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Initiat Cormments

Arevisit to a complaint survey {Complaint Number:

026005319} was at at
Uptown Oaks on . Deficiencies were
identified at the time of survey.

59A-36.014(3) FAC Physical Plant - Safe Living
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,
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
sieeping area must have at least the foliowing
furnishings:
1. A clean, comfortable bed with a maitress no
iess than 36 inches wide and 72 inches long, with
the top surface of the mattress at a comfortable

1o ensure easy access by the resident,
2. A dloset 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.
{c) The facility must maintain master or duplicate
keys fo resident bedrooms to be used in the event
of an emergency.
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{d) Residents who use portable bedside
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commodes must be provided with privacy during
use.

(e) Facilities must make available linens and
personat laundry services for residents who require
such services. Linens provided by a faciiity 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 safe, clean and decent living
environment free of pest.

Findings included:

During a tour of the facility, conducted on

at 9:15 a.um., the following was found:
- The second floor fibrary had dirty cabinets
splattered with dry, dark stains. The cabinets
appeared broken, hanging from the hinges and had
paint peeling off. The floor appeared fo be dirty with
multiple dark stains. One cockroach was observed
crawling on the wall.
- The second floor hall had one cockroach crawling
up the wall.

During an interview on at 2:00 p.m.,
the Administrator agreed cockroaches were a
probtem and the second-floor library was dirty.
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