PRINTED: 07/30/2028
FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER COMPLETED

A, BUILDING:

AL11969340 BWNG 07/09/2026

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7650 TAFT 8T

COZY CARE RESIDENCE PEMBROKE ALF LLC
PEMBROKE PINES, Fi. 33024

(X4) 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A000; Initial Comments A 000

An unannounced Relicensure, Complaint
{#2026010676) and Generator Monitoring survey
was conducted at Cozy Care Residence
Pembroke ALF LLC on . Deficiencies
related to the relicensure were identified at the
time of survey.

A 026 59A-36.007(2) FAC Resident Care ~ Social & A026
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shalt be encouraged fo 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 must 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, planning, and scheduling activities. The
facility 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 to the size of the
facility.

{c) 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, mentat health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
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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 toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, it was determined that, the facility failed to
ensure that a weekly minimum of 12 hours of an
ongoing activities program that is based on
resident needs, abilities and interest were
available with demonstration of participation. This
affected alt 4 of the facility Residents.

The findings included:

QObservations on between 8:00 AM
and 8:00 PM, during a tour of the facility revealed
no observations of activities provided for the
residents. Observation on during
survey residents remained in their rooms
watching television.

During an interview on at 5:00 PM
with Resident #2, he stated that he had not
participated in any activities for months.

During an interview on at5:15 PM
with Resident #3, he stated no activities were
available.

Review ofthe |, activities calendar provided by
the Administrator revealed the only activities
was moming itati ing,

and music
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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,

paying for services provided by a third party of the
resident's choice, including a licensed 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 facility's policy relating to the delivery 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
the physician which may impact the resident's
approprh for continued resi in the
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident's condition; and
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3. ¥ physician ordered treatments or services
oceur 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 attempts 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 58A-36.007(6)(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
guaraniee 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
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facifity failed to maintain a written policy and
procedure requiring third party providers to
coordinate with the facility regarding the
residents’ condition and the services being
provided, as required.

The findings included:

During an interview at approximately
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11:00 AM with the Administrator 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,

Areview 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 Facility and the third-party
providers.

During an interview at
approximately12:30 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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