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Initiat Coraments

A re-licensure survey in conjunction with a limited
nursing service, extended congregated care,

o it investigat
{2026002825) was conducted at Villa Paz 1§ ALF
Inc on . The provider had deficiencies
identified at the time of the survey,

59A-36.008(5) FAC Medication - Records

{8) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the 1 iptit
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.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

oations or medication siration. A
medication 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

428.41, F.S,, maintain a record of the prescribing
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Continued From page 1

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 facifity
failed to update the medication observation
record (MOR) immediately after assisting every
resident with self-administration of medications.

Findings included:

On at 7:17 AM State's Representative
asked if all residents had taken the medications
and Staff C stated, "Yes." Staff C started to sign
the MOR in front of State's Representative.

On at 7:18 AM Staff C stated, "The
morning is really hard, so | waited until everybody
had their medications to sign it.”

A review of facility records showed that the MOR
showed that it had not been signed.

Class il

420176 F§; 429.52(  ),69A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-If,
during the pericd for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 429.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
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requirements.

429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429,19,
Administrators licensed in accordance with part 1l
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

(5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
7t ible for the fon and mai of
the facility including the management of all staff
and the provision of appropriate care to all
residents as reguired by chapters 408, part #,
428, part 1, F.S,, and rule chapter 59A-35, FAC,,
and this rule chapter.

{a) An administrator must:

1.Beatleast |, .l

2. { employed on or after . s
have, at @ minimum, a high school diploma or
GED,;

3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 429.174, F.S.;

4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,, no later than 80 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to
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L. , are not required 1o take the
competency test unless specified elsewhere in
this rule; and,

5. Satisfy the continuing education requirements
pursuanl to rule 59A-36.011, FAC.
who are not in with

these requirements must retake the core training
and core competency test requirements in effect
on the date the non-comnpliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph {1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
0 exceed 90 days. During the 80 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, FAC.; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or imited mental health facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facifities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

F supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
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screening, core training and competency test
i and continuing i

requirements as an administrator pursuant to
paragraph {1){a) of this rule. Managers who
attended the core training program prior to

. , are not required to take the
competency test untess specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facllity, except
as provided. in paragraph {1){c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429,176, F.S., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, , which
is incorporated by reference and available onfine
at:

:iweww firules. org/Gateway/reference.asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by
Based on record review and interview, the facility
falled to ensure that the Assistant Administrator
had participated, who was core certified,
participated in continuing education for a
minimum of 12 contact hours every 2 years.

Findings included:
Areview of facility's records showed that Staff B
{Assistant Administrator) had only taken six hours

of continuing education on

On at 11:16 AM Staff B stated, "No {
don't have them.”
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{8) EXTENDED CONGREGATE CARE (ECC)
TRAINING,
{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior fo the facility
receiving its ECC license or within 3 months of
beginning employment in a currently licensed
ECC facility as an administrator or ECC
supervisor. Successful compietion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended
the assisted living facifity core training prior to
. . , shall not be required to take the
assisted fiving facility core training competency
test.
{h) The administrator and the ECC supervisor, if
different from the administrator, must complete a
minimum of 4 hours of continuing education
every two years in topics relating to the physical,
. . orsocial needs of frail elderly and
persons, or persons with 's
or related .
{c) All direct care staff providing care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address ECC concepts and
requirements, including statutory and rule
requirements, and the delivery of personal care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity

AHCA Form 3020-0001

STATE FORM

GEXHIT

1 continuation shoet 6 of



Agency for Healih Care Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 07/14/2028
FORM APPROVED

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11669963

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

05/28/2026

NAME OF PROVIDER OR SUPPLIER

B0 NW 33RD AVE

VILLA PAZ H ALF INC

MIAML, FL

33125

STREET ADDRESS, CITY, STATE, ZIP CODE

o4y
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

AE210

ANZTT
58=D

Continued From page 6

failed to ensure that one out of eight sampled
staff (Staff B and Staff E) had completed at least
2 hours of in-service training on extended
congregate care, within 6 months of beginning
employment in the facility,

Findings included:

A review of Facllity Finders showed that the
facifity had extended congregate care
components in its license.

Areview of records showed that Staft B
{Assistant Administrator) had been hired on

and Staff £ had been hired on s
showed that they did not have 2 hours of training
in extended congregate care within 6 months of
being hired.

On at 1:22 PM Staff B stated, "They do
not, have it?"

Class #Hl

59A-36.022(2) FAC LNS - Resident Care
Standards

{2) RESIDENT CARE STANDARDS.

{a) Aresident receiving limited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in Rule 59A-36.006, F.A.C.

{b) In accordance with Rule 59A-36.010, FAC.,
the facility must empioy sufficient and qualified
staff to meet the needs of residents requiring
fimited nursing services based on the number of
such residents and the fype of nursing service to
be provided.

AE210

ANZ77
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{c) Limited nursing services may only be provided
as authorized by a health care practitioner's
order, a copy of which must be maintained in the
resident's file.

{d) Facilities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services
as needed by residents. The facility's employed
or nurse must coordinate with third
party nursing services providers to ensure
resident care is provided in a safe and consistent
manner. The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility's
personnel files.

{e) The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
falled to maintain documentation of the
qualifications of the nurse providing limited
nursing services in the facllity's personne files.

Findings included:

A review of personnel records showed that the
facifity did not have any documentation of the
nurse to provide limited nursing care,
only had the contract signed on

On at 1:48 PM Staff B stated, "l did not
think we needed his credentials since we do not
have any resident under limited nursing services."
Staff G stated, "we only have the component
because our residents are from a Program and
they require us to have it."
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