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408.811 F8; 59A-35.120 FAC Right of Inspection;
Inspection Reports

408.811 Right of inspection; copies; inspection
reports; plan for correction of deficiencies.-

{1) An authorized officer or employee of the
agency may make or cause to be made any

i ion or i igation deemed ni ary by
the agency to determine the state of compliance
with this part, authorizing statutes, and applicable
rules. The right of inspection extends to any
business that the agency has reason to believe is
being operated as a provider without a license,
but inspection of any business suspected of
being operated without the appropriate ficense
may not be made without the permission of the
owner or person in charge unless a warrant is
first obtained from a circuit court. Any application
for a license issued under this part, authorizing
statutes, or applicable rules constitutes
permission for an appropriate inspection to verify
the information submitted on or in connection with
the application.

{a) All inspections shall be unannounced, except
as specified in s. 408.806.

{b) Inspections for relicensure shall be conducted
biennially unless otherwise specified by this
section, authorizing statutes, or applicable rules.
{c) The agency may exempt a low-risk provider
from a licensure inspection if the provider or a
confrolling interest has an excellent regulatory
history with regard to deficiencies, sanctions,
complaints, or other regulatory actions as defined
in agency rule. The agency must conduct
unannounced licensure inspections on at least 10
percent of the exempt low-risk providers to verify
regulatory compliance.

{d) The agency may adopt rues to waive any
inspectien, including a relicensure inspection, or
grant an extended time period between
relicensure inspections based upon:

22824

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PRO IER 3

TITLE

X6} DATE

STATE FORM

3

WYKL11

I sontioation sheat € of §




PRINTED: 12/03/2025

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
AL11968935 e — 10/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
19225 SW 87TH AVE
THE RESIDENCES AT EAST RIDGE RETIREMENT ViUl
MIAML, FL 33157
(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) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
22824 Continued From page 1 22824

1. An excellent regutatory history with regard to

deficiencies, sanctions, complaints, or other

regulatory measures.

2. Outcome measures that demonstrate quality

performance.

3. Successful participation in a recognized,

quality program.

4. Accreditation status.

5. Other measures reflective of quality and safety.

6. The length of time between inspections.

The agency shall continue to conduct

unannounced licensure inspections on at least 10

percent of providers that qualify for an exemption

or d period between reli

inspections. The agency may conduct an

inspection of any provider at any time fo verify

regulatory compliance.

{2) Inspections conducted in conjunction with
ification, licensure i

or a recognized or approved accreditation

organization may be accepted in lieuof a

complete licensure inspection. However, a

ficensure inspection may also be conducted to

review any licensure requirements that are not

also requirements for certification.

{3) The agency shall have access to and the

ficensee shall provide, or if requested send,

copies of ali provider records required during an

inspection or other review at no cost to the

agency, including records requested during an

offsite review.

{4) A deficiency must be corrected within 30

calendar days after the provider is notified of

inspection results unless an alternative timeframe

is required or approved by the agency.

{5) The agency may require an applicant or

ficensee to submit a plan of correction for

deficiencies. if required, the plan of correction

must be filed with the agency within 10 calendar
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days after notification unless an alternative
timeframe is required.

{6)(a) Each licensee shall maintain as public
information, avaitable upon request, records of all
inspection reports pertaining to that provider that
have been filed by the agency unless those
reports are exempt from or contain information
that is exempt from s, 119.07(1) and s. 24{a), Art.
I of the State Constitution o is otherwise made
confidential by faw. Copies of such reports shall
e retained in the records of the provider for at
least 3 years following the date the reports are
fited and issued, regardless of a change of
ownership.

{b) Alicensee shall, upon the request of any
person who has completed a written application
with intent fo be admitted by such provider, any
person who is a client of such provider, or any
relative, spouse, or guardian of any such person,
furnish fo the requester a copy of the last
inspection report pertaining fo the licensed
provider that was issued by the agency or by an
accrediting organization if such report is used in
fieu of a licensure inspection.

59A-35.120 Inspections.

{1) When regulatory violations are identified by
the Agency:

{a) Deficiencies must be corrected within 30 days
of the date the Agency sends the deficiency
notice to the provider, unless an alternative
timeframe is required or approved by the Agency .
{b) The Agency may conduct an unannounced
follow-up inspection or off-site review to verify
correction of deficiencies at any time.

{2) if an inspection is completed through off-site
record review, any records requested by the
Agency in conjunction with the review, must be
received within 7 days of request and provided at
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o the Agency.

within 21 days of accreditation.

inspection including the accreditation

inspection.

were not provided.

Findings:

residents health assessments.

no cost to the Agency. Each licensee shall
maintain the records including medical and
treatment records of a client and provide access

{3) Providers that are exemnpt from Agency
inspections due to accreditation oversight as
prescribed in authorizing statutes must provide:
{a) Documentation from the accrediting agency
including the name of the accrediting agency, the
beginning and expiration dates of the provider's
accreditation, accreditation status and type must
be submitted at the time of license application, or

{b) Documentation of each accreditation

Interviewed on10/24/2025 at 3:42 PM when
informed that the health assessments were not
provided on , the Administrator stated
that she would send them by e-mail and
requested the e-mail address. However, the
Administrator only provided 64 out of the 73

Interviewed on at 3:43 PM upon
request of the pendant call policy and two months

organization's report of findings, the provider's
response and the final determination must be
submitted within 21 days of final determination or
the provider is no longer exempt from Agency

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to provide records required during an
inspection. Resident health assessments and two
months of pendants call records from alf shifts
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of past pendant calls from all shifts, the
Administrator stated that she was going to e-mail
the information as well.
Areview of the facility records only found the
pendant calt policy. There was no documentation
of the log of pendant calls for the prior two
months { | & )
Areview of the pendant response call policy
showed, regarding the purpose of the pendant
system, "To ensure a prompt and appreciate
response 1o all emergency calls initiated through
the community's emergency call system or
resident pendant.”
Unclassified
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A000; Initial Comments A 000

A change of ownership survey and two complaint
investigations (#s 2025011607, 2025009005)
were conducted from through

at The Residences at East Ridge
Viltage. The provider had deficiencies at the time
of the survey.

A 007, 59A-36.006(1) FAC Admissions - Criteria A007
88=G
{1) ADMISSION CRITERIA.

{a) An individual must meet the following
minimum criteria in order to be admitted to a
facility holding a standard, limited nursing
services, or limited mental health ficense:
1.Beatleast .-

2. Be free from signs and symptoms of any
comtmunicable that is likely to be
transmitted to other residents or staff. An
individual who has .

{ may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

3. Be able to perform the activities of daily living,
with supervision or assistance if necessary.

4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

5. Be capable of taking medication, by either
self-administration, assistance with
self-administration, or administration of
medication.

a. if the resident needs assistance with
self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
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resident's surrogate, guardian, or attorney-in-fact.
b. The facility may accept a resident who requires
the administration of medication i the facility
employs a nurse who will provide this service or
the resident, or the resident's legat
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a health care practitioner, or a
mental health practitioner licensed under Chapter
490 or 491, F.8,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden, unless the resident is
receiving licensed hospice services pursuant o
Section 429.26(1){c), F.8.;

10. Nothaveany  or4, A
resident requiring care ofa

may be admitted provided that:

a. The resident either:

{I) Resides in a standard or limited nursing
services licensed facility and contracts directly
with a licensed home heaith agency or @ nurse to
provide care; or

{I1) Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant to a plan of care issued by a health care
practitioner;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

. f the resident’s condition fails to improve within
30 days as documented by a health care
practitioner, the resident must be discharged
from the facility.

11. Residents admitted to standard, limited
nursing services, or limited mental heailth
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licensed facilities may not require any of the
foliowing nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with -

©. Menitoring of gases,

d. Management of post-surgical drainage tubes
and vacuum devices;

e. The administration of products in the
facility; or

f. Treatrment of surgical or f
unless the surgical or and the

underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident's record.
12. In addition to the nursing services listed
above, residents admitied to facilities holding only
standard and/or limited mental health licenses
may not require any of the following nursing
services:
a. . and, . performed
in the facility;
b. ., performed in the facility.
13. Not require 24-hour nursing supervision,
unless the resident is receiving licensed hospice
services pursuant to Section 429.26(1)(c}), F.S.;
14. Not require skilled rehabilitative services as
described in Rule 59G-4.290, F.AC.
15. Be appropriate for admission to the facility as
i by the facility ini . The
must base the ion on:
a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
Section 429.26, F.5.;
©. The facility's admission policy and the services
the facility is prepared to provide or arrange in
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order to meet resident needs. Such services may
not exceed the scope of the facility's license
unless specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule Chapter 69A-40, F.A.C.
{b) Aresident who otherwise mests the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

.. Or assistance with routine , care
of site . Pplacement, may be admitted
0 a facility with a standard license as long as the
facility has a nurse on staff or under contract o
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{¢) Nursing staff may not provide training to
unlicensed persons, as defined in Section
429.256(1)(b), F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with & standard license.
{d) Not withstanding any other provisions of this
rule, an individual enrolled in and receiving
ficensed hospice services may be admitted to an
assisted fiving facility pursuant to Section
429.26(1)(d), F.S.
{e) Resident admission criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C,
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the appropriateness of admission
of 1 out of 27 sampled residents (Resident #2)

Resident #2 needed 24-hour nursing supervision.

Findings included:

Areview of Resident 2's heaith assessment dated
showad diagnhoses of

with physical limitations of
. and aggression, risk of

. and disorientation. The Residents'

- status showed behavioral outbursts.,
Nursing requirements indicated 24-hour
supervision. Special precautions showed
precautions. The activities of daily living (ADL)
assessment showed the Resident needed
assistance with bathing, . supervision
with ambulation, eating, self-care, and
transferring. The Resident needed assistance
with self-administration of medication.

Areview of the resident record showed that
Resident #2 moved in on

Interviewed on at 12:55 PM- Resident
2's primary care provider (PCP) stated that due to
diagnoses of | and history

of elopement Resident 1 was an elopement risk
and 24-hour supetvision was recormmended.
According to his PCP Resident 1 was found by
Police lost and . in the streets.

Interviewed on at 7:15 AM Resident
2's PDA (Private Duty Aide) stated that she had
worked caring for Resident 2 prior to his
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admission to the facility and the decision was
made to admit himn at the facility because
Resident 2 would tend to escape and try to get
away.

Interviewed on at 8:34 AM Resident
2's other PDA stated that prior to moving to the
facility, Resident 2 fived with his two brothers and
he received 24-hour private duty aide care,

Class #

AD10 429.26( ) FS; 59A-36.006(4) FAC Admissions - AD10
$8=G | Continued Residency

428.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the continued appropri; of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this pari. The following
criteria apply to the determination of
approprk for ission and
residency of an individual in a facifity:
{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or freatment are met by the facility or
a third patty.
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{b) A facility may admit or retain a resident who
requires the use of assistive devices,

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph {c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden" means that a resident is
confined to a bed because of the inability fo:

a. Move, turn, or reposition without totai physical
assistance;

b. Transfer to a chair or wheelchair without fotal
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. A resident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. if a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facllity if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
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resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical ination by a health care
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by reference in {2)(0)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant fo
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa .

may be retained provided that:
1. The resident contracts directly with a licensed
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home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,

3. if the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facllity.

{c)A , ifl resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicabte, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Decumentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the continued i of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
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ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-368.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on Observation, Interview and Record
Review, the facility failed to ensure that two of 27
sampled residents was appropriate for continued
residency (Residents #2 and 8}, place residents
in the appropriate level of care area of the facility.
The Facility failed to place residents in areas
where they would receive the best level of care as
it pertains fo their diagnoses. The Facility failed to
appropriately place 2 out of 27 residents

Findings:

.On , at approximately 8:30AM, Staff |

stated that Resident #6 was on care.

On at approximately 8:30Am, Staff |

stated that a Home Health Agency provides the
care.

On interview on at 0830Am, Staff |

did not know what type of resident #6

had..

Interview with Staff G on , at 1:00PM,

Staff G stated that Resident #6 had a

On at 1PM, Staff G provided written
progress notes dated from t010-17-25
on resident #6. The progress notes were writfen
by Staff G.

Record review of the progress notes indicated
that Resident #6 had a
on her .

Per the American Journal of Nursing, "A .

, is a pressure related under intact
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skin where damage starts in deeper tissues like

due to intense and or prolonged pressure
and or shear force. itis initially identified by a
purple or maroen area of discoloration which may
be preeded by | or temperature change and
can rapidly evolve into a deep ., sometimes
developing into a full thickness injury."

Record review of the progress notes did not
describe the size of the area of the and
did not describe its characteristics.

Record review of the resident #8's chart showed
no documentation written from the third party
provider providing the . change.

On an Interview of Staff G on at
206PM, she stated that Resident #6"s original
admission date was . Resident #6 was
sent to the hospital on and upon return
from the hospital on , Resident #5 was
sent to the Nursing Home. On

Resident #6 was transferred tothe
ALF/Memory care.

Review of Resident #6's Progress notes state
that on , the resident’s skin was intact.
Then on , the skin was observed to be
reddened and an evaluation was reguested from
the doctor.

Record review of Resident #6's 1823 form
revealed diagnoses of - wasting and
atrophy, partial ntestinal obstruction, type 2

e e , abnormalities of gait
and mobility, . .
N , history of N
infarcts without residual ; Needs
assistance with ADL's; Alert and oriented x2,

icati p ions, not an
elopement risk; needs assitance with self a25;
When interviewed on at 2PM, Staff g
stated that she would provide the care
nursing notes from the third party providers. The
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On at 834- Resident #2 was
observed at dining table awaiting breakfast.
Resident #2 stood up from his seat and
introduced himself. Resident #2 was being
assisted by a private companion

On at 834AM, the Private Duty
assistant working with Resident #2 on the AM

at home for 2 months prior to his coming to the
ALF. She stated that resident #2 received 24
hour care . She stated that the plan was for this
o continue in the AF. She stated that he has

At 715 AM on the private duty aid that
works with Resident #2 on ihe 7PM to 7AM ,
stated that she had been working with

the ALF. She stated that his brother would
constantly have to be vigitant since the resident
would tend to escape or try to get away..
Record review of Resident #2's Health
assessment dated revealed
diagnoses of

It also noted,Physical fimitations: .
and aggression. Risk of
status: Behavioral
outburstsNursing requirements: Recommend
24-hour supervision.Special precautions:
precautions

On at 12:55 PM a Telephone
interview with Resident #2"s doctor, the doctor §

facility failled to provide this documentation when
requested while the surveyors were in the ALF on

shift stated that she had worked with the resident

Resident#2 at his home prior to his admission to

and
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stated that based on his diagnoses of
.. and previous elopement history

Resldent #2 wes an elopement risk and should

be under 24-hour supervision.

On at 12:55PM, Resident #2's doctor

stated that Resident #2 was found lost and

. by the police.

On at 1255PM, Resident #2's doctor

stated regarding the resident's health

assessment recommendation of 24-hour

supervision, “That's where he belongs.”

Class il

AD27 59A-36.007(3) FAC Resident Care - Arrangement AQ27

$8=D | for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. in
order to facilitate resident access to health care
as needed, the facility must:

{a) Assist residents in making |, and
remind residents about scheduled |

for medical, dental, nursing, or mental health
services.

{b) Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

{c) The facility may not require residents to
receive services from a | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed fo arrange for health
care for one (#13) #out 27 sampled residents.
The facility failed to make medical arrangements
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for Resident #13 to her primary care physician
after health decline.

Findings:

Observation on at 8:32 AM showed
Staff U (Home Heaith Aide) was assigned to
Resident #18.

Interviewed on at 8:32 AM Staff U

stated that she worked 4 hours with the Resident
#18 for about a month and a half and from 8:00
AM to 12:00 PM because the resident’s health
was in decline.

Interviewed on 10:22 PM at 12:04 PM when
asked why Resident #18 had a private aide, the
Nursing Manager stated that because the family
wanted it. The Nursing Manager stated, "All
residents living here were mine and the nurse
and staff and medication technicians make
rounds. | documented in the chart that she was
declining. | don't know how long she has been
declining. When the resident needs more
assistance and poor appetite, 1 called the
physician and they come to evaluate.” However, a
review of the resident record found no
documentation of declining health and medical
arrangements made for Resident #18 in progress
notes.

Areview of Resident #13's health assessment
dated showed diagnoses of
. N , . ,BCslt
Lymphoma Degenerative .
,and of . The
activities of daily living showed supervision
needed with ambulation, eating, transferring and
assistance with bathing, . self-care, and
tofleting. However, resident was cbserved on
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at 11:46 AM with use of a walker.

Interviewed on at 10:16 AM the
Patient Support staff from the primary care
physician office stated that Resident #18 was last
seenon . and there had been no
communication since the last visit regarding her
health decline.

Interviewed on at 4:28 PM the
Administrator acknowledged that medical
arrangements were not made for Resident #18
declining health.

Class il
A030, 59A-36.007(5) FAC; 429.28( ) FS 429.27 A080
$8=G | Resident Care - Rights & Facility Procedures

59A-36.007

{5) 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 allow
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
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full view in & common area accessible to 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 toll-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.
{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-36.008, F.A.C. The rules
and procedures must at 2 minimum address the

2. and tobacco ust
3. Medication storage;
4. Resident elopement;
5. Reporting resident , heglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required o clean their own
sieeping 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.
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{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 de not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429,28 Resident bill of rights.~

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by faw, 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
fiving 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
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of ¢ a.m. and 9 p.m.
at a minimum, Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
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similar situations.
{e) Freedom o participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{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
facifity o provide safekeeping for funds as
provided in 5. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious fiberties, including
the right to independent personal 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
heailth care” means the managerment of
medications, assistance in making |
for health care services, the provision of or
arrangement of transportation to health care

.y , and the performance of heaith
care services in accordance with s. 429.255
which are consistent with established and
T i tandards within the i
(k) At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation fo a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
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harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation 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] Program for ass with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to i the resi 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 poficies, procedures, and services o the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shait
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, - , and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mall address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
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complaints may be lodged. The notice must state
that @ comptaint 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 faken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

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

428.27 Property and personal 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

. or . 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 fo manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal 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 Rute is not met as evidenced by:
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Based on interview and record review, the facility
failed to ensure that one out of 27 sampled
residents was protected and kept safe from

{Resident #3). The was not reported
for more than 24 hours.

Findings:

Areview of records from another state agency
revealed finding that Resident #3 experienced
by Staff P (caregiver) on

A review of facility records reveafed that on
at around 6PM, Staff P grabbed a
piate of food from Resident #3.

On at 3:01PM when interviewed,
Staff M stated that Staff P grabbed a plate out of
the of resident #3.

Review of a letter written by Staff M. {caregiver)
revealed that 'Resident #3 slapped Staff P on her

Areview of facility, staff and personnel records
revealed no documentation of an intervention
after the resident slapped the staff.

Review of a progress note written by Staff |
revealed that on . Staff | noticed

on the right and arms of Resident
#3. Staff | wrofe that she reported it to the
Facility's previous Director of Nursing (DON) and
the Facility's previous Administrator.

Review of a progress note regarding Resident #3,
dated by the previous DON revealed
that the DON recelved a directive from the
pravious i to conduct an

on Resident #3 due to of unknown origin.
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Record review of a progress note written by the
former DON revealed that the DON observed
multiple on different areas of Resident
#3's' and arms,

Review of the progress note written by the
Former DON regarding Resident #3 revealed that
the DON photographed the areas.

Review of the progress note written by the former

DON showed that she interviewed Resident#3,

who stated that she did not know where the
came from.

Review of a progress note written by the former
DON on revealed that she was
approached by an unnamed CNA who recounted
to her of an incident that took place on

regarding Resident #3 and a nurse on duty.

Review of the progress note written by the former
DON revealed that she also wrote that an
eyewitness {did not identify who) stated that
because of the incident, there was L atthe
top of Resident #3's right

Record review of a progress note written by the
former DON, revealed that she reported the
information regarding resident# 3 to the former
Administrator on

Review of a progress note written on

by the former administrator revealed that it was
reported to Staff F that Resident #3 struck Staff P
onthe

Further review of the progress note by the former
Administrator revealed that she contacted Staff M
by phone. Staff M recounted that on

Resident #3 slapped Staff P and that Staff P
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grabbed Resident #3 by the and her nails
stuck into her skin.

Record review reveals that the former
Administrator documented that on -25 she
had a follow up conversation with Staff P.  She
stated that Staff P stated that it was not the first
time that Resident #3 hit her.

Record review of a Progress note written by the
Former Administrator revealed that Staff P stated
that she did not think she needed to report the
incident because she was the one who got hit by
Resident #3,

Record review of the staff schedutes of the Month
of , revealed that she worked at the facility on
. This was the last day she worked.

Record review of the employee file of Staff P
revealed that Staff P was terminated on

On at approximately 3:01PM in an
interview with Staff M, the staff reported that she
had received fraining on and Neglect.

On at 2:46PM an interview with Staff F,
she stated that she was not there when the
incident between Staff P and Resident #3
ocourred. She stated that Staff M told her about
it. She stated that she told Staff M fo tell the
former Administrator.

Review of an undated, handwritten note written by
Staff O revealed that staff M told her that
Residertt #3 was about to hit Staff P and that Staff
P stopped Resident #3 by holding her . Staff
O fusther wrote that Resident #3 had a
scratch.
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Avreview of Staff F, Staff M, Staff O and Staff P's
personnel records and a review of facility records
revealed no documentation that any of them
reported the incident state agencies in a
Himely manner.

Review of the facility's . Negtect and
. Prevention Policy showed, "No
employee or resident shall be subjected to verbal,

physical, mental, , or financiat s
neglect, or P
Class it
AD31 59A-36.007(6) FAC Resident Care - Third Party A031

88=D | Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's rspresemative
from independently arranging,

paying for services provided by a third paﬁy 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
facility'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 parly provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
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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
commuinications about the resident's condition
and response fo treatment or services ordered by
the physician which may impact the resident's
appropri for continued resi 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. ¥f 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 58A-36.007(6)(c)2.
and 3.

{d) I residents accept assistance from the facility
in arranging and coordinating third party services,
the facility's assistance does not represent a
guaraniee that third party services will be
received, if the facility's efforts to make
arrangements for third party services are
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unsuccessful or declined by residents, the facility

must inctude documentation in the residents’

record explaining why its efforts were

unsuccessful. This documentation will serve to
its i with this i

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain documentation of coordination
of care including communications about the
residents’ condition for 1 out of 27 sampled
residents (Resident 4). The facility also failed to
mairtain an interdisciplinary hospice plan of care.

Findings included:

Areview of Resident 4's health assessment
dated revealed diagnoses of
» . Body . .
, Bi-polar . Physical limitations
were total assistance with all ADL {Activities of
daily living) status was
, . Nursing requirements were hospice
care, hospital bed with ; bedrails. Special
precautions showed 'none’ ADL showed total care
for all ADL including ambutation, bathing,
.. eating, self-care, toileting, transferring.
The Resident was bedridden and needed
i with self inistration of i

A review of Resident 4's record revealed there
was no documentation for an interdisciplinary
hospice plan of care,

Further review of Resident 4's record showed no
documentation for communication about the
Resident's condition and response fo treatment at
jeast every 30 days.

Interviewed on at 4:25 PM when told
regarding the missing documentation the
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{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
facility staff and faw enforcement as necessary.
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Administrator and Staff G, the Nursing Manager,
did not respond.
Class #l
A D32} 59A-36.007(7) FAC Resident Care - Elopement A032
$8=H | gtandards
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The facitity'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:

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, 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 facitity
must conduct and document resident elopement
drills pursuant to Section 428.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to identify and be
aware of the location of 3 out of 27 sampled
residents that were at risk for elopement (1, 2, 5}
The facitity also failed to implement its elopement
procedures for 3 out of 27 sampied residents (1,
2, 5). Resident 1 was admitted {o the hospital
after she eloped and was found on a goff cart.
Resident 2 had a history of elopement, was
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disoriented, at risk for . and was not

identified as at risk for elopement. Resident 5
etoped and was found at 4:00 AM in the parking
lot.

Findings included:

1
Areview of Resident 1's nurse's rotes dated

at 6:30 PM revealed the Resident
was found outside on & golf cart around 6:30 PM
while her caregivers were not aware that she was
missing. Further review showed that the Resident
had , and emergency medical services
{ } transported the Resident to the hospital
emergency room with fow .
Areview of Resident 1's hospital records dated

showed she was brought to the
emergency room by when found
and . Further review showed the
Resident was admitted to the hospital with altered
mental state, acute .\ N .

and hyperkalemia.

Areview of Resident 1's health assessment dated
showed diagnoses of

hyperkalemia, high . .

PR and suspected . Physical
fimitations showed NA. status showed

, oriented to person. Special

precautions showed 'standard’. The activities of
daily living (ADL} showed the Resident needed
assistance with ambulation, bathing, -
eating, self-care, toileting and transferring. The
Resident needed assistance with
self-administration of medication and was not an
elopement risk.
Further review of Resident §'s record showed no
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documentation for an elopement risk
assessment, ot interventions to minimize risk,
behavior modification or to increase staff

awareness.

2)

Areview of Resident 2's health assessment dated
showed diagnoses of ‘s

. The physical iimitations showed
f and aggression, risk of
. and disorientation. The Residents'

" status showed behavioral outbursts.
Nursing requirements showed 24-hour
supervision. Special precautions showed
precautions. Activities of daily fiving (ADL)
showed the Resident needed assistance with
bathing, ..; supervision with ambutation,
eating, self-care, transferring; was independent
with toileting. The Resident needed assistance
with self-administration of medication and was not
an elopement risk.

Interviewed on at 12:55 PM- Resident
2's primary care provider (PCP) stated that due to
diagnoses of | , and history

of elopement Resident 1 was an elopement risk
and 24-hour supervision was recommended.
According to his PCP Resident 1 was found by
Police lost and . inthe streets.

Interviewed on at 7:15 AM Resident
2's PDA (Private Duty Aide) stated that she had
worked caring for Resident 2 prior to his
admission fo the facility and the decision was
made to admit him at the facility because
Resident 2 would tend to escape or try to get
away.

AHCA Form 3020-0001
STATE FORM e

WYKL1T

I contingation sheat 30 of 60



PRINTED: 12/03/2025

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
AL11968935 B WING 10/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
19225 SW 87TH AVE
THE RESIDENCES AT EAST RIDGE RETIREMENT ViUl
MIAML, FL 33157
(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) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A032] Continued From page 30 A032
Observation on at 8:34 AM showed

that Resident 2 was in the dining room awaiting
breakfast accompanied by his PDA and he stood
up and introduced himself. Further observation
revealed that Resident 2 did not have a form of
identification or the name, address and telephone
number of the facility on his person.

Interviewed on at 8:34 AM Resident
2's PDA stated that prior to moving to the facility
Resident 2 lived with his 2 brothers and he
received 24-hour private duty aide care.

Further review of Resident §'s record showed no
documentation for an elopsment risk
assessment, interventions to minimize risk,
behavior modification or fo increase staff
awareness.

5)

Interviewed on at 6:45 AM Staff K, a
Caregiver, stated, "One time they found [Resident
5] in the parking lot, he was on the ALF side, and
they moved him to Memory Support, One night, |
went to use the bathroom, and he was gone; they
found him at 4:00 AM in the parking lot. | have to
sit and watch the door because he wants fo go.
Every night | have to waich him. The alarm is too
low, if you are inside a room, you won't hear it.
There is a second, louder alarm when the doors
open but it's not working. No, it has not been fixed
yet. No, | have not participated in any elopement
drills”

Areview of Resident §'s nurse’s notes dated
at 5:30 AM showed,"” Security called
the ALF to open the doors to allow Resident 5 to

re-enter. Resident is . and appears to be
free of, , he returns to his room. Will continue
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o monitor”

A review of Resident 5's health assessment dated
showed diagnoses of high
without behavior disturbance,

. , deficiency, unspecified

abnormalities gait mobifity, .
, lack of coordination,

R N . Physicat limitations
showed a walker for ambulation, status
showed without behavioral disturbance.
Nursing requirements showed ‘none'. Special
precautions showed precautions, The
activities of daily living (ADL) showed the
Resident needed assistance with ambulation,

bathing, ... self-care, toileting and
transferring. Needed assistance with
if-administration of medicati risk.

Further review of Resident 5's record showed no
documentation for an elopement risk
assessment, or interventions to minimize risk,
modify behavior or to increase staff awareness.

Interviewed on at 6:30 AM Staff S, a
Nurse, stated, "We had elopement training, but
no drills. No, { have not participated in elopement
drills. About 15 days ago in Memory Support, a
resident opened the door, and they found him in
the parking lot. The door alarm is not loud
enough, if you are changing a resident in the
room, you won't hear it"

Interviewed on at 9:10 AM the
Administrator stated that she was not aware of
any current residents at risk for elopement at the
facility "t don't believe we have any, I'l check”

Interviewed on at 11:10 AM the
Administrator stated, "There are 3 elopement risk
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residents [Resident 1, Resident 1, 16 and 5]"
When asked why Resident 5 was an elopement
risk the Administrator stated, "l have to check”

Inferviewed on at 11:19 AM the
Security Manager stated, “l only know about
{Resident 1] 's elopement. | don't know about
{Resident 5's elopement” "On he
moved [to Memory Care]"

Interviewed on at 8:50 AM Staff Q,
the Receptionist,stated, " don't know of any
residents at risk for elopement now. Sometimes
they send an emall with a picture, 1 don't have
anybody now. No, | am not aware of any recent
elopements”

Interviewed on at 7:39 AM Staff V, a
Nurse, stated that there were 3 residents with
high risk of elopement on the Memory Support
floor but none had identifications on their person,
and she was aware these residents were at risk
of elopement because she reviewed their health
assessments.

Areview of the facility's Resident Elopement
Procedure dated showed,

"Purpose;
To ensure the safety and security of the
community residents through implementation of
prompt and effective elopement procedures.
Implementation:
Il. The facility shall establish and utitize a
systematic approach to monitoring and managing
residents at risk for elopement or unsafe

.+ Including identification and
assessment of risk, evaluation and analysis of
hazards and risks, implementing interventions to
reduce hazards and risks, and monitoring for
AHCA Form 3020-0001
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effectiveness and modifying interventions when
necessary.

II\. Monitoring and Managing Residents at Risk

for Elopement or Unsafe "

a. Residents will be assessed for risk of

elopement and unsafe .. upon admission

and throughout their stay by the interdisciplinary

care plan team.

b. The interdisciplinary team will evaluate the

unique factors contributing to risk in order to

develop a person-centered service plan.

¢ Interventions to increase staff awareness of

the residents’ risk, modify the residents’ behavior,

or to minimize risk associated with hazards will be

added to the residents’ care plan and

communicated to the appropriate staff,

d.  Adequate supervision will be provided to help

prevent accidents or elopements.

e. Nursing will monitor the implementation of

interventions, response fo interventions, and

document accordingly.

V. Procedure Post elopement

a. A nurse will perform a physical assessment,

document, and report findings to physicians.

¢. Documentation in the medical record witt

include findings from nursing and social service
ician, care plan discussion:

and consultant notes as applicable. ”

Class #

A 036 59A-36.007{10) CONTROL A036
$8=E | PROCEDURES

(10} CONTROL PROCEDURES,
Facilities must provide services in a manner that
reduces the risk of transmission of
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{a) The facility must implement a hygiene

program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an N exposure to transmissible
agents in s . .
, nonintact skin, and mucuous

during the provision of personal
services, Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and.after each use
according fo the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the protection
of residents against the spread of . The
facility failed to ensure that staff practiced

controf measures when providing care to
two of 27 sampled (Residents #2 and 24.

Findings:

On at 0855AM, Staff | was observed
to be measuring the . of resident
#24 . Staff | then went to another resident #2 to
check his , . Staff | did not use
gloves or practice hygiene in between

interactions with residert #24 and resident #2.
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On at approximately 9:00AM,
observation revealed Staff | did not wipe or
the cuff and machine in

between uses with two separate residents.

On at 909AM , Staff | was observed
10 go to the medication cart fo prepare
medication for med pass to a resident
immediately after measuring the

of resident #2. Staff | was not observed to
practice hygiene prior to preparing the
medication.

Review of the facility's policies and procedures on
control, showed "Handwashing with

o soap is the easiest and most effective

way to prevent the spread of germs. Caregivers

must wash their between residents as well

as change their gloves. "

Class il

A052| 420.256(  ); 59A-36.008(3) Medication - A052
88=D | Assistance with Self-Admin

429.256
{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered

cath in previ i properly
{abeled containers.
{b) In the presence of the resident, confirming
that the medication is intended for that resident,
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orally advising the resident of the medication
narme 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
dose of soltution, and pouring the

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 fiquid
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.
{c) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of | preparations.
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{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with s Lor
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.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed 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 AC., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.286, F.S.
and this rule.

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

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
organizer 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. icati may be sep y t and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with seif-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
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{g) As used in Section 429.256(4)(h), F.8,, the
terms "judgrment” 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 , Interview and Record
Review, the Facility failed fo ensure that the

icians orders were i for
medication orders for self administration of
medication for 2 out of 27 sampled residents.
Furthermore the facility failed fo advise 2 out of
27 residents on the medication they were
receiving at administration

Findings:

On at 845AM, Observed Staff |
administering medication to resident # 27

On at 0B45AM, Staff | was observed
placing a spoon of medicine into resident #27's

Record review of Resident #27's 1843 reveals
that Resident #27 had selected the option for
assisting with self administration of medication.

On at 845AM, during medication
pass, Staff | did not advise Resident #27 on the
medication Resident #27 was receiving.
Review of Resident #27's resident file did not
reveal a Waiver for opting out on being advised
on medication being administered.
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At 850AM, on , Staff | was observed
adrainistering medication to resident #8. Staff 1
was observed putting the medication with a
spoon into Resident #8's
Record review, of Resident #8 's 1823 revealed
that Resident #8 had a preference of orders for
i with self- ini ion of icati
On at 850AM, during medication
pass, Staff | did not advise Resident #8 on the
medication Resident #8 was receiving.
Review of Resident #8's resident file did not
reveal a Waiver for opting out on being advised
on medication being administered.
Class il
A 054 59A-36.008(8) FAC Medication - Records AD54
88=D

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora i listing with the pr iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{p) The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of

or
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
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the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take

ication as i or ication errors.

{c) For medications that serve as chemical

. the facility must, pursuant to Section
428.41, F.8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed fo ensure that physicians
orders were carried out for two out of 27 sampled
residents (Residents #25 and 27). The facility
also failed to document the administration of
medication. The fcility failed to document the
reason for not administering medication.

Findings:

On at approximately 9AM 909AM
Staff | was observed to crush medication for
Resident #27.

Record review of Resident 27 's resident file did
not reveal a crushed medication order.

On at 908 AM Staff { was observed to
inister to i s the icati

crushed in applesauce and spoon feed

medication to resident #27.

Record review of Resident #25's MOR
{medication observation record) revealed that an
order was not signed off on multiple
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occasions.

Review of Resident #25 's health assessment
dated showed diagnoses of

and a

total replacement.

Areview of Resident #5's health assessment

dated , showed that nursing freatment

and . . service requirements included

- monitoring and administration.

Further review found no documentation that the
was given.

Interviewed on at approximately
8:50AM Staff | stated that when the was
not given it was not signed off on the MOR. The
area was left blank.

Class #ll

A 078 59A-36.010(2) FAC Staffing Standards - Staff AQ78
88=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.

1. Evidence of a negative

examination must be documented on an annuat
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basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of

testing materials satisfies the annual

examination requirement, An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. if any staif member has, or is suspected of
having, a ¢ i , such individual
must be immediately removed from duties untit a
written statement is submitted from a heatth care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and expert
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
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more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
te each staff member; and,

2. Maintain time sheets for all staff.

{f) Level.2 background screening must be
conducted for staff, including staff by
the facility fo provide services to residents,
pursuant 1o sections 408,809 and 429,174, F.S.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the failed to ensure three {Staff E
Licensed Practicing Nurse, Staff F Assistant
Nursing Manager, and Staff Q Receptionist) out
20 sampled staff members were quaiified to
perform their assigned duties consistent with their
level of education, training, preparation, and
experience. Staff E and the Assistant Nursing
Manager did not know who the supervisor on duty
was. The receptionist failed fo identify residents
at risk for elopernent and

Findings:

Observation on at 8:20 AM Staff E
{Licensed Practicing Nurse) and Assistant
Nursing Manager arrived.

Interviewed on at 8:20 AM both Staff
£ and Assistant Nursing Manager were unable to
determine who was the supervisor on duty.

Observation on at 9:25 AM found
Staff Q (Receptionist) in the dining area.

Interviewed on 2025 at 9:25 AM when
asked to identify residents at risk for elopement
and . the Receptionist was unable to
identify those residents.
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Areview of the receptionist job description states:
"the receptionist serves as an official
representative of the community by providing
customer service to residents, visitors, and staff.
This role acts as administrative support,
switchboard operator, and information source.
The receptionist works in a highly visible and
fast-paced environment. The following duties are
normal for this position. This fist is not to be
construed as exclusive or all inclusive. Other
duties may be required and assigned. Greets and
checks in visitors and/or residents, assist with
inquiries, and refers individuals to proper
departments. We pay attention to detail.”

A review of the Receptionist's personnel records
showed i Land
training on for 0.75 hours.

at 4:28 PM the

her were
unable to determine the supervisor on duty and
the residents at risk for elopement and

Interviewed on
Admin

Class #ll

59A-36.010(3) FAC Staffing Standards - Levels

{3) STAFFING STANDARDS,

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week
0-5 168

212

AQ78

ADTY
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16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.
2. independent living residents, as referenced in
subsection 53A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility buf do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access o
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facifity administrator, manager or other staff are
absent from the facility.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night,
5. 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 of altendance at First Aid or
courses pursuant 1o subsection
59A-36.011(5}, F.A.C., satisfies this requirement.
b. A nurse is considered as having met the
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course requirements for First Aid. An emergency
medical techniclan or paramedic currently
certified under chapter 401, part I, F.S.
considered as having met the course
requirements for both First Aid and

6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least | . mustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
courted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and-is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
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{¢) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facitity
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency i that pervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the ferms of residents’
contracts, The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., until stch time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved fo meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to mest resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
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staffing, the agency may modify staffing
requirements for the facility and the facility will no
{onger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a timited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 58A-36.020,
59A-36.021 or 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 adequate
and sufficient staffing fo meet the unscheduled
and scheduled needs for one out of 27 sampled
residents (Resident #8) The resident was found

.- The facility only had three staff on duty
0 care for 53 residents on floors 1, 2, and 3.).

Findings:
i

Areview of Resident #8's progress notes
documented on at 7:00 PM: "During
medication pass, | was called by the certified
nursing assistant on the floor with her husband
there by her side. She was - Husband
informed me that the resident was sitting beside
the table and over. Her scraped the
edge of the table. | told the husband to put
pressure on the . | calied for help from the
CNA. 811 was called. Paramedics arrived and
said the resident will need stitches. Paramedics
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took her to the [hospital].”

A review of the facility records found no Staffing
pattern for with the names of staff
who were scheduled to work or worked.

Interviewed on at 6:04 PM when
asked who the staff on duty was, the Nursing
Manager stated,” | am reaching out to request
confirmation regarding the nurse who was on
duty on as part of the ongoing
review." The Nursing Manager stated that
according to the information available that the
nurse on duty was from an agency.

2)

Observation on at 6:41 AM found
three employees assigned to 54 residents on
floors 1, 2, and 3.

A review of the facility's records relating to
activittes of daily fiving for a census of 64
residents showed: 38 residents needed
assistance with ambulation, 43 with bathing, 40
with .+ 20 with eating, 38 with toileting, 36
with self-grooming, and zero with transferring.
Residents needing supervision showed the
following: eight with ambulation, 17 with bathing,
14 with .+ 13 with eating, 13 with seif-care,
nine with toileting, and ten with transferring.

Interviewed on at 7:18am Staff W
{Certified Nursing Assistant) stated that she was
assigned to 9 residents throughout the night and
felt like there should be an extra staff because
they are told that someone had to always watch
the door. Staff W stated that if there was an
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emergency they have to attend to the emergency,
and the door would be left unattended.

Interviewed on 120925 at 7:31am Staff V
{Licensed Practicing Nurse) stated stated usually
at night there was only one nurse that worked
with two CNAs on the memory care and two
CNAs for the other residents and that she was
called into work for the 11:00 PM-7:00 AM shift
for .

Areview of the staff schedule for

showed only two employees (Staff W and Staff, X
certified nursing assistants) assigned to the
memory care floor with 19 residents from 11:00
PM-7:30 AM. A further review of the schedule
dated showed Staff K, Staff L CNAs
and Staff § {License Practical Nurse) were
assigned to 54 residents from 11:00 PM-7:30 AM
on floors 1, 2, and 3.

Interviewed on at 4:28 PM the
administrator stated that there was sufficient staff
and that they would pult a staff from the
independent living floor.

Class #

A093 59A-36.012(2) FAC Food Service - Dietary ADS3
$8=F | Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the current fable of Dietary
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Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review at:
hitps: .od.nih. . on/Dietary
Reference_lntakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regi: dietetic i
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary 1o accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.
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{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
patticipate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident’s health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a moming meal.
Intervals between meals must be evenly
distributed throughout the day with not fess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facifities,
snacks must be offered at feast once per day.
S8nacks are not considered to be meals for the
purposes of .. the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
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resident, must be on

disaster preparedness authority.

therapeutic menus for at least 6 months.
Findings included:

Observation on

breakfast menu posted.

restaurant style day's menu but a dated,

and previous menus were not available.

Interviewed on

Further observation showed that there was a

nutritionist approved menu with food portions
fisted was not available and alternate, therapeutic

supply of eating ware sufficient for alt residents,
including adaptive equipment if needed by any

{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
aiso be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local

This Statute or Rule is not met as evidenced by:
Based on nbservation and interview, the facility
failed to provide a dated menu to the residents
that was planned at Jeast a week in advance. The
facility also failed to maintain regular and

at 8:45 AM showed a
sign announcing "Breakfast 7:30 AM 9:30 AM."
Further observation showed there was no

at 8:48 AM when she
was asked to provide residents’ menus Dining
Room/Food Service Staff R stated,” No, we don't
have a menu posted. We distribute this [a printed
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menu]. No, we don't have a menu for breakfast”

Class il

A 162 50A-36.015(3) FAC Records - Resident A182
$8=D
{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 and/or Medicare number, or 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) Acopy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
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.

{fiA _ record thatis initiated on admission.

N oA W
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Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
living must have their  _  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writingthat ~ _ _ not be taken.
{g) For faciiiies that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-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
administer 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
facifity, including any addendums to the contract
as described in Rule 59A-36.018, F.AC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an aftorney 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) # the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. { 3 CF-ES 1006,

, which is hereby incorporated by reference

and available for review at:
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=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
made a good faith effort to oblain the required
documentation from the Department of Chiidren
and Families.

{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 L DH
Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed 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
arrangement,

{q) Except for resident contracts, which must be
retained for 5 years, ail resident records must be
retained for 2 years following the departure 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 facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited 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:
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Based on record review and interview, the facility
failed to maintain an accurate and up-to-date
health assessment for 1 out of 27 sampled
residents {(Resident 2).

Findings included:

Areview of Resident 2's health assessment dated
showed the Resident was not at risk
of elopement.

Further review showed diagnoses of
. The physical fimitations of
s and aggression, risk of
. and disorientation. The Residents’

- status showed behavioral outbursts.
Nursing requirements showed 24-hour
supervision. Special precautions showed
precautions. Activities of Daily Living (ADL)
showed the Resident needed assistance with
bathing, . supervision with ambulation,
eating, self-care, transferring; was independent
with toileting. The resident needed assistance
with seff-administration of medication and was not
an elopement risk.

Interviewed on at 12:55 PM- Resident
2's Primary care provider (PCP) stated that due to
diagnoses of | and

elopement history Resident 1. was at risk for
elopement and 24-hour supervision was
recommended. The PCP further stated that
Resident 1's history of elopement included an
incident when Police found him in the street lost
and -
Further review of Resident 2's record showed no
documentation for history or a risk of elopement.
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