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AQCQ] Initial Comments

An unannounced complaint survey for complaint
#2021014065 was conducted from

through at Paddock Cove at Naples, an
assisted living facility in Naples, Florida.

Complaint #2021014055 was substantiated with
deficiencies of AQ162 and A0168,

The following is a description of the deficiencies.
A 162| 59A-36.015(3) FAC Records - Resident

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

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

8. Social security number,

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

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

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

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, F.A.C.

{c} Any orders for medications, nursing setvices,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
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Continued From page 1

therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.
{HHA ., . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their . , .recorded
semi-annually.
{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.006, F.AC, if
such consent is not included in the resident's
contract.
{h) For faciliies that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.AC.
(i) A copy of the resident's contract with the
faciiity, including any addendums fo the contract
as described in rule 59A-36.018, F.A.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 429.27, £.8.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.8.
{l) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for .
. ( ), CF-ES 1008,
. which is hereby incorporated by reference
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and available for review at:

hitp:/iwww firules.ol e.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.

{m) Documentation of the .., ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
FAC.

{0} The resident's . DH
Form 1898, if applicable.

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

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

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.008, FAC.,

4. The resident's contract described in rule
59A-36.018, FAC.; and,

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

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

{r} it resident records for
facitities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain one of three resident records
{Resident #1) after she was discharged from the
facitity,

The findings included:

An interview was conducted with the Business
Office Manager on at 11:30 am. She
said the new company took over the building on

and she does not have access to
Resident #1's record.

An interview was conducted with the
administrator on . He said the change of
ownership for this facility occurred in |

He does not have Resident #1's record.

On a review of the change of ownership
papers from the data base showed the change of
ownership occurred on

On a review of Resident #1's Admission
Record form showed she moved into the facility
on . Areview of an e-mail sent from the
Chief Financial Officer to a Regional Manager
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dated showed a move in date of

and move out date on . The facility has
no record of Resident #1 to know the correct
admission and discharge date.

Another interview was conducted with the
Business Office Manager on at12:30
p.m. She confirmed she does not have any
record for Resident #1. She requested Resident
#1's record from the corporate office again today
and she said they were unable to produce it.

Class i

429.24(3)(a) FS; 428.27(7), FS Resident Refund
Policy

429.24

{3)a) . . . The refund policy shall provide that the
resident or responsible party is entitied to a
prorated refund based on the dally rate for any
unused portion of payment beyond the
termination date after all charges, including the
cost of damages to the residential unit resulting
from circumstances other than normal use, have
been paid to the licensee. For the purpose of this
paragraph, the termination date shall be the date
the unit is vacated by the resident and cleared of
all personal belongings. If the amount of
belongings does not preclude renting the unit, the
facitity may clear the unit and charge the resident
or his or her estate for moving and storing the
items at a rate equal to the actual cost to the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days' advance
written notification is given. If the resident's
possessions are not claimed within 45 days after
nofification, the facility may dispose of them. The
contract shall also specify any other conditions
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Continued From page 5

under which claims will be made against the
refund due the resident. Except in the case of

or a discharge due to medical reasons, the
refunds shall be computed in accordance with the
notice of relocation requirements specified in the
contract. However, a resident may not be
required to provide the licensee with more than
30 days' notice of termination. If after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shail
nofify the resident or responsible party in writing
of the claim and shalf provide said party with &
reasonable time pericd of no less than 14
calendar days to respond. ...

429.27, FS Property and personat affairs of
residents. -
{7} In the event of the of a resident, a
ficensee shall return all refunds, funds, and
property held in trust to the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident's spouse or adult next of kin
named in a beneficiary designation form provided
by the facility to the resident. if the resident has
no spouse or aduit next of kin or such person
cannot be located, funds due the resident shalt
be placed in an interest-bearing account, and all
property held in trust by the facility shail be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shali be kept separate
from the funds and property of the facility and
other residents of the facility. If the funds of the
resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident's . the funds shalf be deposited in
the Health Care Trust Fund administered by the
agency.
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This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facitity failed to provide a refund for one of three
residents {Resident #1) reviewed within 45 days
of being discharged from the facility.

The findings included:

Areview of a portion of the facility contract shows
the following:
“H. Refunds. The following Refund Policy shall
apply:

1. You shall receive a refund of any payments
to which you are entitied within thirty (30) days of

ination of this i . The
Community may deduct costs associated with
repairs of replacements required in connection
with any change, beyond normal wear and tear,
which the Community determines to be your
responsibility. The Community shall provide you
or your estate with written notice of any claim
against your refund (including repair or
replacement costs) and allow ten (10) days for
you or your estate to respond prior to deducting
such amount(s).

2. 1n the event of your . the Community
shall return all refunds to the Executor or
Administrator of your Estate, if one has been

i at the time of di of such
fund and , if not, to your spouse or adult
next-of-kin."

1. Aninterview was conducted with the Business
Office Manager {(BOM) on at 9:30 a.m.
She said she has a copy of a check for Resident
#1. Areview of this check showed check #1655
dated for $2,275.00 is made out to
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Resident #1. The BOM said this check has not
been sent out yet. Corperate does not know who
to send it fo.

2. Aninterview was conducted with Resident
#1's family member on at4:57 pm.
She said the contract was dated on and
Resident #1 moved in the same date. Another
family member paid extra money ($2,450.00) for
a private respite room for the month. She said
Resident #1 was discharged from the facility on

and has not received a refund from the
facitity.
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