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A000; Initial Comments A 000

Are-licensure survey, a Complaint Investigation
#2025017568 and a generator monitoring were
conducted at Wellspnngs Residence LLC. ALF
on . The facility had
deficiencies at lhe time of 1he survey visit.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D | Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of efopement must be identified
so staff can be alerted fo their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment perforrmed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1081, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone nurmber. Staff trained
pursuant to paragraph 58A-36.011(10){a) or (c),
F.A.C., must be generally aware of the focation of
all residents assessed.at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
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LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE

STATE FORM =3 SFIGH i continuation sheet 1 of 13




PRINTED: 12/19/2025

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
AL11968599 e — 12/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 E WELCH RD
WELLSPRINGS RESIDENGE
APOPKA, FL 32712
(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 1 A032

facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Palicies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the poticies and procedures must
provide for,

1. An immediate search of the facility and
premises,

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

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

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

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure 1 of 7 sampled staff (C)
participated in a minimum of two resident
elopement drills each year.

Findings:

During an interview on at 12:17 PM,

AHCA Form 3020-0001
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caregiver C said she did not participate in
resident elopement drills.

Areview of caregiver C's personnel record
revealed a hire date of

Areview of the 2024 resident elopement drills,

conducted on . s . s s and
revealed caregiver C did not participate in

any of them.

During an interview on at 1:35 PM, the

authorized manager and the administrative
assistant confirmed the findings.

Class #ll

A 079 59A-36.010(3) FAC Staffing Standards - Levels A078
88=D
(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
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 tofal combined residents, day care
participants, and respite care residenis over 95

AHCA Form 3020-0001
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add 42 staff hours per week.
2. independent living residents, as referenced in
subsection 53A-36.015(3), F.A.C., who occupy
beds inciuded within the licensed capacity of an
assisted living facility but 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 to
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
facility 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 afl times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(6), F-A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician 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 af least . Mmustbe
physically present and designated in writing to be
in charge of the facility. No staff member shalt be

AHCA Form 3020-0001
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in charge of a facility for a consecutive period of
21 days or more, or for a totaf 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
counted 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 reskdent services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{¢) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
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

AHCA Form 3020-0001
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minimum levels established in paragraph (a), if
the agency i that upervision
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 terms of residents’
contracts. The agency wil consuit with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the focal fire
safety authority, the agency may require
additional staff when the facility fails to mest the
fire safety standards described in rule chapter
69A-40, F.A.C., untit such 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 wili be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet 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
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 limited mental health,
extended congregete care, or limited nursing

AHCA Form 3020-0001
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services ficense must also comply with the
staffing requirements of niles 59A-36.020,
B59A-36.021 or 53A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on review of facility's schedule and
interview, the facility failed to maintain an updated
staff work schedule showing a 24-hour staffing
pattern as required, including the Authorized
Manager that was not listed on the staff work
schedule as required for facility with 17 residents
and more,

Findings:

On at 2:30 PM, a review of the staff
work schedule provided for week

- . The schedule revealed
there was no person working the 11pm-7am
{overnight} shift on the schedule for
The schedute clearly listed 7am-3pm shift,
3pm-1tpm shift, and no overnight shift
{11pm-7am) was left blank.

On at 2:45 PM, an interview with the
Administrative Assistant said that the Authorized
Manager would be working tonight . the
overnight shift 11pm-7am.

During an interview on at 3:10 PM with
the Authorized Manager confirmed that she wilt
be working the overnight shift tonight
{1ipm-7am).

{Photographic Evidence Obtained)

Class il
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$8=0 Standards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp: firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:
t od.nih.gov/t ion/Dietary_
Reference_lintakes.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 physicai 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 ici
supervised by a licensed or registered diefitian, 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

AHCA Form 3020-0001
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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 to accommodate resident needs
and preferences.

2. Menu items may be subsiituted with items of
comparable nutritional value based on the
seasonat availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o 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 fo
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
1o 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 morning meal.

AHCA Form 3020-0001
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Intervals between meals must be evenly
distributed throughout the day with not less 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 facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of .. the fime 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
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{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
disaster preparedness authority.

This Statute or Rute is not met as evidenced by:
Based on observation, record review, and
interviews, the faciiity failed to follow their menu
approved by the licensed dietitian.

Findings:

On at 12:15 PM, observation during
{unch revealed the residents were not served 1
cup of garden green salad along with the cup
autumn chicken satad, 3x2 piece of autumn spice
cake, and 1 cup of beverage of choice.

AHCA Form 3020-0001
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On at 12:24 PM, Chef E stated the

residents already had their salads and the
Administrative Assistant oversees the menus.

On at 12:25 PM, Caregiver A stated the
residents did not have a salad today.

On at 12:26 PM, several residents
stated they did not have a safad today but refused
to share their names.

On at 12:27 PM, the Administrative
Assistant stated after returning from the kitchen,
“the residents had a small bow! of carrots and
{ettuce." Further stating no, the residents did not
have a salad today, after she was made aware of
Caregiver A and several residents confirmed no
salad was served with their meal.

On at 12:40 PM, resident #4 stated
there was no salad brought fo the table today for
the residents.

On at 1:24 PM, the Administrative
Assistant stated the kitchen has the stuff for
salad. They just did not serve it today.

{photographic evidence obtained)

Class #l

A152) 5OA-36.014(3) FAC Physical Plant - Safe Living A152
88=D | Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

AHCA Form 3020-0601
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3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and. 72 inches long, with

the top surface of the mattress at a comfortable
fo ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facifity must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a clean environment (dirty
carpet) throughout the assisted living facility as
required.

Findings:
AHCA Form 3020-0001
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An observation on at 9:15 AM revealed

the carpet was very dirty. This was observed from
the front door entry throughout the common living
room, behind a recliner chair near a window in
the front community room, hatlways, and some of
the resident rooms.

On at 11:34 AM, an interview with the
Authorized Manager stated that every

they do a deep cleaning to the carpet annually
and it was already scheduled for next week.

During the exit telephone conference on
at 4:17 PM, the Administrator
confirmed the carpet needed to be clean.

{Photographic Evidence Obtained)

Class il

AHCA Form 3020-0001
STATE FORM 520 SEIGT i contingation sheat 13 of 13




PRINTED: 01/13/2028
FORM APPROVED
Agency for Healih Care Administration

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA {X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING: COMPLETER

AL11968599 BWNG 12/04/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 E WELCH RD
APOPKA, FL 32712

WELLSPRINGS RESIDENCE

(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)

A000; Initial Comments A 000

Are-licensure survey, a Complaint Investigation
#2025017568 and a generator monitoring were
conducted at Wellspnngs Residence LLC. ALF
on . The facility had
deficiencies at lhe time of 1he survey visit.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D | Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of efopement must be identified
so staff can be alerted fo their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment perforrmed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1081, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone nurmber. Staff trained
pursuant to paragraph 58A-36.011(10){a) or (c),
F.A.C., must be generally aware of the focation of
all residents assessed.at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
AHCA Form 3020-0001
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facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Palicies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the poticies and procedures must
provide for,

1. An immediate search of the facility and
premises,

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

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

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

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

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure 1 of 7 sampled staff (C)
participated in a minimum of two resident
elopement drills each year.

Findings:

During an interview on at 12:17 PM,

AHCA Form 3020-0001
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caregiver C said she did not participate in
resident elopement drills.

Areview of caregiver C's personnel record
revealed a hire date of

Areview of the 2024 resident elopement drills,

conducted on . s . s s and
revealed caregiver C did not participate in

any of them.

During an interview on at 1:35 PM, the

authorized manager and the administrative
assistant confirmed the findings.

Class #ll

A 079 59A-36.010(3) FAC Staffing Standards - Levels A078
88=D
(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
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 tofal combined residents, day care
participants, and respite care residenis over 95
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add 42 staff hours per week.
2. independent living residents, as referenced in
subsection 53A-36.015(3), F.A.C., who occupy
beds inciuded within the licensed capacity of an
assisted living facility but 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 to
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
facility 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 afl times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(6), F-A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician 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 af least . Mmustbe
physically present and designated in writing to be
in charge of the facility. No staff member shalt be

AHCA Form 3020-0001
STATE FORM 520 SESGT i coninuastion sheet 4 of 13



PRINTED: 01/13/2028

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
AL11968599 e — 12/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 E WELCH RD
WELLSPRINGS RESIDENGE
APOPKA, FL 32712
(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)
A079 Continued From page 4 AQ79

in charge of a facility for a consecutive period of
21 days or more, or for a totaf 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
counted 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 reskdent services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{¢) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
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

AHCA Form 3020-0001
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minimum levels established in paragraph (a), if
the agency i that upervision
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 terms of residents’
contracts. The agency wil consuit with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the focal fire
safety authority, the agency may require
additional staff when the facility fails to mest the
fire safety standards described in rule chapter
69A-40, F.A.C., untit such 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 wili be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet 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
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 limited mental health,
extended congregete care, or limited nursing

AHCA Form 3020-0001
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services ficense must also comply with the
staffing requirements of niles 59A-36.020,
B59A-36.021 or 53A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on review of facility's schedule and
interview, the facility failed to maintain an updated
staff work schedule showing a 24-hour staffing
pattern as required, including the Authorized
Manager that was not listed on the staff work
schedule as required for facility with 17 residents
and more,

Findings:

On at 2:30 PM, a review of the staff
work schedule provided for week

- . The schedule revealed
there was no person working the 11pm-7am
{overnight} shift on the schedule for
The schedute clearly listed 7am-3pm shift,
3pm-1tpm shift, and no overnight shift
{11pm-7am) was left blank.

On at 2:45 PM, an interview with the
Administrative Assistant said that the Authorized
Manager would be working tonight . the
overnight shift 11pm-7am.

During an interview on at 3:10 PM with
the Authorized Manager confirmed that she wilt
be working the overnight shift tonight
{1ipm-7am).

{Photographic Evidence Obtained)

Class il
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A 093 59A-36.012(2) FAC Food Service - Dietary AD93

$8=0 Standards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp: firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:
t od.nih.gov/t ion/Dietary_
Reference_lintakes.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 physicai 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 ici
supervised by a licensed or registered diefitian, 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

AHCA Form 3020-0001
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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 to accommodate resident needs
and preferences.

2. Menu items may be subsiituted with items of
comparable nutritional value based on the
seasonat availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o 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 fo
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
1o 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 morning meal.

AHCA Form 3020-0001
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Intervals between meals must be evenly
distributed throughout the day with not less 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 facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of .. the fime 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
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{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
disaster preparedness authority.

This Statute or Rute is not met as evidenced by:
Based on observation, record review, and
interviews, the faciiity failed to follow their menu
approved by the licensed dietitian.

Findings:

On at 12:15 PM, observation during
{unch revealed the residents were not served 1
cup of garden green salad along with the cup
autumn chicken satad, 3x2 piece of autumn spice
cake, and 1 cup of beverage of choice.

AHCA Form 3020-0001
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On at 12:24 PM, Chef E stated the

residents already had their salads and the
Administrative Assistant oversees the menus.

On at 12:25 PM, Caregiver A stated the
residents did not have a salad today.

On at 12:26 PM, several residents
stated they did not have a safad today but refused
to share their names.

On at 12:27 PM, the Administrative
Assistant stated after returning from the kitchen,
“the residents had a small bow! of carrots and
{ettuce." Further stating no, the residents did not
have a salad today, after she was made aware of
Caregiver A and several residents confirmed no
salad was served with their meal.

On at 12:40 PM, resident #4 stated
there was no salad brought fo the table today for
the residents.

On at 1:24 PM, the Administrative
Assistant stated the kitchen has the stuff for
salad. They just did not serve it today.

{photographic evidence obtained)

Class #l

A152) 5OA-36.014(3) FAC Physical Plant - Safe Living A152
88=D | Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

AHCA Form 3020-0601
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3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and. 72 inches long, with

the top surface of the mattress at a comfortable
fo ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facifity must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a clean environment (dirty
carpet) throughout the assisted living facility as
required.

Findings:
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An observation on at 9:15 AM revealed

the carpet was very dirty. This was observed from
the front door entry throughout the common living
room, behind a recliner chair near a window in
the front community room, hatlways, and some of
the resident rooms.

On at 11:34 AM, an interview with the
Authorized Manager stated that every

they do a deep cleaning to the carpet annually
and it was already scheduled for next week.

During the exit telephone conference on
at 4:17 PM, the Administrator
confirmed the carpet needed to be clean.

{Photographic Evidence Obtained)
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