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{A 160} 59A-36.015(1) FAC Records - Facility {A 160}
88=D
59A-36.015 Records.

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

{1) FACILITY RECORDS. 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 | ;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 return pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} A leg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
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county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.
{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.
{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.C.
{g) The admission package presented to new or
prospective residents (less the resident’s
contract) described in Rule 59A-36.006, F.A.C.
{h} If the facility advertises that it provides special
care for persons with ‘s or
related . acopy 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
59A-36.007. F.AC.
{j) Al food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to Section 429.435, F.8., 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 Sechon 429 35, F.S., all

survey, and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
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{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} The facility's policies and procedures pursuant
to subsection 58A-36.007(10}, F.A.C;

{a) The facility's prevention poficies and
procedures;

{r) The facility's medication practices;

{s} The facility's policy on physicat 5

{t} The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
(v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as limited mental heaith,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain records that were readily
available for review.

Findings included:

An attempted record review of the Administrator’s
employee file was conducted on

reveled there were no documents relating to the
Administrators trainings and or certifications.

An interview was conducted on at
9:40a.m. with the Manager and she was unable
to produce any documents relating to the
Administrator's trainings and or certifications.

Class Ili
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{2} EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in Rule
59A-36.014, F.A.C., and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

{c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
focal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facitities.

{e) Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit an emergency management plan
30 days after obtaining a license.

Findings included:

A record review of the facility's provisional license
was conducted on revealed the
effective date was

An attempted record review of the facility's
plan was on
revealed there was no emergency
management plan.

An interview was conducted on at
9:42a.m. with the facility's Manager and when
asked for the approved emergency management
plan for the facility she stated they don't have an
approved plan from the county since

Class Il

{CZ841} 408.823(. .} FS In-person Visitation {CZ841}

88=D
{1) This section applies to .

centers as defined in s, 393.063,
hospitals licensed under chapter 395, nursing
home facilities licensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the
. . licensed and certified

under part VIl of chapter 400, and assisted living
facitities licensed under part | of chapter 429.

{2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures. The policies
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and procedures must, at a minimum, include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and

procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
(b) Aresident, client, or palient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must aliow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care.
{c} The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:
1. End-of-life situations.
2. Aresident, client, or patient who was fiving with
family before being admitted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.
3. The resident, client, or patient is making one or
more major medical decisions.

AHCA Form 3020-0001
STATE FORM i PTEV1Z It continuation shest 6 of 11



PRINTED. 08/03/2023

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
AL11964511 e — 07/31/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
14108 OLD DIXIE HIGHWAY
FRESH WATER AT HUDSON
HUDSON, FL 34667
(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}
{Cz841}| Continued From page 6 {Cz841}

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
oreviously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including fabor and
delivery.
8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial icensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{f) Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
: Based on record review and interview, the
facility failed to establish visitation policies and
procedures.

Findings included:

An attemnpted record review of the facility's
visitation policy was conducted on
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revealed there was no visitation policy and
procedures 1o be reviewed.

An interview was conducted on at
9:30a.m. with the facility's Manager, she was
unable to produce visitation policies or
procedures.

Class i
{A 000} Initial Comments {A 000}

Arevisit to change of ownership survey
was conducted at Fresh Water At Hudson on

. The facility had deficiencies at the
time of survey.

{AD03)) 59A-36.003(2) FAC; 429.12(1) FS Licensure - {A 003}
$8=D| Change of Ownership (CHOW)

59A-36.003

{2} CHANGE OF OWNERSHIP. in addition to the
requirements for a change of ownership
contained in Chapter 408, Part li, F.S., Section
429.12, F.S., and rule Chapter 59A-35, F.AC.,
the following provisions refating to resident funds
apply pursuant to Section

42927, F.8.:

{a) At the time of transfer of ownership, alt
resident funds on deposil, advance payments of
resident rents, resident security deposits, and
resident trust funds held by the current licensee
must be transferred to the applicant. Proof of
such transfer must be provided to the agency at
the time of the agency survey and before the
issuance of a standard license. This provision
does not apply to entrance fees paidto a
continuing care facility subject fo the acquisition
provisions in Section 651.024, F.S.

AHCA Form 3020-0001
STATE FORM i PTEV1Z It contimuation shest 8 of 11



Agency for Health Care

PRINTED. 08/03/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL11964511

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

R-C
07/31/2023

NAME OF PROVIDER OR SUPPLIER

14108 OLD

FRESH WATER AT HUDSON

STREET ADDRESS, CITY, STATE, ZIP CODE

DIXIE HIGHWAY

HUDSON, FL 34667

0@y D
PREFIX
TAG

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

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

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

(xe
COMPLETE
DATE

{4003}

Continued From page 8

{b} The transferor must provide to each resident
a statement detailing the amount and type of
funds held by the facility and credited to the
resident.

{c} The transferee must notify each resident in
writing of the manner in which the transferee is
holding the resident's funds and state the name
and address of the depository where the funds
are being held, the amount held, and type of
funds credited.

429.12 Sate or transfer of ownership of a

facitity -t is the intent of the Legislature to protect
the rights of the residents of an assisted living
facility when the facility is sold or the ownership
thereof is transferred. Therefore, in addition to the
requirements of part |] of chapter 408, whenever
a facility is sold or the ownership thereof is
transferred, including leasin
{1) The transferee shall notify the residents, in
writing, of the change of ownership within 7 days
after receipt of the new license,

This Statute or Rule is not met as evidenced by:
Based on observation and record review, the
faciiity failed to notify the residents, in writing, of
the change of ownership within 7 days after
receipt of the new license.

Findings included:

Arecord review of the facility's provisional license
was conducted on revealed the date of
isste was

An attempted record review of the notification of
the change of ownership delivered to each
resident was conducted on

{AQO3}
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An interview was conducted on at

9:35a.m. with the facility's Manager and she
stated that no residents had been advised of the
change of ownership in writing.

Class Ill

{A 152} 59A-36.014(3) FAC Physical Plant - Safe Living {A152}
$8=D | Environ/Other

{3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to

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

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

(b} Pursuant to section 426.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with 2 mattress no

fess than 36 inches wide and 72 inches long, with

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

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

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

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

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

Findings included:

An observation conducted on at
9:15a.m. revealed the flooring in the facility had
missing tiles in the living room and wheelchair tire
marks deeply embedded in the hall going to

Lln ,al by 1 hole was in the
wall. Atthe main entrance, the end of the
sidewalk and pavement are uneven
(photographic evidence obtained),

An interview was conducted on at
9:38a.m. with the Manager and she agreed the
fiooring has missing tiles, wheelchair marks on
the floor, had a hole in the wall and the
sidewalk and pavement were uneven.

Class Il
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