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Initiat Coraments

Are-licensure survey in conjunction with a
generator monitoring was conducted at Ave Fenix
ALF Licon . The provider had
deficiencies identified at the time of the survey.

B59A-36.004 FAC Licensure - Requirements

59A-36.004 License Requirements,

(1) SERVICE PROHIBITION. An assisted living
facifity may not represent that it provides any
service other than a service for which it is
ficensed to provide.

{2) CHANGE IN USE OF SPAGE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.AC,, as well as
do fon of i with fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.A.C.

{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL, A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approvat must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C,, as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 58A-36.005, F.A.C.

{4) CONTIGUOUS PROPERTY. i a facility
consists of more than one buiiding, alf buildings
included under a single licenise must be on
configuous property. "Contiguous property”
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means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be expanded fo include additional contiguous
property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part ll, 428, Part |, F.8. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Centrat Office.
The annual inspections must be submitted no
{ater than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in administrative action pursuant to Chapter 408,
part li, and Section 429.14, F.8., and rule
Chapter 59A-35, F.A.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a recent approved health
department inspection.

Findings included:
Avreview of the health department inspection
posted on the bullelin board revealed that it had

been approved on

On at 8:55 AM, the Administrator stated,
"t will contact them today."
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59A-36.007
{7) ELOPEMENT STANDARDS.
(a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for slopement 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 health assessment performed ptior fo
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 Chiidren
and Families pursuant to Section 415.105 or
415.1051, 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 telephons number. Staff trained
pursuant to paragraph 59A-36.011(10)a) or (c),
F.A.C., must be generally aware of the ocation of
alf residents assessed at high risk for elopement
at all imes.
2. The facility must have a photo identification of
at risk residents on file that js accessible to all
facility staff and faw enforcement as necessary.
The facifity's file must contain the resident's photo
identification upon admission or upon being
atrisk for o
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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. 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

i ing each part of the

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 facility
must conduct and document resident elopement
drills pursuant fo Section 429.41(1)(k), F.S.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to document the elopement drilis.

Findings included:

Areview of facility records revealed that the last
elopement drill documented was on and
the previous one on

On at 11:16 AM Staff B [Caretaker]
when asked if the facility conducted elopement
drills stated, "Yes, | participated in 2." At 11:34 AM
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Staff C [Caretaker] stated, "Yes, | participated in 1
or2.”
On at 10:36 AM the Administrator
stated, "Ok, | will write that down. | do them but |
did not know that | had to document them.”
Class il
A 078 50A-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 8 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 annual
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 staff member has, or is suspected of
Having, a cc i , such individual
must be immediately removed from duties untit a
writien statement is submitted from a health care
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provider indicating that the individual does not
itute a risk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring ticensing or
certification must be appropriately licensed or
certified. All 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.AC.

{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
more residents, the facility must:

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

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that the Registered Nurse

o provide fimited nursing services had
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evidence of a negative examination
on an annual basis.
Findings included:
Areview of the Registered Nurse o
provide limited nursing services revealed that the
last negative examination had been
on
On at 11:42 AM the Administrator
stated, "OK”
Class #Hl
AT61, 429.275(2) FS; 59A-36.015(2) FAC Records - A161
88=D ! Staff

429.275
(2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
fon of background ing, if

ion of with all
training requirements of this part or applicable
rule, and a copy of all licenses or certification heid
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS.
{a) Personnel! records for each staff member
must contain, at a minimum, a copy of the
ication, with

fumished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:

AHCA Form 3020-0001

STATE FORM

VP42t

i continuation shoet 7 of



PRINTED: 03/13/2028

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
AL11970201 B WING 02/05/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
10120 CARIBBEAN BLYD
AVE FENIXALF LLC
MIAMI, FL 33189
(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)
A 181} Continued From page 7 A181

1. Documentation of compliance with all staff

training and continuing education required by

Rule 59A-36.011, FAC,,

2. Copies of all licenses or certifications for all

staff providing services that require licensing or

certification,

3. Documentation of compliance with level 2

background screening for all staff subject to

screening requirements as specified in Section

429.174, F.8., and Ruie 50A-36.010, FAC,,

4. For facilities with a licensed capacity of 17 or

more residents, a copy of the job description

given to each staff member pursuant to Rule

59A-36.010, FAC,,

5. Documentation verifying direct care staff and
ink or icipation in resident

drills pursuant to paragraph 59A-36.007(8)(c),

{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
{c) The facility must maintain the written work
schedules and staff time sheets for the most
current 8 months as required by Rule
59A-36.010, FAC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have references on the application of
one out of five sampled employees {Staff B)

Findings included:

A review of employee records revealed that Staff

AHCA Form 3020-0001

STATE FORM

VP42

1 continuation shoet 8 of



Agency for Healih Care Administration

PRINTED: 03/13/2028

FORM APPROVED

{X3) DATE SURVEY

B [Caretaker] had an application dated
and had.no references.

On at 11:43 AM, the Administrator
stated, "She does not have the references?”

Class #Hl
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