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A000; Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted at Elite Manor
Inc. on . A deficiency related to the
relicensure were identified at the time of survey.

A 031 59A-36.007(6) FAC Resident Care - Third Party A031
Services

{6) THIRD PARTY SERVICES.

{a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's representative
from independently arranging, . and
paying for services provided by a third party of the
resident's choice, including a ficensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
continued residency and the resident complies
with the facifity's policy relating to the defivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider fo facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident’s condition
and response to treatment or services ordered by
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the physician which may impact the resident's
appropri for continued resi in the
facility;
2. Communications occur at feast once every 30
days and whenever there is a significant change
in the resident's condition; and
3. if physician ordered treatments or services
occur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
whenever there is a significant change in the
resident's condition.
4. When communication with the third party
provider is unsuccessful, at least two attermpts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts. This documentation must be included
in the resident's record in accordance with the
timeframes in subparagraphs 59A-36.007(8)(c)2.
and 3.
{d) I residents accept assistance from the facility
in arranging and coordinating third party services,
the facility's assistance does not represent a
guarantee that third party services will be
received. if the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents'
record explaining why its efforts were
unsuccessful. This documentation will serve to
its i with this i

This Statute or Rule is not met as evidenced by:
Based on record review and inferviews, the
facility failed to maintain & written policy and
procedure requiring third party providers to
coordinate with the facility regarding the
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resident's condition and the services being
provided, as required.

The findings included:

During an interview

approximately10:30 AM with the Administror the
policy and procedure for the coordination of care
with residents and third parties was requested.
The Administrator provided the facility's policy
and procedure binder to the surveyor for review.

A review of the binder revealed that the facility did
not have a written policy or procedure regarding
third party provider coordination of resident care.
Further review revealed no observation of a policy
outlining requirements for communication or
coordination with the Facliity and the third party
providers.

During an interview at
approximately1:00 PM with the Administrator she
acknowledged that the facility did not have a
policy on coordination of care with third party
providers and was unable to provide any
additional documentation upon request.
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