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AD00 Initial Comments A000

An unanneunced change of ownership survey
was conducted at Azalea Gardens Alzheimer's
Special Care Center in Tallahassee, FL on
8/412026 ~ 8/5/2026. Areview of the facility's
Limited Nursing Services and Extended
Congregate Care licenses as well as a review of
the generator assessment and Comprehensive
Emergency Management Plan were also
performed. The provider had deficiencies at the
time of the visit.

QSNSFO 59A-36.019(1) FAC Emergency Management A180
{1} EMERGENCY PLAN COMPONENTS.
Pursuant to Section 429.41, F.5., each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facilities,” AHCA Form
3180-50086, September 2023, incorporated by
reference and available at
hitp:/iwww.flrules.org/Gateway/reference.asp?No
=Ref-15964. The form is also available at:
hitpsi//ahca.myflorida.com/MCHQ/Emergency_A
ctivities/index.shtml. The emergency
management plan must, at a minimum, address
the following:

{a) Provision for all hazards;

{b) Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or emergency preparation; protecting
the facility; supplies; emergency power, food and
water; staffing; and emergency equipment;

{c) Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation fransportation; sheltering
arrangements; supplies; staffing; emergency
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equipment; and medications;

{d) Provision for the care of additional residents
who may be evacuated to the facility during an
emergency including the identification of such
residents, staffing, and supplies;

{e) ldentification of residents with Alzheimer's
disease or related disorders, and residents with
mobility limitations who may need specialized
assistance either at the facility or in case of
evacuation;

{f} Identification of and coordination with the
county emergency management agency;

{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting fo the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,

{h) The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to review and submit their Comprehensive
Emergency Management Pian (CEMP) on an
annual basis.

The findings include:

On 8/5/2028, a review of the facility's CEMP
revealed that the plan was last submitted and
approved by the county on June 2, 2025,

On 8/5/2026 at approximately 9:29 am, an
interview with the Maintenance Director was
conducted and he verified that the CEMP had an
expiration date of June 2, 2028.
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On 8/5/2026 at approximately 3:38 pm, an
interview was conducted with the Executive
Director, who confirmed that the last approved
CEMP was dated June 2, 2025 and the facility
had not submitted the annual plan for county
approval.
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