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A000; Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted at Eagles
Comfort Care LLC. on . The facility
had deficiencies at the time of the visit.

A030 59A-36.007(5) FAC; 420.28( ) FS420.27 A030
Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1{800)86~ or 1{800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
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{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. inistrative and
and requirements;

control, sanitation, and standard
precautions;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
8. Assistive devices; and
10. Physical .
{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.
{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.
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429.28 Resident bilf of rights.~
{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{¢) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 pm.
at a mintmum. Upon request, the facility shalf
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ton within the ity.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429.27.
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{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medicafions, assistance in making | |
for health care services, the provision of or
arrangement of transportation to health care

- . and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

i within the i

{k) At least 45 days' notice of relocation or
termination of residency from the facility uniess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shali be
given af least 45 days' notice of a nonemergency
refocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
[o] 1 Program for ass with
relocation and must include the statewide toll-free

A030
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telephone number of the program, In order for a
facility to i the rest of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and o associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rignts, , and
prohibitions set forth in this partis pested ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the jocal ombudsman
council, the Etder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access (o a telephone to

AHCA Form 3020-0001
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call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personat affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

s or s under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, recard review, and staff
interviews, it was determined that the faciiity
failed to provide adequate care and services fo
prevent developement and the worsening of 2

. for one of five sampled residents
{Resident #1). Additionally, the facility did not
follow proper controf procedures during
the provision of care for Resident #1.

Findings:
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A) Review of Resident #1's sheet,
completed by the facility ' s Administrator,
documented that Resident #1 was admitted to the
facility on . Upon admission,
Resident #1 reqwred total assistance with
activities of daily living (ADLs). The resident
utilized both a wheelchair and a walker for
ambulation, required assistance with transfers,
and was able o eat independently.

The initial skin assessment completed on
documented that Resident #1 ' s skin
was intact with a healthy color. Diagnoses

included . PV .
., Land . The initiat

health assessment also noted that Resident #1

was of both and , used

adult briefs, and was able to toilet with
one-person assistance for transfers.

Hospice records indicated that Resident #1
began receiving hospice services on s

, with a primary diagnosis of

.On , hospice

documentation noted the presence of an

- (unopened) on the
area. Hospice staff instructed facility personnel to
apply , reposition Resident #1 every
two hours, and change briefs as needed o
prevent further . Ahospital bed
was ordered to support pressure relief and
prevent worsening of the

From through | , hospice
documentation indicated that the
remained unopened. However, on

, Resident #1 was assessed and d|agnosed
witha s . The record did not
include the ' s measurements (size, depth,
and width). Hospice documentation further
AHCA Form 3020-0001
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reflected that facility staff were continuously
educated and re-educated on the importance of
repositioning Resident #1 every two hours to
prevent further deterioration. Resident #1
remained totally dependent on staff for all ADLs.
Facility failed to document continued cormpliance
with Hospice care orders. The facility was unable
1o provide proof of the turning of the resident and
reassessment for continued residency for
Resident #1; to ensure appropriate care and
services could be provided to the resident from
the facility.

B)On . , at 11:40 AM, Staff A was
observed applying & prescribed powder to
Resident #1. Staff A retrieved the medication from
the medication cabinet without using the
Medication Observation Record (MOR). She then
dispensed the powder into the palm of her bare
and applied it under Resident #1' s right
upper arm without wearing gloves. This
observation demonstrated a failure to follow
proper control protocols during
medication administration and resident care.

During an interview on . ,at12:32
PM, the Administrator stated that facility staff
assist Resident #1 with all ADLs. She described
Resident #1 as requiring total care and noted that
the resident "sweats a lot and does not move as
she should.” The Administrator acknowledged the

iapse in control practices and stated that
she would re-educate staff to ensure adherence
1o proper control procedures.

Class #l
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A052 428.256( ); 59A-36.008(3) Medication - A052
Assistance with Self-Admin
429.256

(3) Assistance with self-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefitied by the manufacturer are considered

icati in previ i properly
labeted containers.
{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver o opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
{c) Placing an cral dosage in the resident's
or placing the dosage in another container and
helping the resident by lifting the container to his

or her .

{d) Applying | medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this

section.
{g) Assisting with the use of a , including
removing the cap of a . opening the unit

AHCA Form 3020-0001
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dose of solution, and pouring the
i dose of ication into

the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing, . . converting, or

.. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{¢) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with s ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professionat with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude i judgment
on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication,
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of adminisiration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
(5) Assi with the self-administration of
ication by an unli person as §

in this section shall not be considered
administration as defined in s, 465.003.
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59A-36.008
(3) ASSISTANCE WITH

SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F. A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.8.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
1o take medications as prescribed.

{c) in order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container,

(d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
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2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
orgarizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.
(f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and ing or
assessing a resident's condition.
{h) Al trained staff must adhere to the facility's
control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, records review, and
interview, it was determined that unlicensed staff
of the facility failed to follow proper protocol when
assisting 1 of 4 sampled residents {Resident #3)
with self-administration of medications.

The findings included:

On . at 8:45 A.M while observing Staff
A {an unlicensed staff) assisting Resident #3 with
self-administration of medications, it was noted
that Staff A crushed the pilis prescribed for
Resident #3 and placed the crushed pilisina
AHCA Form 3020-0001

STATE FORM e WCOE I continuation sheet 12 of 17




PRINTED: 11/13/2025

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
AL11969249 e — 10/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8620 NW 3RD ST
EAGLES COMFORT CARE LLC
PEMBROKE PINES, F1. 33024
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION} TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A082] Continued From page 12 A052

smali plastic cup containing apple sauce. Staff A
then walked to Resident #3's bedroom and used
a spoon to feed the content of the cup to
Resident #3. It was also observed that Staff A did
not use the medication observation record (MOR)
at the beginning of the process, but Staff A signed
the MOR after giving Resident #3 her
medications.

Review of Resident #3's undated heaith
assessment record (AHCA form 1823)
documented Resident #3 suffered from

and received hospice services.
Section 1-A of the 1823 documented Resident #3
required feeding assistance and section 2 -B
noted she needed assistance with
self-administration of medication.

The findings were discussed with the
Administrator at the exit meeting on

0 PM. The Administrator provided no
additional information.

Class il

A D056 59A-36.008(7) FAC Medication - Labeling and A056
Orders

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unfess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a2 customized
patient medication package is prepared for a
resident, and separated into individual medicinat
drug containers, then the following information
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must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pill

o i as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any fimitations must be specified;
for example, "as needed for, |, notto exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of &
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facifity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.

{e) A nurse may take a medication order by
telephone, Such order must be promptly
documented in the resident's medication
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observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini fon are filled
or refilied in a timely manner,
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
iabel.containing the following:
1. Practitioner's name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, records review, and
interview, it was determined that unficensed staff
of the facility failed to follow the physician’s order
when assisting 2 of 4 sampled residents
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{Resident #1 & Resident #3) with
self-administration of medications,

The findings included:

A)On at 8:30 AM, review of the
medication observation record (MOR) revealed
Resident #1 had the following medication ordered
1o be administered as follows: iprat-

0. (2.5} mg. inhale 1 vial via jet every
4 hours arcund the clock for

at 8:00 AM; 12:00 PM; 4:00 PM; 8:00 PM; 12:00
AM, and 4:00 AM. Review of the MOR revealed
facility staff signed for the 8:00 AM, the 4:00 PM,
and the 8:00 PM, but there was no signature for
the 12:00 AM, and the 4:00 AM.

During an interview with Staff Aon at
12:04 PM, after she assisted the resident take the

medication, Staff A confirmed that she
was not aware that the medication was supposed
1o be given at 12:00 AM and 4:00 AM.

B) Review of the medication observation record
{MOR) revealed further that Resident #3 had one
of her medications to take in the morning that
was supposed to be placed under her

The medicaiton instructions were:
HYOSEYAMINE 0.125 MG tablet. Take 1 Tablet
under the for every 4 hours for excess

salivation at 8:00 AM; 12:00 PM; 4:00 PM; 8:00

On , at 8:45 A.M while observing Staff
A (an unlicensed staff) assisting Resident #3 with
self-administration of medications, it was noted
that Staff A crushed all the pills prescribed for
Resident #3 and placed the crushed pilis ina
smalf plastic cup containing apple sauce. Staff A
then walked to Resident #3's bedroom and used
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a spoon to feed the content of the cup o
Resident #3. Staff A did not place the pilt under
Resident #3's

Review of Resident #3's undated health
assessment record (AHCA form 1823)
documented Resident #3 suffered from

and received hospice services.
Section 1-A of the form 1823 documented
Resident #3 required feeding assistance and
section 2 -B noted she needed assistance with
self-administration of medication.

The findings were discussed with the
Administrator at the exit meeting on

at 3:30 PM. The Administrator provided no
additional information,

Class il
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