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A000; Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Crown Assisted Living Facility LLC. The facility
had deficiencies identified related to the
Relicensure.

A 032 59A-38.007(7) FAC Resident Care - Elopement A032
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of efopement must be identified
so staff can be alerted fo 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 perforrmed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1081, 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 to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone nurmber. Staff trained
pursuant to paragraph 58A-36.011(10){a) or (c),
F.A.C., must be generally aware of the focation 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
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facility staff and faw enforcement as necessary.
The facility'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
Palicies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the poticies and procedures must
provide for,

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrcgate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,

4. The continued care of alt residents within the
facifity in the event of an elopement.

{c) Facility Resident Elopement Drills. The facifity
must conduct and document resident elopement
drills pursuant to Section 429.41{1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined that the facility failed to provide
documentation of staff participation in elopement
drills for the calendar year 2024 or 2025.

The findings include:

During an interview on at 10:41 AM
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drills were requested for 2024 and 2025. At this
time, the Administrator stated that he did not
know that he should conduct elopement drills
twice a year.

Review of the facility records confirmed that no
elopement drills were conducted in 2024, and no
elopement drills had been initiated in 2025,

Review of the facility's staffing schedule revealed
the facility employes 2 staff members including
the Administrator and has a current census of 3
resident.

Class il

A 083 59A-36.011(5) FAC Training - First Aid and A083

{5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
1o perform and which is issued by an
instructor or fraining provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is ited by the C ission on itati
for Pre-Hospital Continuing Education satisfies
this requirement.
{b) A nurse shall be considersed as having met the
training requirement for First Aid. An emergency
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medical technician or paramedic currently
certified under chapter 401, Part I, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined that, the facility failed to provide
documentation of staff participation in elopement
drilis for the calendar year 2024 or 2025,

The findings include:
During an interview on at 10:41 AM
with the ini . the facility's

drills were requested for 2024 and 2025. At this
time, the Administrator stated that he did not
know that he should conduct elopement drills
twice a year.

Review of the facility records confirmed that no
efopement drills were conducted in 2024, and no
elopement drills had been initiated in 2025.

Review of the facility's staffing schedule revealed
the facility employes 2 staff members including
the Administrator and has a current census of 3
resident.

Class il
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22830,

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
(1) A licensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider

22830

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PROY IER 3

TITLE X6} DATE

STATE FORM

I sontiovation sheat € of 3




Agency for Healih Care Administration

PRINTED: 09/24/2025
FORM APPROVED

is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to submit/or request approval of their

Comp i Plan
{CEMP) the local Emergency Management
Division.

The findings include:

In an interview with the Administrator on

at 10:25 AM, a request was made for
the facility's Comprehensive Emergency
Management Plan (CEMP). The Administrator
stated that he thought the CEMP submission was
required every two years, The Administrator
further stated that he had just submitted the plan
on , .

The Administrator provided a copy of the facility
jast CEMP approval letter from the Local County
Emergency Management Division dated
(copy obtained). Review of the lstter

documented the following: The CEMP is now
approved until | . Please be
advised that the next ptan review submittal date is

. . . This allows for a 60 day
review period established by Florida State
Statutes before the CEMP expires. No
information was provided during the survey.

Class #ll
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