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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before . , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain in file the eligibility resulis of
employees screening for the Administrator and
Staff B (Caregiver) in their personnel files. The
facility failed to maintain signed attestations for
the Administrator and Staff B in their personnel
files.

Findings:

A review of the Administrator's personnel file
found no sligibility results of screening and a
signed attestation.

Areview of Staff B's personnet file found no
eligibility results of screening and a signed
attestation.

Interviewed on at 1:28 PM the
Administrator acknowledged that there was no
documentation in their records.
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Initiat Coraments

A second revisit survey from a LMH expansion
survey was conducted at M & J Quality Care on

. The provider had deficiencies at the
time of the survey.

429.176 F8; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

4289.176 Notice of change of administrator.-If,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational

i and has the i
core educational requirements under s, 429.52. A
facility may not be operated for more than 120
e ive days without an ini who
has completed the core educational
requirements.

428.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Fallure fo do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429,18,
Administrators licensed in accordance with part 1l
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

(B) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is

A 000}

normy
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i ible for the and of
the facility including the management of ail staff
and the provision of appropriate care to all
residents as required by chapters 408, part }i
429, part {, F.S,, and rule chapter 59A-35, FAC,,
and this rule chapter.
{a) An administrator must:
1.Beatleast .
2. if employed on or after
have, at a minimum, a high school duploma or
G.ED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 428.174, F.S,;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,, no later than 90 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to
, are not required to take the

ccmpetency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuan( to rule 59A-36.011, F.AC.

who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not safisfied the training requirements of
subparagraph (1){(@)4. of this rule, to temporarity
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
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competency test requirements pursuant to rule
59A-36.011, F.AC,; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental health facility.
{¢) Adrinis rs may supervise a i of
either three assisted living facilities or a group of
facilities on & single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

inis upervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

; and comtinuing educati
requirements as an administrator pursuant to
paragraph {1){(a) of this rule. Managers who
attended the core training program prior fo

, are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not . serve as an administrator
of any other facility.
{e) Pursuant to section 429.176, F.S., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , which
is i by reference and itable online
at;

hitp://www firules.org/Gateway/reference.asp?No

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11967433 B WING 07/09/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13231 SW 278 TERRACE
M & J QUALITY CARE, LLC
HOMESTEAD, FL. 33032
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A077} Continued From page 2 {AOTT}

AHCA Form 3020-0001

STATE FORM

RNSD13

i coninuastion sheet 3 of 16




PRINTED: 07/31/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
R
AL11967433 B WING 07/08/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13231 SW 278 TERRACE
M & J QUALITY CARE, LLC
HOMESTEAD, FL. 33032
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{A077} Continued From page 3 {AOTT}

=Ref-09393,

This Statute or Rule is not met as evidenced by
Based on observation, record review and
interview, the facility failed to ensure that it was
under the supervision of an Administrator who
provsded appropriate care of all residents. The
failed to conduct drifls,
The Administrator failed to ensure Resident #1
maintained a care plan for an assistive device.

Findings:

A review of the facility's records found no
elopement drills have been conducted since
2023.

Interviewed on at 1:28 PM the
Administrator stated that no one eloped so that
was the reason why she had not conducted any
drills.

Observation on al 7:24 AM found
Resident #1 in a wheelchair.

Areview of Resident #1 records found no care
plan for an assistive device,

Interviewed on at 1:28 PM, the
Administrator stated she did not know she
needed a care plan,

Areview of the Administrator's personnel records
showed no completed CORE educational
requirements.

Uncorrected Class 1l
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{3) RESIDENT RECORDS, Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:
Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

Medicaid andfor Medicare number, of name of
other health insurance s

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

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

iti 's medical ination form

NG A WN S

in Rule 59A-36.006, F.A.C.

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

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, If applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA record that is 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
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semi-annually. This subsection does not apply to
residents who are receiving ficensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.
(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, FA.C, if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
adrainister medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendurns to the contract
as described in Rule 59A-36.018, FAC.
{i) 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, F.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.
(1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3, CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.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
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made a good faith effort to 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 1896, if applicable,

{p) For independent living residents who receive
meals and occupy beds included within the
licensed 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 a log listing the
names of residents participating in this
afrangement.

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

(1) Additional resident records reguirements for
facilities holding a limited mental health, extended
congregate care, or fimited 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 observation, record review and
interview, the facility failed to maintain a complete
and updated health assessments for Residents
#1, 3, and 4. The facility failed to update resident
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#1's heaith assessment to reflect hospice care.
The facility failed to complete Resident #4's
health assessment on the AHCA 1823 2021 form
and assess the resident every three years. The
facility failed to obtain signatures from the heaith
care surrogate or power of attorneys for
Residents #1 and 2.

Findings:

Areview of Resident #1's health dated

showed the physical and sensory
limitations, nursing, freatment, , . service
requirements were left blank and was not
updated to hospice care.

Areview of Resident #3's health assessment
dated showed the sections for
physical.and sensory limitations, nursing,
treatment, , . service requirements, and
special precautions were left blank.

A review of Resident #4's health assessment
dated showed it was completed on an
AHCA 2017 found and the special precaution
section was left blank, including the resident
needed to be reassessed.

Areview of Resident #1's contractual agreement
showed no date and signature from the resident
of the resident's representative and only the
Administrator's signature and a total of $3,500.00

Areview of Resident #2's contractual agreement
showed no signature from the resident or the
power of attorney, only the Administrator's
signature and the date and a fotal
of $3,625.00.

Interviewed on at 1:28 PM the
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429.075 Limited mental health license.-An
assisted living facility that serves one or more
mental health residents must obtain a limited
mental health license.

59A-36.020 Limited Mental Health.
(1) LICENSE APPLICATION.
{a) Any facility intending to admit one or more
mental health residents must obtain a limited
mental heatth license from the agency before
accepting the mental heaith resident.
{h) Facilities applying for a limited mental health
license that have uncorrected deficiencies or
violations found during the facility's last survey,

int i igation, or itoring visit will be
surveyed before the issuance of a limited mental
health license to determine if such deficiencies or
violations have been corrected.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to obtain a limited
mental health license before accepting one or
more mental health residents.

Findings:

Observation on al 7.01 AM found
Residertt #3 in room seated on a chair,
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doctors to fill out the information. The
Administrator acknowledged that the contracts
were not signed.
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Avreview of the facility records showed the facility
was not ficensed for mental health residents.
Interviewed on at 1:28 PM the
Administrator stated that Resident #3 was a
mental health resident.
Uncorrected Class 1
{AL241} 428.075(  ); 59A-36.020(2) FAC LMH - Records {AL241}
88=D

428.075
{3) A facility that has a limited mental health
license must:
{a) Have a copy of each mental heaith resident’s
community living support plan and the

.\ agreement with the mental health
care services provider or provide written evidence
that a request for the community fiving support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able fo live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
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{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community fiving support plan.

{4) A facility that has a limited mental health
ficense may enter into a s agreement
with a private mental heaith provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager,

B59A-36.020

(2) RECORDS.

{a) A facility with a limited mental health license
st maintain an up-fo-date admission and
discharge log containing the names and dates of
admission and discharge for alt mental health
residents. The admission and discharge log
required in rule 59A-36.018, F.A.C., satisfies this
condition provided that all mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security , or supplemental security
income and | .. as
follows:

a. An affirmative statement on the Alternate Care
Certification for | ,

{ ) form, CF-ES 1006, . which is
hereby incorporated by reference and available
for review at:

hitp:/iwww firules.org/Gateway/reference.asp?No
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=Ref-03988, that the resident is receiving 88! or
88D due to a mental R

b. Written verification provided by the Social
Security Administration that the resident is
receiving 8S1 or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Admini ion to provide such ir ion, or

. Awritten statement from the resident's case
manager or other mental heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:

{1} The resident is efigible for, is receiving, or has
received mentat health services within the last 5
years, or

{1 The resident has been diagnosed as having a
severe or persistent mental .

2. An appropriate placement assessment
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individual
supervised by one of these professionals.

a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:

{1) Completed Alternate Care Certification for

( ) form,

CF-ES Form 1008,
{Il) Discharge Statement from a state mental
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hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{lity Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning 1o a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to five
in the assisted living facility and the community,
b. includes the clinical mentat health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

c. includes any other services and activities to be
provided by or arranged for by the mental heaith
care provider or mental health case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,

d. includes the of the facility to
facilitate and assist the resident in attending

and arranging transportation to
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for the services and activities
|dent|fed in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,
e. Includes a description of other services to be
provided or arranged by the facility,
f. Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms
. to the resident that indicate the
immediate need for professional mental health
services,
g. is in writing and signed by the mental health
resident, the resident's mental heaith case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. if the resident refuses to sign
the plan, the resident's mental heaith case
manager must add a statement that the resident
was asked but refused to sign the plan,
h. is updated at least annually or if there is 3
significant change in the resident's behavioral
health,
i include the . Agreement
descnbed in subparagraph (2)(c)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority o review the document.
4. Agreement. The mental heaith
care prov;der for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appmpnate placement

is later. The
a. Provides procedures and directions for
accessing and after-h care for

the mental health resident. The provider must

AHCA Form 3020-0001

STATE FORM

RNSD13

1 contingation sheet 14 of 16



Agency for Healih Care Administration

PRINTED: 07/31/2025
FORM APPROVED

furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 408.912, F.8.;

c. , cover al mental health residents of the
facility who are clients of the same provider; and,
d., beincluded in the Community Living
Suppott Plan described in subparagraph (2)(¢)3.
5. Missing documentation will not be the basis for
administrative action against a faciiity if the facility
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person fo whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a copy of
Resident #3's community living support plan and
the . agreement with the mental health
care services provider. The facility with mental
health license failed to maintain an up-to-date
admissions and discharge log with the names
and dates of admission and discharge for alt
mental health residents.

Findings:

Observation on al 7:.01 AM Resident
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#3 was in her room seated in a chair.

A review of Resident #3's records found no
annual community living support plan and the
s agreement.

A review of the admissions and discharge log
showed no indication that Resident #3 was a
mental heaith resident.

Interviewed on at 1:28 PM the
Administrator stated that she tried, and it was
difficuit to get from the clinic, The Administrator

that the issions and

{og was not updated.

Uncorrected Class Hl
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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before . , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

are

Cz814)
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain in file the eligibility resulis of
employees screening for the Administrator and
Staff B (Caregiver) in their personnel files. The
facility failed to maintain signed attestations for
the Administrator and Staff B in their personnel
files.

Findings:

A review of the Administrator's personnel file
found no sligibility results of screening and a
signed attestation.

Areview of Staff B's personnet file found no
eligibility results of screening and a signed
attestation.

Interviewed on at 1:28 PM the
Administrator acknowledged that there was no
documentation in their records.
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Initiat Coraments

A second revisit survey from a LMH expansion
survey was conducted at M & J Quality Care on

. The provider had deficiencies at the
time of the survey.

429.176 F8; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

4289.176 Notice of change of administrator.-If,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational

i and has the i
core educational requirements under s, 429.52. A
facility may not be operated for more than 120
e ive days without an ini who
has completed the core educational
requirements.

428.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Fallure fo do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429,18,
Administrators licensed in accordance with part 1l
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

(B) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is

A 000}

normy
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i ible for the and of
the facility including the management of ail staff
and the provision of appropriate care to all
residents as required by chapters 408, part }i
429, part {, F.S,, and rule chapter 59A-35, FAC,,
and this rule chapter.
{a) An administrator must:
1.Beatleast .
2. if employed on or after
have, at a minimum, a high school duploma or
G.ED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 428.174, F.S,;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,, no later than 90 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to
, are not required to take the

ccmpetency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuan( to rule 59A-36.011, F.AC.

who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not safisfied the training requirements of
subparagraph (1){(@)4. of this rule, to temporarity
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
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competency test requirements pursuant to rule
59A-36.011, F.AC,; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental health facility.
{¢) Adrinis rs may supervise a i of
either three assisted living facilities or a group of
facilities on & single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

inis upervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

; and comtinuing educati
requirements as an administrator pursuant to
paragraph {1){(a) of this rule. Managers who
attended the core training program prior fo

, are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not . serve as an administrator
of any other facility.
{e) Pursuant to section 429.176, F.S., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , which
is i by reference and itable online
at;

hitp://www firules.org/Gateway/reference.asp?No
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This Statute or Rule is not met as evidenced by
Based on observation, record review and
interview, the facility failed to ensure that it was
under the supervision of an Administrator who
provsded appropriate care of all residents. The
failed to conduct drifls,
The Administrator failed to ensure Resident #1
maintained a care plan for an assistive device.

Findings:

A review of the facility's records found no
elopement drills have been conducted since
23.

Interviewed on at 1:28 PM the
Administrator stated that no one eloped so that
was the reason why she had not conducted any
drills.

Observation on al 7:24 AM found
Resident #1 in a wheelchair.

Areview of Resident #1 records found no care
plan for an assistive device,

Interviewed on at 1:28 PM, the
Administrator stated she did not know she
needed a care plan,

Areview of the Administrator's personnel records
showed no completed CORE educational
requirements.

Uncorrected Class 1l
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{3) RESIDENT RECORDS, Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:
Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

Medicaid andfor Medicare number, of name of
other health insurance s

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

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

iti 's medical ination form

NG A WN S

in Rule 59A-36.006, F.A.C.

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

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, If applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA record that is 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
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semi-annually. This subsection does not apply to
residents who are receiving ficensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.
(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, FA.C, if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
adrainister medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendurns to the contract
as described in Rule 59A-36.018, FAC.
{i) 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, F.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.
(1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3, CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.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
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made a good faith effort to 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 1896, if applicable,

{p) For independent living residents who receive
meals and occupy beds included within the
licensed 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 a log listing the
names of residents participating in this
afrangement.

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

(1) Additional resident records reguirements for
facilities holding a limited mental health, extended
congregate care, or fimited 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 observation, record review and
interview, the facility failed to maintain a complete
and updated health assessments for Residents
#1, 3, and 4. The facility failed to update resident
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#1's heaith assessment to reflect hospice care.
The facility failed to complete Resident #4's
health assessment on the AHCA 1823 2021 form
and assess the resident every three years. The
facility failed to obtain signatures from the heaith
care surrogate or power of attorneys for
Residents #1 and 2.

Findings:

Areview of Resident #1's health dated

showed the physical and sensory
limitations, nursing, freatment, , . service
requirements were left blank and was not
updated to hospice care.

Areview of Resident #3's health assessment
dated showed the sections for
physical.and sensory limitations, nursing,
treatment, , . service requirements, and
special precautions were left blank.

A review of Resident #4's health assessment
dated showed it was completed on an
AHCA 2017 found and the special precaution
section was left blank, including the resident
needed to be reassessed.

Areview of Resident #1's contractual agreement
showed no date and signature from the resident
of the resident's representative and only the
Administrator's signature and a total of $3,500.00

Areview of Resident #2's contractual agreement
showed no signature from the resident or the
power of attorney, only the Administrator's
signature and the date and a fotal
of $3,625.00.

Interviewed on at 1:28 PM the
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429.075 Limited mental health license.-An
assisted living facility that serves one or more
mental health residents must obtain a limited
mental health license.

59A-36.020 Limited Mental Health.
(1) LICENSE APPLICATION.
{a) Any facility intending to admit one or more
mental health residents must obtain a limited
mental heatth license from the agency before
accepting the mental heaith resident.
{h) Facilities applying for a limited mental health
license that have uncorrected deficiencies or
violations found during the facility's last survey,

int i igation, or itoring visit will be
surveyed before the issuance of a limited mental
health license to determine if such deficiencies or
violations have been corrected.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to obtain a limited
mental health license before accepting one or
more mental health residents.

Findings:

Observation on al 7.01 AM found
Residertt #3 in room seated on a chair,
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doctors to fill out the information. The
Administrator acknowledged that the contracts
were not signed.
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Avreview of the facility records showed the facility
was not ficensed for mental health residents.
Interviewed on at 1:28 PM the
Administrator stated that Resident #3 was a
mental health resident.
Uncorrected Class 1
{AL241} 428.075(  ); 59A-36.020(2) FAC LMH - Records {AL241}
88=D

428.075
{3) A facility that has a limited mental health
license must:
{a) Have a copy of each mental heaith resident’s
community living support plan and the

.\ agreement with the mental health
care services provider or provide written evidence
that a request for the community fiving support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able fo live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
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{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community fiving support plan.

{4) A facility that has a limited mental health
ficense may enter into a s agreement
with a private mental heaith provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager,

B59A-36.020

(2) RECORDS.

{a) A facility with a limited mental health license
st maintain an up-fo-date admission and
discharge log containing the names and dates of
admission and discharge for alt mental health
residents. The admission and discharge log
required in rule 59A-36.018, F.A.C., satisfies this
condition provided that all mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security , or supplemental security
income and | .. as
follows:

a. An affirmative statement on the Alternate Care
Certification for | ,

{ ) form, CF-ES 1006, . which is
hereby incorporated by reference and available
for review at:

hitp:/iwww firules.org/Gateway/reference.asp?No
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=Ref-03988, that the resident is receiving 88! or
88D due to a mental R

b. Written verification provided by the Social
Security Administration that the resident is
receiving 8S1 or SSDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Admini ion to provide such ir ion, or

. Awritten statement from the resident's case
manager or other mental heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:

{1} The resident is efigible for, is receiving, or has
received mentat health services within the last 5
years, or

{1 The resident has been diagnosed as having a
severe or persistent mental .

2. An appropriate placement assessment
provided by the resident's mental health care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individual
supervised by one of these professionals.

a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:

{1) Completed Alternate Care Certification for

( ) form,

CF-ES Form 1008,
{Il) Discharge Statement from a state mental
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hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{lity Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning 1o a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to five
in the assisted living facility and the community,
b. includes the clinical mentat health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

c. includes any other services and activities to be
provided by or arranged for by the mental heaith
care provider or mental health case manager to
meet the resident's needs, and the frequency and
duration of such services and activities,

d. includes the of the facility to
facilitate and assist the resident in attending

and arranging transportation to
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for the services and activities
|dent|fed in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,
e. Includes a description of other services to be
provided or arranged by the facility,
f. Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms
. to the resident that indicate the
immediate need for professional mental health
services,
g. is in writing and signed by the mental health
resident, the resident's mental heaith case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. if the resident refuses to sign
the plan, the resident's mental heaith case
manager must add a statement that the resident
was asked but refused to sign the plan,
h. is updated at least annually or if there is 3
significant change in the resident's behavioral
health,
i include the . Agreement
descnbed in subparagraph (2)(c)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority o review the document.
4. Agreement. The mental heaith
care prov;der for each mental health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appmpnate placement

is later. The
a. Provides procedures and directions for
accessing and after-h care for

the mental health resident. The provider must
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furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 408.912, F.8.;

c. , cover al mental health residents of the
facility who are clients of the same provider; and,
d., beincluded in the Community Living
Suppott Plan described in subparagraph (2)(¢)3.
5. Missing documentation will not be the basis for
administrative action against a faciiity if the facility
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident's
admission will be considered a good faith effort.
The documented request must include the name,
titte, and phone number of the person fo whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain a copy of
Resident #3's community living support plan and
the . agreement with the mental health
care services provider. The facility with mental
health license failed to maintain an up-to-date
admissions and discharge log with the names
and dates of admission and discharge for alt
mental health residents.

Findings:

Observation on al 7:.01 AM Resident
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#3 was in her room seated in a chair.

A review of Resident #3's records found no
annual community living support plan and the
s agreement.

A review of the admissions and discharge log
showed no indication that Resident #3 was a
mental heaith resident.

Interviewed on at 1:28 PM the
Administrator stated that she tried, and it was
difficuit to get from the clinic, The Administrator

that the issions and

{og was not updated.

Uncorrected Class Hl
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