit, dated , indicated the need
for home healthcare for heet care.

An order, dated , reflected that staff were
to when in bed wear in

bed and for when up in a chair.

care center note, dated s
indicated he developed after
admitted into the facility and had received a
status of not healed.

#1, the right heel, was a ,
which measured 2 centimeters {cm.) by 1.5 cm.
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tan eschar.

debrided.

I fwww,

un-stageable |

resistant to care.

an un-stageable
wheelchair bound.
Late entry for

Care order received.

have opened.

A010| Continued From page 11

by 0.3cm. No ., and undermining were
noted . The bed had 76-100% dry, black
eschar.

#2, the left heel, was a |
which measured 2.8 cm. by 3 cm. by 0.1 cm. with

The impression was right and left |
un-stageable. The right heel , was.

"Eschar is tissue found in a full-thickness

.com/blogfknowing).

Home health start of care orders, dated
+ indicated right and left heel

Facility notes indicated that on:
- Resident moved in.
- Resident was total care and

at 11:20 AM - Refused AM care.
Received shower after breakfast.
- Staff reported resident used o
ambulate wheeichair. Got lost on his floor.
- He removed bag himself
and placed it on the floor in the dining room.
Late entry for 12/142019 - noted to have

on each . Does not

position self in bed and is non- ambulatory. Is

staff noted

to heels during shower, areas
approximately 1.5 cm. by 0.2 cm. Home Health

- Home health said resident's heels

- Writer went to evaluate .
both odorous, moderate amt yellow/green
drainage. With redness around . Send to
emergency room, was diagnoses with

AD10

AHCA Form 3020-0001
STATE FORM

o 00ZA11

f continuation sheet 12 of 27




Agency for Health Care

PRINTED: 10/28/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11969388

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

10/13/2020

NAME OF PROVIDER OR SUPPLIER

WINDSOR AT CELEBRATION

STREET ADDRESS, CITY, STATE, ZIP CODE
1370 CELEBRATION BLVD
CELEBRATION, FL 34747

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

DEFIGIENCY)

2] (xe
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e CROSS-REFERENCED TO THE APPROPRIATE DATE

to continue

days

measure 1 om. by
cm.
was ., .
Ir an interview on

given a discharge

PM, they said the
care issue.

Class Il
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- Returned from hospital - 2
heel . were wrapped.
- Daughter did care, home
health nurse did not come.
- Was seen by telemedicine. Ordered

care to left heel and change

right care to Medihoney changes every 3

- resident was adrmnitted to hospice.
- daughter called and requested
hospice to be canceled.

Home heatth skilled nursing note, dated
, indicated the presence of |
to left and right heel. The left heel

1cm. 0.5 om. and the right

heel measured 0.5 cm. by 0.1 om. by 0.1

On at 12:15 PM, resident #13 was
observed in a wheelchair, propelled by staff. He

at 3 PM, the

Executive director said the resident had not been

notice.

In a telephone exit interview with the Executive
director and the administrator on at1

resident had been an

appropriate admission and wouid not dispute the

A057| 59A-36.008(8) FAC Medication - Over The
88=D| Counter (OTC) Products

AD10
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Continued From page 13

{8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term over
the counter includes, but is not limited to, over the
counter medications, . nutritional
supplements and nutraceuticals, hereafter
referred to as OTC products, that can be sold
without a prescription.

{a) A facility may keep a stock supply of OTC
products for muftiple resident use. When
providing any OTC product that is kept by the
facility as a stock supply to a resident, the staff
member providing the medication must record
the name and amount of the OTC product
provided in the resident's medication observation
record. All OTC products kept as a stock supply
must be stored in a locked container or secure
room in a central location within the facility and
must be labeled with the medication's name, the
date of purchase, and with a notice that the
medication is part of the facility's stock supply.
{b) OTC products, including those prescribed by
a heaith care provider but excluding those kept
as a stock supply by the facility, must be labeled
with the resident’s name and the manufacturer's
tabel with directions for use, or the health care
provider's directions for use. No other labeling
requirermnents are required.

{c} Residents or their representatives may
purchase OTC products from an establishment of
their choice.

{d}) A health care provider's order is required
when a nurse provides assistance with
seif-administration or administration of OTC
products, When an order for an OTC product
exists, the order must meet the requirements of
paragraphs (b) and {c) of this subsection. A
health care provider's order for OTC products is
not required when a resident self-administers his
or her medications, or when unlicensed staff

A0B7
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provides assistance with seff-administration of
medications.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to store an over the
counter (OTC) product locked and secured in a
central location and labeled with the resident's
name for 1 of 1 sampled resident (#9) as
required,

Findings:

Resident #9's record review revealed an
admission date of - The last 1823
Health Assessment AHCA Form listed medical
diagnoses of mild memory loss, ., .

PP ,and | . . The
1823 assessment form reflected that resident #9
needed assistance with self-administration of
medications and was independent with all
Activities of Daily Living.

Observation on at 10 AM, a bottle OTC

E was found on the table in resident #9's
fiving room. {Photographic Evidence Obtained)
AL 10:05 AM, resident #9 confirmed that she
receives assistance with self-administration of
medications every day.

On at 3:30 PM, an interview with the
Administrator confirmed that resident required
assistance with medications and should not have
had an OTC medication in her room,

Class It

A Q78 59A-36.010(2) FAC Staffing Standards - Staff
88=D

A0B7

AQ78
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Continued From page 16

(2) STAFF.
(a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document

A078
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Continued From page 16

observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.

{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl provide to residents,

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facifity failed to ensure 2 of 3 sampled staff
p ion annual {
of freedom from communicable

{administrator), and ).

Findings:

1. Review of the personnel record for the
administrator, hired . did not contain any
evidence of freedom from communicable
documentation. On at 3:15 PM, the
administrator confirmed the finding.

A078
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2. Staff C's personnel record review revealed
hire date . The last , was
completed on with a statement of
freedom from communicable statement for
{ .)on . There was no
documented evidence of being free from
annually by a healthcare provider as required.
On at 2:30 PM, an interview with the
Human Resources Manager confirmed the
finding.
Class i
A093] 59A-36.012(2) FAC Food Service - Dietary A093

$8=D| Standards

(2) DIETARY STANDARDS.

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

hitp/iwww. firules.o asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the tnstitute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaliable for

review at:

hitp:/fiom.edu/Activities/Nutrition/SummaryDRis/~
‘media/Fi tivity%20F il ition/DRIs/New
%20l DRI%20Vaiues %20 yTable

$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted fo the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
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Continued From page 18

of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Al regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signhature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet,

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

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

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

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

1. Facitities that offer residents a variety of food
choices through a select menu, buffet style

AD093
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Continued From page 19

dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciiity.
2. The faciiity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.
{f} For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
(h} A 3-day supply of nonperishable food, based
on the humber of weekly meals the facility has
with residents to serve, must be on

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

AD093
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A093| Continued From page 20 ADS3
coordinated with and reviewed by the local
disaster preparedness authority.
This Statute or Rule is not met as evidenced by:
Based on the facility's dietary menu review and
interview, the facility failed to ensure the menus
were approved by a licensed dietician annuaily.
Findings:
On at 11:30 AM, the facility's dietary
menu was approved on , the same day
of survey. There was evidence that the menus
were approved by the registered dietician for the
year 2020. (Photographic Evidence Obtained).
On at 3:30 PM, the Executive Director
confirmed the finding.
Class Ili
A 167| 59A-36.018 FAC; 428.24 FS Resident Contracts A187

§8=D
59A-36.018 Resident Contracts.

{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
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Continued From page 21

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.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

A187
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Continued From page 22

facitity must refer the resident to the social
service agency for placement. If there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(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
{f-administration, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, 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.
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42924 FS

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thereto, between the
ficensee and the resident or his or her designee
or legal representative. Each party to the contract
shaif be provided with a duplicate original thereof,
and the licensee shalf keep on file in the facility all
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

(2} Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facifity; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and . of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added 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
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
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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 confract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or .

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

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

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

{5) Neither the contract nor any provision thereof
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.
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{7) Notwithstanding the provisions of this section,
facilities which consist of 80 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
I of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's of relocation
dueto, hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. A lease 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 like
residential units.

This Statute or Rule is not met as evidenced by:
Based on resident residency agreement review
and interview, the facility failed to contain all the
required components in the resident contracts for
2 of 2 sampled residents (#5 & 9},

Findings:

1. The residency agreement for resident #5 was
dated . It did not contain language
describing admission criteria, including the
requirement that all residents must be assessed
upon admission pursuant o subsection
59A-36.006(2) Florida Administrative Code, and
every 3 years thereafter, or after a significant
change in health status. The contract did not
contain a provision stating whether the facility is
affiliated with any refigious organization. The
contract did not contain the required 45-day
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notice of discharge from the facility to the
resident. The refund policy section of the contract
did not include the following language: "If after a
contract is terminated, the facifity intends to make
a claim against a refund due the resident, the
facility shail notify the resident or responsible
party in writing of the claim and shalf provide said
party with a reasonable time period of no less
than 14 calendar days to respond, as required in
429.24(3)(a) Florida Statute.

On at 3:30 PM, the executive director
confirmed the finding.

2. Resident #9's record revealed an admission
date of . Acontract agreement was
executed and updated on but was
missing the provision about no religious affiliation
in the facility, missing the provision regarding
refund claims, and was missing the provision that
the 1823 Health Assessment AHCA Forms must
be updated every three (3) years andfor at
significant change.

On at 3 PM, an interview with the
Administrator confirmed the findings.

Class Ili
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