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Initiat Coraments

Arsecond evisit survey was conducted at Hialeah
ALF Inc. on . Deficiencies were found
corrected at the time of the survey.

59A-36.019(3) FAC Emergency Mgmit - Plan
Implementation

{3) PLAN IMPLEMENTATION,
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan. New staff must be trained on
the plan within 30 days of employment.
{b) I telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

communication

This Statute or Rule is not met as evidenced by:
Based on observation, and interview, the facility
failed to ensure three out of eight sampled staff
{Staff B, Staff D. and Staff F) were trained in their
duties and were responsible for implementing the
emergency management plan by being able to
undock the front main gate,

Findings included:

An observation on at 8:12 AM revealed
the facility's front gate bolted shut. At 8:30
AM it was observed as staff unlocked the gate to
let residents out for program. Each staff were
able to open the entrance gate and gate in the

. The residents who reside at the facility did
not have a way to exit without the staff lefting
them out with a key.

On at 10:30 AM observed as staff
opened the gate for the home health nurse. The
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