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$8=D ! Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's representative
from independently arranging, o and
paying for services provided by a third party of the
resident's choice, including a ficensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facility's policy relating to the delivery of
services in the facility by third parties. The
facifity's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
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Arevisit to a re-licensure biennial survey, with a
fimited mental heaith component, and generator
monitoring was conducted at Sunflower's Village
ALF, LLC on . The provider had
deficiencies identified at the time of the survey.
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and response fo treatment or services ordered by
the physician which may impact the resident's
approprk for i i inthe
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident's condition; and

3. if physician ordered treatments or services
oceur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.

4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.

{d) if residents accept assistance from the facility
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guarantee that third party services wilt be
received. If the facility's efforts to make
arrangements for third party services are
unsuccessiul or declined by residents, the facility
must include documentation in he residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to provide documentation
of care coordination with third party services
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which included documented communications
about the resident's condition and response to
treatment or services ordered by the physician
which may impact the resident's appropriateness
for continued residency in the facility for one out
of nine sampled residents (Resident #3).

Findings included:

On at 1:30 PM, observation showed
Resident#3 had a and the bag

filled with was attached to his rolling walker.

On at 1:42 PM, Staff B {caregiver)
stated that a nurse was coming daily to empty the
bag, but she did not know where the documents
were.

A review of Resident #3's record showed no
documentation a third-party provider was
providing services for the L

On at 2:44 PM, during a telephone
interview, the Owner stated that @ home health
nurse was caring daily for Resident #3's L and
he would ensure to have the documentation for
the next visit.

Uncorrected

Class il

{A 032} 59A-36.007(7) FAC Resident Care - Elopement
88=D! Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or

A03t}

A032)
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with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.AC., this requirement is satisfied. 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 this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff frained
pursuant to paragraph 59A-36.011(10)a) or (¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and taw enforcement as necessary.
The facifity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:
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1. An immediate search of the facility and
premises,
2 The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident’s family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 428.41(1)(k), F.S.

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure residents
identified or with any history of efopement have a
photo identification on file upon admission that is
accessible to all facility staff and law enforcement
as necessary. and to make, at a minimum, a daily
effort to determine that at risk residents have
identification on their persons that includes their
name and the facility's name, address, and
telephone number for one out of nine sampled
residents (Resident #1).

Findings included:

Review of the agency incident reporting system
{AIRS) showed the facility filed an incident report
on for Resident #1. According to the
adverse incident report, Resident #1 eloped from
the facility on and went missing for
several months.
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Areview of the facllity's admission/discharge log
showed Resident #1 was a resident from

until . Further review
showed the resident was readmitted on

On at 12:40 PM, Resident #1 stated
that he did not know the name or phone number
of the facility, though he kind of knew the
address. When asked if he had an identification
with him, Resident #1 stated that he did not have
one.

On at 12:40 PM, observation showed
Resident #1 was not wearing any bracelet or
necklace with his name and the facility's
information. Further observation showed
Resident #1 went in and out severat times to the
front of the facility to smoke and seated on a rock
closed to the sidewalk without any supervision.

Review of Resident #1's record showed the
facility completed an internal Elopement Risk
Assessment for the resident on . The
result showed a score of 20, according to the
assessment if resident's total score was greater
than 5, the resident may be at risk for elopement.

Further review of Resident #1's records revealed
no photo identification on file for Resident #1.

On at 2:50 PM, during a telephone
interview, the Owner stated he would ensure fo
implement elopermnent measures for Resident #1.

Uncorrected

Class il
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88=D
{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident's assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how fo operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have documentation of
each assistive device a resident use included in
the resident's record for one out of nine sampled
residents (Resident #2).

Findings included:

On at 12:23 PM, observation showed
Resident #2 ambulating with a cane.

On at 12:23 PM, Resident #2 stated
that he was and must use the cane.

A review of Resident #2's record showed no
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88D
(4)

(S }. Pursuant to section
381.0035, F.S., all facility employses, with the
exception of employees subject to the
requirements of section 456,033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection {12), of
this rute.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide documentation that one out of
seven sampled staff had completed a one-time
education course on .

!

(7 ywithin 30 days of employment (Staff
£).

Findings included:

Personnel records review for Staff E (caregiver)
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documentation of the use of a cane.
On at 2:44 PM, during a telephone
interview, the Owner stated that they would
include the documentation of the assistive
devices in the resident's record.
Uncorrected
Class il
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showed no documentation she completed
! training. Staff E's hire date was
On at 2:45 PM, when asked if she
had taken the training, she stated did not know
what  / was.
On at 2:46 PM, during a telephone
interview, the Owner stated that if she did not
know what it was, so she had not taken it.
Uncorrected
Class #l
{A 085} 59A-36.011(7) FAC Training - Nutrition & Food {A 085}

88=D! Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facifity's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure 2 hours of continuing education
related to nutrition and food annually for one out
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of seven sampled staff who were responsible for
food service and/or supervision of food service
staff (the Administrator).

Findings included:

Personnel records review for the Administrator
showed no documentation he had completed
2-hour training on Nutrition and Food Service.
The Administrator's hire date was

On at 2:44 PM, during a telephone
mterv;ew, the Owner acknowledged the

was. ible to supervise food
service staff and stated that he would complete
the nutrition training.

Uncorrected

Class #ll

{A 167} 50A-36.018 FAC; 429.24 FS Resident Contracts
88=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 additionai 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

{A085}

A167)
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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.8;

{h) Awritten bed hold poticy 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
facility 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
parly to act on the resident's behalf;

(1) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its retationship to the
facility;

(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility 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
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facility 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 AC., and every 3 years
thereafter, or after a significant change, pursuant
o subsection (4}, of that rule;
{1) The facility's policies and procedures for
self-administration, assistance with
f.administration. and adminisuation 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 facifity'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 legai representative and a copy
given to the resident or resident's representative.
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428.24 F8

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

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
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. A new
service or accommodation added to, 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 rentat 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
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shalt be used, or
otherwise expended, only for the account of the
resident.
{b) The licensee shall, 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 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 admifted to a medical facility,
including, but not limited fo, 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 facifity.
Until such notice is received, the agreed-upon
daily rate may be charged by the licenses.

{c) The purpose of any advance payrment 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 shall state whether or not the
facifity is affiliated with any religious organization
and, if so, which organization and its generat
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,
facilities certified under chapter 851 shall comply
with the requirements of 5. 651.055.
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{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
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, hospitafization 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 interview and record review, the facility
failed to have a contract executed by the resident
or resident's legal representative before or at the
time of admission for two out of nine sampled
residents (Resident #1 and Resident #2).

Findings included:

K
A review of the facility's admissicn/discharge log
showed Resident #1 was admitted on

Areview of Resident #1's record showed the
resident agreement was signed by the resident
on .

Review of a court record revealed that on
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the resident was a ward.of the
Guardianship Program. The program was given
guardianship of Resident #1's person and estate.

2)

Avreview of the facility's admission/discharge log
showed Resident #2 was admitted on

A review of Resident #2's record showed the
resident agreement missed the signature page.
On at 2:48 PM, during a telephone
interview, the Owner stated he should had
corrected the contracts before but would do it.

Uncorrected

Class il
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