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Initiat Coraments

Arevisit to a re-licensure survey was conducted
at Home For All the Angels Corp. on
Deficiencies were found to be uncorrected at the
time of survey.

B59A-36.008(8) FAC Medication - Over The
Counter {OTC) Products

(8) OVER THE COUNTER (OTC) PRODUCTS.
For purposes of this subsection, the term over
the counter includes, but is not limited to, over the
courtter medications, , nuiritional
supplements and nutraceuticals, hereafter
referred to as OTC products, that can be sold
without a prescription.

{a) A facility may keep a stock supply of OTC
products for multiple resident use. When
providing any OTC product that is kept by the
facility as a stock supply to a resident, the staff
member providing the medication must record
the name and amount of the OTC product
provided in the resident's medication observation
record. All OTC preducts kept as a stock supply
must be stored in a locked container or secure
room in a central location within the facility and
must be labeled with the medication’s name, the
date of purchase, and with a notice that the
medication is part of the facility's stock supply.
{b) OTC products, including those prescribed by
a health care provider but excluding those kept
as a stock supply by the facility, must be labeled
with the resident's name and the manufacturer's
label with directions for use, or the heaith care
provider's directions for use. No other labeling
requirements are required.

{c) Residents or their representatives may
purchase OTC products from an establishment of
their choice.

{d) A health care provider's order is required
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when a nurse provides assistance with
self-administration or administration of OTC
products. When an order for an OTC product
exists, the order must meet the requirements of
paragraphs (b) and (c) of this subsection. A
health care provider's order for OTC products is
not required when a resident seif-administers his
or her medications, or when unlicensed staff
provides assistance with self-administration of
medications.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that it stored over-the-counter
{OTC) produsts kept as stock supply in a secured
room that was in a central location within the
facility.

Findings include:

An observation on at approximately
6:50 AM revealed that there were multiple
containers of { ] brand food and beverage
thickener located in the backyard shed. Further
observation revealed that the shed was uniocked
and accessible to the residents. (Photographic
evidence obtained)

During an interview on at
approximately 7:15 AM with the Administrator,
when informed that there were multiple
containers of unsecured food and beverage
thickener located in the backyard shed, she
asked Staff B (Caregiver) if the food and
beverage thickener was left unlocked, to which
Staff B stated yes.
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{3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week
0-5 168

212
16-25 253
26-35 294
36-45 335
46-85 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who ocoupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.

3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility,

4. in facilities with 17 or more residents, there
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must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of altendance at First Aid or
courses pursuart to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i1, F.S., is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator of manager of more than 48 hours
when residents are on the premises, a staff
member who is atieast . mustbe
physically present and designated in writing to be
in charge of the facility, No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being ah administrator or
manager,
7. Staff whose duties are exclusively buiiding or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
8. The administrator or manager's time may be
counted for the purpose of meseting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, incuding making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.
8. Only on-the-job staff may be counted in
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meeting the minimum staffing hours. Vacant
positions or abseni staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattemn
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediatefy
when the agency determines that the
requirements of paragraph (&) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency ines that upervision
and care are not being provided to residents,
resident care standards described in rule
B59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents’
confracts. The agency wili consult with the facility
adrainistrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
B9A-40, F.A.C., untit such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
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minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to mest
resident service needs. The plan will be reviewed
by the agency fo determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the faciiity will no
jonger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted fiving facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
servioes license must also comply with the
staffing requirements of rules 58A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to keep an up-to-date
staffing schedule to reflect its 24-hour staffing
pattern for one out five sampled staff (Staff D).

Findings include:
An observation on at approximately

7:15 AM revealed Staff D (Caregiver} walked into
the resident quarters with applesauce in her
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During an interview on at
approximately 7:15 AM with Staff D, she stated
that she was assisting the hospice nurse by
pringing her the food.

During an interview on at 6:45 AM,
Staff B {Caregiver) was asked what time her shift
started to which she answered 7AM. Staff D was
asked what time her shift started to which she
also answered 7AM. Staff B was asked to confirm
if her and Staff D both started at 7AM and would
work until 7PM, to which she stated yes. When
asked if another staff member would arrive at
7AM, Staff B confirmed that Staff E (Caregiver)
would.

During an interview on at
approximately 7:15 AM with the Administrator,
she was informed that the staffing schedule was
not accurate as Staff D confirmed her schedule
and provided resident care assistance, to which
she stated, "Is she not aflowed to talk to anyone?
| don't agree with that.”

Avreview of the posted staffing schedule revealed
that Staff B was scheduled to work 7AM to 7AM,
Staff E was scheduled to work 7AM-7AM and
Staff D was scheduled to be off.

Class il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Cther

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;
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2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurienances 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 pernits, When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

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
o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

ciothes,

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 to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

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

facility 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 1o ensure that it maintained a safe living
environment that was free of hazards.

Findings include:
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An observation on at 6:33 AM
revealed that an insect which resembled a roach,
ran across the floor of Resident #1 and Resident
#3's room.

An observation on at 6:49 AM
revealed that a insect which resembled a
roach, was left on the floor in the staff room.
{Photographic evidence obtained).

An observation on at approximately
6:50 AM revealed that there were multiple insects
which resembled ants located on the kitchen
floor.

An observation on at approximately
6:50 AM reveaied that in the backyard, there was
a bucket of paint left in the shed that was
untocked, lawn chairs that were observed 1o have
had a black substance on the cushions, a
mattress propped against the side of the house.
Further observation revealed that in the untocked
laundry shed there was bleach and liquid
detergent left unsecured.

During an interview on at
approximately 6:52 AM with the Administrator,
she stated that she would have the mattress
moved and that it was there because they were
doing construction.

Class il

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.
The facility must maintain required records in a
manner that makes such records readily available
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at the licensee's physical address for review by a
legally authorized entity. If records are maintained.
in an electronic format, facility staff must be
readily avaitable to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request,

(1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of alt residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the og must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(o).

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C,, that must
be readily available by facility staff.
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{e) The facility's liability insurance policy required
in Rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-38.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
confract) described in Rule 59A-36.006, F.A.C.
{h) If the faclility advertises that it provides special
care for persons with 's or
related . a copy of ail such facifity
advertisements as required by Section 428.177,
F.8

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.A.C.

(j) All food service records required in Rule
59A-36.012, F.AC., including menus planned
and served and county heaith department
inspection reports, Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate fo operate.

{k) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rute Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 429.35, F.S,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.,

{n) The facility's resident elopement response
policies and procedures.
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{0} The facility's documented resident elopement
response drils.

{p) The facility’s policies and procedures pursuant
to subsection 59A-36.007(10), FAC.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility'’s policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w)} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based interview and record review the facility
failed to ensure that its liability insurance policy
was physically and readily available in the facility.

Findings include:

During an interview on at 7:25 AM
with the Administrator, when informed that the
posted liability insurance policy was expired, she
stated "No, { have it. They were supposed to send
it to me, but | don't know why.."

Areview of the posted liability insurance policy
revealed that it expired on ; there was
no current and updated policy on-site.

Class #Hl

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
R
AL11965248 B.WING 06/25/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
9270 SW 42 TERRACE
HOME FOR ALL THE ANGELS CORP
MIAMY, FL 33165
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
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