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Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upen beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost, The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
0, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure that 4 of 4 sampled staff
{Staff B, C, G and H), in this facility that
advertises and provides special care for persons
with or refated forms of

(ADRD)}, had completed the required
training in ADRD.

The findings included:

The personnel files for Staff B, C, G and H were
reviewed on for training in ADRD and
did not contain documentation showing
completion of all required training.
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a. Staff B was hired on . Staff B was
required to complete 4 hours of annual training in
ADRD. The fast recorded training located in the
employee's file was dated

b. Staff C was hired on . Staff C was
required to complete 1 hour of training in ADRD
within 30 days of hire, 3 hours of additionat
training within 3 months of hire as a direct care
staff member, 4 more hours of training within 6
months of hire, and 4 hours annually therafter.
The initial training completed was 4 hours on
,and 1 hour on

c. Staff G was hired on . There was no
training in ADRD located in the personnel fils.

d. Staff H was hired on . Staff H was
required to complete 1 hour of training in ADRD
within 30 days of hire, 3 hours of additionat
training within 3 months of hire as a direct care
staff member, 4 more hours of training within 6
months of hire, and 4 hours annually therafter.
Staff H had certificates showing completion of 8
hours on

The Administrator and BOM were notified of
these findings at 1:40 PM on . The
facility provided no additionat documentation for
review at the time of the survey.

Unclassified
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A000; Initial Comments A 000

An unannounced Relicensure survey, Complaint
survey (#2026007705), and a Generator
Monitoring survey were conductedon

at Courtyard Gardens Of Jupiter. The
facility had deficiencies related fo the Relicensure
and the Complaint survey (#2026007705)
identified at the time of the visit.

AD26! B9A-36.007{2) FAC Resident Care - Social & A028
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.

i shall be to participate in
social, recreational, educational and other
activities within the facility and the community.

{a) The facility must provide an ongoing activities
program, The program raust provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, ptanning, and scheduling activities. The
facifity must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate fo the size of the
facility.

{¢) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance hours
AHCA Form 3020-0001
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towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) if residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted foward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed fo ensure a minimum
of 12 hours of activities weekly were provided to
alf residents, ensuring an ongoing activities
program based on residenis' needs, abilities and
interests was available with demonstration of
participation. This had the potential to affect 32
out of 32 residents in the secured unit.

The findings included:

On at 9:40 AM, the secured unit
residents were observed seated in the dining
room. At 10:00 AM and again at 11:00 AM, the
residents were observed in the same seating
arrangement with no activities taking place.
There were three residents observed with a
stuffed animal in front of them on the table.

Review of the activities calendar posted on the
wall in the secured unit showed the facility’
scheduled activities for this date included:

a. 10:00 AM Qutdoor Activity
. 11:00 AM Music and Coloring

The Administratar was notified of these
observations at 11:10 AM on . The
Administrator stated the Memory Care Unit
{MCU} Director was not working today, and that
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Staff H was responsible for ensuring the activities
were taking place as scheduled when the MCU
Director was not working. An attempt by the
Administrator to interview Staff H was made at
this time in the doorway of a resident’s room
where she was providing care. Staff H was
asked why the residents were not outside for the
scheduled activity. Staff M responded "yes"
multiple times inappropriately to inquiries about
the activities taking place. During review of
Resident #11's record, there was no
documentation of the resident's participation in
activities available for review. The facility
provided no additionat information at the time of
the survey.

Class il

A030; 50A-36.007(5) FAC; 420.28( )} FS 429.27 A030
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-36.008, F.A.C.

{b) In accordance with Section 429.28, F.S., the
facifity must have a written grievance procedure
for recelving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint,
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{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1{888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- 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 facitity must have a written statement of
its house rutes and precedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibifitie:
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Administrative and housekeeping schedules
and requirements;
. 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 facifity without compensation.
Residents may be required fo clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a

i if a resident is emp by the

A030
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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.S. 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.-

{1) No resident of a facility shall be deprived of
any civil or fegal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be freated 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, $0 as to maintain individuality and
personai dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 3 a.m. and 9 p.m.
at a minimum. Upon request, the facility shalt
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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 fo pursue
the highest possible level of independence,
 and i ion within the
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s, 429,27,
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shal 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 transportation to health care
. . and the performance of health

care services in accordance with s. 429.255
which are consistent with established and

i within the i
{k) At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
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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
mentally N , 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 the statewide toli-free
telephone number of the program. In order for a
facility to i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in 8 court of competent
Jurisdiction.

{l) Present grievances and recommend changes
in poficies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and fo associate with advocacy or
special interest groups.

(2) The administrator of a facility shall ensure that
a written notice of the rights, . and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the focal ombudsman
coungil, the Elder Hotline operated by the
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Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that @ complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant 1o s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access 1o a telephone o
call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

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

429.27 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

N or , under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibitity for
the personal affairs of the resident, except that
which may bs necessary for the safe
management of the facility or for the safety of the
resident.

AHCA Form 3020-0001

STATE FORM

SISTT

i coninuastion sheet 8 of 39



Agency for Healih Care Administration

PRINTED: 06/15/2028
FORM APPROVED

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, it was
determined that 1 of 1 sampled caregivers {Staff
#), who was not able to communicate effectively
in english, was assigned fo provide direct care in
the secured unit where residents with

. and communication resided,
leaving the residents in an unsafe environment,
This had the potential to affect 32 out of 32
residents in the secured unit.

The findings included:

On at 11:10 AM, the Administrator was
notified of the secured unit residents not having
any activities provided for them as scheduled.
The Administrator stated the Memory Care Unit
{MCU) Director was not working today, and that
Staff H was responsible for ensuring the activities
were taking place as scheduled when the MCU
Director was not working. An attempt by the
Administrator to interview Staff H was made at
this time in the doorway of a resident's room
where she was providing care. Staff H was
asked why the residents were not outside for the
scheduled activity. Staff H responded "yes”
multiple times inappropriately to inquiries about
the activities taking place.

Staff H's personnel file was reviewed on

. The file noted the date of hire as

. It could not be determined if the
employee worked in the secured unit since her
date of hire.

During interview with the Administrator at 1:20
PM, she confirmed that the staff member worked
in the secured unit with
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residents. The 32 current residents in the
secured unit had various levels of

, that hindered their ability to
communicate. The assignment of a staff
member with an inability fo clearly and easily
communicate in english to work with residents
thatare P puts the residents in
an unsafe environment. The facility provided no
additional information at the time of the survey.

Class il

A D32 59A-368.007(7) FAC Resident Care - Elopement AD32
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopsment.
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 health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
(&), F.A.C., 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.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 fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number, Staff frained
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pursuant to paragraph 59A-36.011(10)a) or (¢),
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 to all
facility staff and law enforcement as necessary.
The facitity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The phote 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
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

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

4. The continued care of all residents within the
facility in the event of an elopement.

{c) Facility Resident Elopement Drills. The facility
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 observation, record review and
interviews, the facility failed fo ensure 1 out of 1
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sampled residents (Resident #11), who is at risk
for elopement, hiad identification on their person
checked once daily as part of their elopement
prevention policy and procedure.

The findings included:

On at 10:00 AM, Resident #11 was
observed in the secured unit without identification
{ID} on her. During intetview with Staff F at this
time, she confirmed that they did not maintain
identification on her or check for this daily.

Review of Resident 11's health assessment
{AHCA Form 1823) dated shows the
inquiry as to whether or not the resident is at risk
for elopement marked "yes”. The resident also
had an incident report completed by the facility

dated showing the resident eloped from
the facility's secured unit. During review of the
resident's record on , there was no

documentation available to show the facility was
checking the resident daily to ensure 1D was on
her.

The Administrator was notified of these findings
on at 1:40 PM. The facility provided no
additional information for review at this time.

Class il

A036, 59A-36.007{10) CONTROL A036
PROCEDURES
{10y CONTROL PROCEDURES.

Facilities must provide services in a manner that
reduces the risk of transmission of

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

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure staff
utitized control procedures including

hygiene before, during and after medication
pass in 4 out of 4 sampled Residents observed
{Residents #8, #7, #8 and #9).

The findings included:

On at approximately 11:43 AM, Surveyor
observed Staff D (Medication Technician) perform
medication pass for Resident #6. At
approximately 12:02 PM, Surveyor observed Staff
D perform medication pass for Resident #9. Staff
D was observed touching muitipte surfaces
including a computer keyboard, the medication
cart, medications, keys, and fumiture in the dining
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room during this timeframe, No hygiene was
conducted during observed medication passes.

On at approximately 11:44 AM, Surveyor
observed Staff £ (Medication Technician) perform
medication pass for Resident #7. At
approximately 12:00 PM, Surveyor observed Staff
£ perform medication pass for Resident #8. Staff
E was observed touching muitiple surfaces
including a computer keyboard, the medication
cart, medications, keys, and furniture in the dining
room during this timeframe. No hygiene was
conducted during observed medication passes.

On at approximately 1:40 PM, in an
interview with Staff A (Administrator), Surveyor
outlined concerns regarding lacking

control procedures. Staff A acknowledged
concerns. No additional information was provided
by the facility.

Class il

429.256(2886) F$;59A-36.008(1) FAC Medication
- Self Administered Medications

429.256
{2) Residents who are capable of
M- inistering their own i and

performing other tasks without assistance shal
be encouraged and alfowed to do so. However,
an unficensed person may, consistent with a
dispensed prescription's label or the package
irections of an the-counter icati
assist a resident whose condition is medically
stable with the seif-administration of routine,
regularly scheduled medications that are intended
1o be self-administered. An unlicensed person
may also provide assistance with other tasks

A036
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specified in subsection (6). Assistance with
self-administration of medication or such other
tasks by an unlicensed person may occur only
upon a documented request by, and the written
informed consent of, a resident or the resident's
surrogate, guardian, or attorney in fact. For the
purposes of this section, self-administered
medications include both fegend and
over-the-counter oral dosage forms, |
dosage forms, patches, and

. s , and dosage forms
including solutions, suspensions, sprays, and
inhalers.

{6) Assistance with other tasks includes:
{a) Assisting with the use of a
perform ~ level checks.,
{b) Assisting with putting on and taking off
stockings.

{c) Assisting with applying and removing an

e but not with titrating the
prescribed |, settings.
{d) Assisting with the use of a continuous positive
airway pressure device but not with titrating the
prescribed setting of the device.
{e) Assisting with measuring vital signs.
{f) Assisting with bags.

o

59A-36.008

Pursuant to sections 429.255 and 428.256, F.S.,
and this rule, licensed facilities may assist with
the self-administration or administration of
medications to residents in a facility. A resident
may not be compefled to take medications but
may be counseled in accordance with this rule.
{1) SELF ADMINISTERED MEDICATIONS.

{a) Residents who are capable of
self-administering their medications without
assistance must be encouraged and allowed to
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do so.

{b) If faciity staff observes health changes that
could reasonably be atiributed to the improper
self-administration of medication, staff must
consult with the resident concerning any
problems the resident may be experiencing in
self-administering the medications. The
consultation should describe the services offered
by the facility that aid the resident with medication
administration through the use of a pill organizer,
through providing assistance with
self-administration of medications, or through
administering medications. The facility must
contact the resident's health care provider when
observable health changes ocour thet may be
attributed to the resident's medications. The
facility must document such contacts in the
resident's records.

This Statute or Rule is not met as evidenced by:

Based on observation, record review and an

interview, it was determined that the facility failed

1o assist a resident with self-administration of
icati in with di

prescriptions’ labels for 1 out of 5 sampled

residents (Resident #10).

The findings included:

During observation of Staff F providing assistance
with self administration of medication to Resident
#10 on at $:40 AM, the resident was
given and . The instructions
fisted for these medications on the resident's
Medication Administration Observation
Record include "holding the medication” if
. reading and/or rate parameters
were not met. This requires staff assisting with
the medications io take the resident's vital signs
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before providing these medications.

a. “Holdi (.,
) <110 {below 110 reading) or HR {

Rate) <60 (below . )

b. ~Hold for <120 (pelow 120

reading)

Review of the resident’s record-on

revealed two vital sign recordings of the resident's
. on and . There

were no recordings of the resident's

. or rate in

The Administrator was notified of these findings

during interview on at 1:40 PM. The

facility provided no additionat information for

review at this time.

Class il

A052 429.256( ); 59A-36.008(3) Medication - A0S2
Assistance with Self-Admin

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

icati in previ i properly
labeled containers.
{b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
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removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
or her

(d) Applying medications.
{e) Returning the medication container to proper
storage.

{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of & . including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing. . converting, or
.. medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any i

route.

{c) Administration of medications by way of a tube
inserted ina , of the body.

{d) Administration of | preparations.

{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
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{f) Assisting with f
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority fo be given "as needed,”
uritess the order is written with specific
that preclude i judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{f) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) Assistance with the self-administration of

ication by an unli person as '
in this section shall not be considered
administration as defined in s. 465.003.

Jor

59A-36.008
{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) Any unlicensed person providing assistance
with seif-administration of medication must be
. .. orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C,, and
must be available to assist residents with

ini ications i with
procedures described in Section 429.256, F.S.
and this rule.
{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, crally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.
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{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident o take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. Medicaticns may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S,, the
terms "judgment" and “discretion” mean
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vital signs and
assessing a resident's condition.
{h) Al trained staff must adhers to the facility’s
contro} policy and procedures when
assisting with the self-administration of
medication.

ing or

This Statute or Rule is not met as evidenced by:
Based on observation and interview it was
determined the facility failed to ensure unlicensed
staff providing assistance with self -administered

icati dosoin with p:
described in Section 429.256 of the Florida
Statutes for 2 out of 4 sampled Residents
observed {Residents #8 and #10).

The findings included:

A On at approximately 12:00 PM,
Surveyor observed Staff E perform medication
pass for Resident #8. Staff E announced
medication to Resident, opened the tear pack of
medication at tableside in the dining area, poured
them into a paper medication cup for Resident
and left the dining area before observing
Resident swallow the medication.

B.On at 9:40 AM, Resident #10 was
observed receiving assistance with
self-administration of medication by Staff F
opened the tear pack of medication, crushed
them into a medication cup, and spooned them
into the resident's without any participation
from the resident.

On at 1:40 PM the Administrator was
notified of these findings. The facility provided no
additional information at this time.
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Class il
A 078 59A-36.010(2) FAC Staffing Standards - Staff AQT8

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility fo anocther
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 ¢ i , such individual
must be immediately removed from duties untit a
written statement is submitied from a heaith care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
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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
requirermnents of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
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 408.80¢ and 429.174, F.8.

by

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, it was
determined that the facility failed to maintain
annual documentation of the

status for 4 out of 4 sampled employees reviewed
(Staff B, C, D and G)

The findings included:

Record review of sampled employee records on

revealed the following:
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1. Staff B (Medication Technician, Date of hire
status last documented

2. Staff C (Resident Assistant, Date of hire
status last documented

3. Staff G (Resident Aide, Date of hire ¥
status last documented

4, Staff H (Resident Aide, Date of hire 3}
status last documented

The Administrator was notified of these findings
on at 1:40 PM. The facllity provided no
additional information for review at this time.

Class #ll

AD081 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
- Staff in-Service

42852
{1)(a) Each new assisted living facility employes
who has not previously compieted core training
must attend a preservice orlentation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservi ' ion.
The facifity must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
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complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s. 429.075 is exempt from the training
requirements under s, 430.5025(4){(d}.

{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required insetvice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
(1)

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d} In addition fo topics that may be chosen by
the facility administrator, the preservice
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orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and faciiity
sanitation procedures, before providing personal
care to residents. The facility must use its

controf policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . maybe used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation,
{c) Staff who provide direct care to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident ,
neglect, and | . The facitity must use its

prevention policies and procedures when
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offering this training,

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.AC., must receive 3 hours of in-service training
within 30 days of empioyment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of dally
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
hendling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30} days of employment.

1. Al facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that, the facility failed to ensure staff
completed required in-service trainings for 1 of 4
sampled employees reviewed (Staff C).

The findings included:
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On a review of the personnel file for Staff
C (Resident Assistant, Date of hire )
revealed documentation of the following trainings
was missing:

1. Reporting Major Incidents/Reporting Adverse
i acilit Prof i

Reporting

2. Elopement Response

3. Resident Rights and Recognizing/Reporting
MNeglect

On at approximately 1:40 PM, in an
interview with Staff A (Administrator), Surveyor
advised that proof of training had not been
provided for Staff C. No additional documentation
was provided.

Class

A090, 50A-36.011(11) FAC Training - A090

{11}

TRAINING,

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
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Continued From page 28
included in rule 59A-36,009, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to maintain
documentation of

Policy & Procedures { P&P} training for 1
of 4 sampled employees reviewed (Staff C).

The findings included:

On a review of Staff C's (Resident
Assistant, Date of hire ) personnel file
revealed no documentation of P&P
Training.

On at approximately 1:40 PMin an
interview with Staff A (Administrator), Surveyor
advised that proof of training had not been
provided for Staff C. No additional
documentation was provided.

Class

59A-36.011(12) FAC Training - Documentation &
Monitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.

{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility's
personnel fites. The documentation must include
the following:

1. The title of the training program,

2. The subject matter of the training program,

3. The training program agenda,

4. The number of hours of the training program,
5. The trainee's name, dates of participation, and

A0S0

A091
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location of the training program,

6. The fraining provider's name, dated signature
and credentials, and professional license number,
if applicable.

{b) Upon successful completion of fraining
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.

{c) The facility must provide the Depatiment of
Etder Affairs and the Agency for Health Care
Admini ion with training fon and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor all facifity in-service training,
which is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to snsure certificates of completed
training contained all required components for 1
of 4 sampled staff (Staff G).

The findings included:

On at 11:45 AM, the personnet fife for
Staff G was reviewed. The following certificates.
of training did not contain a fraining provider's
signature. Staff G was hired.on

a) Facility's Emergency Procedures training
Neglectand | training
) Facility's Elopement Policy and Procedure
training

d) Pre-Service Orientation training

e) Policy and
Procedure training

The Administrator and Business Office Manager
were notified of these findings during interview at
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{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
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hitp: w.firules. asp?No
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Nationat Academies, 2018, which are
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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 physicaf 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 fo the Dietary Reference Intakes.
{c) All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
itionist, or a regi dietefic ich
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1:40 PM on . The facility provided no
additional information for review at this time.
Class
A 093 59A-36.012(2) FAC Food Service - Dietary A093
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supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or license 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 fo accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional vaiue based on the
seasonal 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
patticipate 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 to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

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

AHCA Form 3020-0001

STATE FORM

SISTH

I contingation sheet 32 of 39



Agency for Healih Care Administration

PRINTED: 06/15/2028
FORM APPROVED

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.
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
pelatable 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 Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure 1 of 1
sampled residents (Resident #11) had received a
therapeutic diet prepared and served as required,

The findings included:
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On at 12:30 PM, Resident #11 was
observed in the dining room eating the funch
meal that was served to her. The meal items
observed were regular consistency brocolli,
chicken and potatoes, During interview with Staff
F at this time, she confirmed that the resident
receives a regular diet, not mechanical soft or
chopped. The list of residents' diets to be served
was observed posted in the secured unit, and
noted the resident’s dietas ™ " with no
indication of a consistency other than regular.

Review of Resident 11's health assessment
{AHCA Form 1823) dated and signed by the
health care provider on revealed the
Special Diet instructions were noted as
“mechanical soft texture, thin fiquid, controfled

. diet". During interview with the
Registered Nurse {(RN) on at 1:10 PM,
she acknowledged that there was no health care
provider's order available for the resident's
change in diet to a regular texture rather than
mechanical soft texture.

The Administrator was notified of these findings
on at 1:40 PM. The facility provided no
additional information for review at this time.

Class 1l

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
ion of background i
fon of

i
with alf

A093
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training requirements of this part or applicable
rule, and a copy of all ficenses or certification held
by each staff who performs services for which
licensure or certification is required under this
part or rule,

B59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 50A-36.011, FA.C,,
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 Rule 50A-36.010, FAC,,
4. For faciliies 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
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{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
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facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.

{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, F.AC.

This Statute or Rule is not met as evidenced by
Based on observation and interview it was
determined the facility failed to ensure staff
records included a job description and references
in 1 of 4 sampled staff records reviewed (Staff C).

The findings included:

On , a review of Staff C's (Resident
Assistant, Date of hire ) employee record
revealed the references section on the job
application was left blank, there were no
references located elsewhere in the record and
there was no job description included in the file.

At at approximately 1:40 PM in an
interview with Staff A (Administrator), Staff C's
missing references and job description were
identified. No additional documentation was
provided by facility.

Class

A 168 429.24(3)(a) FS; 429.27(7), FS Resident Refund A168
Policy

429.24

{3)a) . . . The refund policy shall provide that the
resident or responsible party is entiled to a
prorated refund based on the daily rate for any
unused portion of payment beyond the
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termination date after all charges, including the
cost of damages to the residential unit resulting
from circumstances other than normal use, have
been paid to the licensee. For the purpose of this
paragraph, the termination date shall be the date
the unit is vacated by the resident and cleared of
ail personal belongings. If the amount of
belongings does not preciude renting the unit, the
facility may clear the unit and charge the resident
or his or her estate for moving and storing the
items at a rate equal to the actual cost fo the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days' advance
written notification is given. If the resident's
possessions are not claimed within 45 days after
notification, the facility may dispose of them. The
contract shall also specify any other conditions
under which claims will be made against the
refund due the resident. Except in the case of

or a discharge due to medical reasons, the
refunds shall be computed in accordance with the
notice of retocation requirements specified in the
contract. However, a resident may not be
required to provide the licensee with more than
30 days' notice of termination. If after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
notify the resident or responsible party in writing
of the claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. ...

428.27. FS Property and personal affairs of
residents. -

{7) In the event of the of aresident, a
licensee shall return all refunds, funds, and
property heid in trust to the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
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0 the resident's spouse or aduit next of kin
narmed in a beneficiary designation form provided
by the facility to the resident. If the resident has
no spouse or adult next of kin or such person
cannot be located, funds due the resident shall
be placed in an interest-bearing account, and all
property held in trust by the facility shali be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shall be kept separate
from the funds and property of the facility and
other residents of the facility. if the funds of the

resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident's , the funds shall be deposited in
the Heaith Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure the resident contract for 2
of 2 sampled residents (Residents #5 & #11)
contained a refund policy that includes all of the
required components,

The findings included:

On , the resident contract used by the
facility for Residents #5 and #11 was reviewed,
and did not contain the following information:

“If after a contract is terminated, the facility
intends to make a claim against a refund due the
resident, the facility shall notify the resident or
responsible party in writing of the claim and shall
provide said party with a reasonable time period
of no less than 14 calendar days to respond”

Instead, the facifity's clause notes, "The
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community shall provide you or your estate with
written notice of any claim against your refund
{including repair or replacement cost) and allow
ten (10) days for you or your estate to respond
prior to deducting such amount(s)". This phrase
requires a response within ten (10) days fora
claim against a refund, rather than a minimum of
fourteen (14) days as required.

The Administrator was notified of this finding
during interview on at 1:40 PM. The
facility provided no additiona} information for
review at the time of the survey,

Class
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