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Initiat Cormments

A re-i survey, a int ir

{complaint numbers: 2025014293}, and a
generator monitoring visit were conducted at The
Meadows at Cypress Gardens on .
Deficiencies were identified at the time of survey.

420.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 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 conti ppropri 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 part. The following criteria
apply to the determination of appropriateness for
admission and continued residency of an individual
in a facility:
{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 party.
{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,

AQ00

AD10

AHCA Form 3020-0001

LABORATO!

DIRECTOR'S OR PRO LER

TITLE

{X6) DATE

STATE FORM

£ LCXET!

f continuation sheet 1 of 20




PRINTED: 01/12/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11932516 B.WiNG 12i29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3050 WOODMONT AVENUE
MEADOWS AT CYPRESS GARDENS (THE]
(THE) WINTER HAVEN, Fl. 33884
o SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A010; Continued From page 1 AQ10

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 residert, including, i
applicable, staffing for nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided. in paragraph (c), a
faciity may riot admit or retain a resident who is
bedridden or who requires 24-hour nursing
supetvision. For purposes of this paragraph, the
term "bedridden” means that a resident is confined
0 a bed because of the inability to:

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

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

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

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

3. # a facility is ficensed fo provide extended
congregate care, a resident may continue to
reside in a facility 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
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
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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 fiving 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 foliows
in paragraphs {a} through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for

As part of the
criteria, @ resident must have a ~to-
medical ination by a health care pi

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 incorporated by
reference in paragraph (2)(b) of this rule and must
be in with that
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 of a
may be retained provided that:
1. The resident contracts directly with a licensed
horme health agency or a nurse to provide care, or
the facility has a limited nursing services license
and services are provided pursuant to a plan of
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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 facility.

{c)A , il resident who no longer meets
the criteria for continued residency may continue
1o reside in the facility if the following conditions
are met:

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

2. Both the resident, or the resident’s tegal
representative if applicable, and the facility agree
to continued residency;

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

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

{d) The facility administrator is responsible for
monitoring the continued appropriateness 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 fiving 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
ficense and total help with the activities of daily
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fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or fraining.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.AC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an interdisciplinary care ptan that
described the care and services the facility
provided and those that hospice provided and were
agreed upon by the facility, hospice, and the
resident or resident’s responsible party for two
Residents (#11 and #16) of two sampled residents
admitted to hospice services.

Findings included:

Acrecord review for Residents #11 and #16,

conducted on , revealed Resident #11
was admitted to the facility on and
Resident #16 was admitted on . There

were no interdisciplinary care plans that described
the care and services the facility provided and
those that hospice provided and were agreed upon
by the facility, hospice, and the resident or
resident's responsible party.

During an interview on at 2245 PM the
Administrator agreed Residents #11 and Resident
#16's records did not include an interdisciplinary
care plan that described the care and services the
facifity provided and those that hospice provided
and were agreed upon by the facility, hospice, and
the resident or resident’s responsible party.

Class Il

AHCA Form 3020-0001
STATE FORM

o

UCXE1!

f continuation sheet 5 of 20



PRINTED: 01/12/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11932516 B.WiNG 12i29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE.
3050 WOODMONT AVENUE
MEADOWS AT CYPRESS GARDENS (THE]
(THE) WINTER HAVEN, Fl. 33884
o SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A030 50A-36.007(5) FAC; 429.28( ) FS 429.27 A030

$8=D | 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 fo 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
full view in a common area accessible fo alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823,; the Agency Consumer Hotline
1{888)419-3456, and the statewide 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 fo
Rule 59A-36.006, F A.C. The rules and procedures
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must at a minimum address the facility's policies
regarding:

1. Resident responsibilities
2. and tebacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, 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. Physical .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules or
the facility contract includes such a requirement. If
a resident is employed by the facility, the resident
must be compensated in compliance with state
and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bilf of rights.-
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{1) No resident of a facility shall be deprived of any
civil or legatl 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 fiving 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.
{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private comrmunication, 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 9 a.m. and 9 p.m. at a minimum.
Upon request, the facility shail make provisions to
extend visiting hours for caregivers and out-of-town
guests, and in other similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

, and i ion within the
{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as provided
ins. 429.27.
{g) Share a room with his or her spouse if both are
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residents of the facility,
{h) Reasonable opportunity for regutar 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 befiefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making |
for health care services, the provision of or
arrangement of fransportation to health care

.y , and the performance of heaith care
services in accordance with s, 429.255 which are

i with i and i
standards within the community.
(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 to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the case
of a resident who has been adjudicated mentaily
., . 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 Ombudsman Program
for assistance with relocation and must include

A030
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the statewide toll-free telephone number of the
program. in order for a facility to terminate the
residency of an individual without notice as
provided herein, the facility shall show good cause
in a court of competent jurisdiction.

(1) Present grievangces and recommend changes in
policies, procedures, and setvices to 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 to be a member of, to be active in,
and to associate with advocacy or special interest

groups.
(2) The administrator of a facliity 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 inciude the statewide toll-free
telephone number and e-mait address of the State
Long-Term Care Ombudsman Program and the
telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, i
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local long-term
care ombudsman councll, the names and
identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for p il i or for
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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 ocal
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

s or s under state faw,
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, o
representatives any authority to 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
persona affairs of the resident, except that which
may be necessary for the safe management of the
facifity or for the safety of the resident.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to note the resident may contact the State
Long-Term Care Ombudsman program for
assistance with relocation and failed to have the
statewide foll-free telephone number of the
program on one eviction notice for Resident (#14)
of one sampled resident.

Findings included:
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Areview of Resident #14's eviction notice dated
revealed Resident #14's eviction notice

did not include information that the resident may

contact the State Long-Term Care Ombudsman

program for assistence with relocation or the

statewide toll-free telephone number of the

program,

During an interview with the Administrator on

at 2:45 PM, the Administrator agreed

the facility did not have the Ombudsman's

information or telephone number on the eviction

notice.

Class il

A032

A 032 59A.36.007(7) FAC Resident Care - Elopement
88D 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 elopement must be identified so
staff can be alerted to 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 heaith assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.AC., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from this requirement
for up to 30 days.
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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 number. Staff trained
pursuant to paragraph 59A-36.011(10){a) or (c),
F.AC., must be generally aware of the location 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 {o alf
facility staff and faw enforcement as necessary.
The facifity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent fo
admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.

{b) Facility Resident Efopement Response
Policies and Procedures. The facility must develop
detailed writtens policies and procedures for
responding to a resident elopement. Ata
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
poticies and procedures, including specific duties
and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrcgate, 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
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facility in the event of an elopement.

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure four (Staff A, B, C and D) of four
sampled employees participated.in elopement
crifls.

Findings included:

Avreview of the facility's elopement drills,
conducted on , revealed no evidence of
Staff A, Staff B and Staff C participated in any of
the elopement drills dated .

or

During an interview on at 10:43 AM
revealed Staff D revealed having never participated
in an elopement drifl.

During an interview on at 12:15 PM the
Administrator stated staff had not signed the
elopement drill participation sheet, they did not
participate, and agreed that Staff, A, Staff B, Staff
C and Staff D did not participate in any elopement
drills since being hired at the facility.

Class 1l

A G54 594.36.008(5) FAC Medication - Records
88=D
{5) MEDICATION RECORDS.

(a) For residents who use a pilt organizer managed

A032
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in subsection (2), the facility must keep either the
original iabeled medication container; or a
medication listing with the prescription 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
i with self- in ion of icati

or medicati nistration. A medi
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

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
429.41, 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 record review and interview the facility
failed to ensure medication observation records
{MORs) had the physician's name and telephone
number on them for five Residents (#10, #13, #17,
#18, and #19). Furthermore, the faciiity failed to
immediately update the MORs each time the

ications were offered or in for five
Residents (#10, #13, #17, #18, and #19) of five

AHCA Form 3020-0001
STATE FORM

o

UCXE1!

f continuation sheet 15 of 20




PRINTED: 01/12/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11932516 B.WiNG 12i29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3050 WOODMONT AVENUE
MEADOWS AT CYPRESS GARDENS (THE]
(THE) WINTER HAVEN, Fl. 33884
o SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A054 Continued From page 15 A054

sampled residents.
Findings included:

AMORSs review for Resident #10 revealed Resident
#10 had medications that were not documented as

given to the resident on at 8:00 AM

which included | 75 milligram (mg),
12.5mg, . . T5mg,

30mg, and . 40mg. There was no

physiciar's name or telephone number on the
MORs.

A MORSs review for Resident #13 revealed Resident
#13 had medications that were not documented as
given to the resident which included-a
Inhialer on at 12:00 PM,
1gramon at 8:00 AM,
1000 microgram {meg) on and

at 8:00 AM, . 10mg on

at 1:00 PM, and 1gram on

at 11:30 AM. There was no physician's
nare or telephone number on the MORs.

AMORSs review for Resident #17 revealed Resident
#17 had medications that were not documented as

given fo the resident on at 8:00 AM
which included s 300mg,
25mg, 81mg, and

1000mg. There was no physician's name or
telephone number on the MORs.

AMORSs review for Resident #18 revealed Resident
#18 had medications that were not documented as
given fo the resident on s

L and at 2:00 PM which
included N 10mg. There was no
physician’s name or telephone number on the
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MORs.

AMORs review for Resident #19 revealed Resident
#19 had medications that were not documented as
given fo the resident on and
at 2:00 PM which included
. . . There was no
physician's name or telephone number on the
MORs.

During an interview on at 2:30 PM the
Administrator agreed there was no physician's
narne on any of the MORs. The Administrator
agreed there were medications on Residents #10,
#13, #17, #18, and #19's MORSs that were not
documented as given to the residents.

Class il

AUGS6] 50A.36.008(7) FAC Medication - Labeling and
88D, Orders

{7) MEDICATION LABELING AND ORDERS,

{a) The facility may not store prescription drugs for
self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28,108, F.A.C. If a customized patient
medication package is prepared for a resident, and
separated into individual medicinal drug
containers, then the following information must be
recorded on each individual container:

1. The resident's name; and,

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

{b) Except with respect fo the use of pill

A054

A056
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organizers as described in subsection {2), no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed” prescription, the
circumstances under which it would be appropriate
for the resident to request the medication and any
limitations must be specified; for example, "as
neededfor, , not to exceed 4 tablets per day.”
The revised instructions, including the date they
were obtained from the health care provider and
the signature of the staff who obtained them, must
be noted in the medication record, or a revised
label. must be obtained from the pharmacist.

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

{e) A nurse may take a medication order by
telephone. Such order must be promptly

do in the resident’s i
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
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{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with seff-administration of

ication or icati inistration are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.8., and
Rule 61N-1.006, F.A.C,, sample or complimentary

drugs that are disp d by a health

care provider, must be kept in their original
mantfacturer's packaging, which must include the
practitioner's name, the resident’s name for whom
they were dispensed, and the date they were
dispensed. If the sample or complimentary
prescription drugs are not dispensed in the
manufacturer's labeled package, they must be
kept in a container that bears a label containing
the following:
. Practitioner's name,
Resident's name,
Date dispensed,
Name and strength of the drug,
Directions for use; and,
Expiration date.
{h) Pursuant to Section 465.0276(2)(c), F.S.,
pefore dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order,

Do As W

This Statute or Rule is not met as evidenced by:
Based on observation, record review and interview,
the facility failed to get an order to change the
directions of use of medications for one Resident
{#13) of one sampled resident.

Findings included:
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During a medication pass observation with Staff A

for Resident #13, conducted on at 2:08
PM, revealed Staff A gave Resident #13 the
prescrived inhaler, . 300
miliigram (mg), s 10mg, and |

10mg late.

A review of the medication observation records for

Resident #13, conducted on , fevealed
the inhaler was due at 12:00 PM and
the N 300mg, ) 10mg, and

. were due at 1:00 PM,
During an interview on at 2:10 PM Staff
A stated the medications was given late because
Staff A had missed the time earlier to give the
medication.

Acrecord review for Resident #13 revealed there
was no physician order for changing the times the

medications Inhaler,

300myg, . 10mg, and were
due.

During an interview on at 2:30 PM the

Adrministrator agreed there needs to be a
physican's order for changing the times that

were due. The inistrator agreed
the medications Inhaier, .
cand were late.

Class il
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408.823( ) FS In-person Visitation
{1) This section applies to .
centers as defined in 5. 393.063,

hospitals licensed under chapter 395, nursing
home facilities ticensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facifities licensed under part | of chapter 429.

{2)(a) No later than 30 days after the effective date
of this act, each provider shail establish visitation
policies and procedures. The policies and
procedures must, at a minimum, include
control and education policies for visitors;
screening, personal protective equipment, and
other control protocols for visitors;
permissible length of visits and numbers of
visitors, which must meet or exceed the standards
in s5. 400.022(1)(b) and 429.28(1)(d), as
applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian, or
other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an

27841
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essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver to
provide such care.

{¢) The visitation policies and procedures required
by this section must aliow in-person visitation in
all of the following circumstances, unless the
resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider’s
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement o eat or drink which was
previously provided by a family member or
caregiver.

6. A resident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing fo follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the visitor
violates the provider's policies and procedures.
{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make the
visitation policies and procedures available to the
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agency for review at any time, upon request.

{f) Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and

P easily ible from the

of their websites.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to have the visitation policy and procedures
posted on the facllity's website homepage,

Findings included:

Areview of the facility's website homepage,
conducted on , revealed there was no
visitation policy and procedures posted on the
facility's website homepage.

During an interview on at 2:35 PM, the
Administrator reviewed the facility's website and
was not able to find the facility's visitation policy
and procedures posted on the facility’s website
homepage.
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