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A 000! Initial Comments A000
An unannounced Complaint (#2025006191,
025015468) and G itoring survey
was conducted on at Starwell Living
LLC. Deficiencies were identfied related to
Complaint #2025006191 at the time of the
survey.
A 1520 50A-36.014(3) FAC Physical Plant - Safe Living A182
Environ/Other
{3) OTHER REQUIREMENTS.
{a) All facilities must;
1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S,;
2. Be maintained free of hazards; and,
3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances 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 permits. When the facility
supplies the furnishings, each resident bedroom
or sleeping area must have at least the following
furnishings:
1. Aclean, comfortable bed with a mattress no
less than 36 inches wide and. 72 inches long, with
the top surface of the mattress at a comfortable
. foensure easy access by the resident,
2. A closet or wardrobe space for hanging
clothes,
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,
{¢) The facifity must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.
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{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal 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 interviews and observations, it was
determined that, the facility falled to maintain the
building in good working order.

The findings included:

I an interview on st approximately
10:20 AM, Resident #2 reported his experience in
the facility was, “It's so-so, we have bugs here
sometimes. Roaches and rats.”

On the following observations were
made during the hours of 9:00 AM and 3:00 PM:

This Surveyor walked through open emply area
off living/dining room, past the piano to family
roomity room and fo bathroom. Upon entry
1o the rear bathroom, Surveyor noticed a sticky
trap on the floor near sink covered in small
cockroach-like bugs. Additionally, live bugs were
observed running across the floor and this
Surveyor's shoes. The bathroom appeared in
disrepair - a small trashcan near the toitet was
filled with paper trash, a used adult brief and sat
inside a metal stand that was visibly degrading
and covered in a rust-ike substance. The fioor
and walls were covered in dark brown marks and
stains. The grout lines of the shower were stained
brown and black, and the tub had a circle of
rust-iike staining around the drain.
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The backyard was cbserved to be overgrown with
plantings. There was a grill built into a tiled area
just off the exit fo the facility that was coming
apart - the grill itseif askew in its setting. The
wooden supports o the structure appeared
weathered and were missing in areas. There
were tiles missing and.cement areas that were
visibly cracked. There was a table and patio
chairs just off the exit to the building that were in
disrepair as well. The table's surface was visibly
dirty and a weft of ioose hair had been discarded
on it. Three patio chairs were observed to have
ripped fabric seats rendering them unsafe for
use.

This surveyor entered the front bathroom and
noticed that the door did not close fully and was
missing its top hinge. There was a live,
cockroach-like bug climbing across the ceiling
above the foilet and there was something
resembling webbing covered in small, dark balls
in the corners of the room.

In an interview on at approximately
11:10 AM, this Surveyor requested pest control
records from the Administrator. She stated that
she used to have a pest control company but they
charged too much, She stated she spent $300 to
buy all of the items to treat the issue herself and
putled out a box from Amazon with roach bait.

In an interview on &t approximately
1:10 PM, when asked about the state of the
building, the Administrator stated that she was
informed by her lawyer that she should not be
investing in the property until the space is legally
hers. When asked again about pest control, the
Administrator stated she stopped because it was
100 expensive, but she was aware roaches were
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59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be atfached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.S,;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) Arefund policy that must conform to section
429.24(3), F.S.;

{h} Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing 1o reserve a bed for a resident
who Is admitted to a nursing home, health care
facility, or , facility. The resident.or
responsible party must notify the facility in writing
of any change in status that would prevent the
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A 167 50A-36.018 FAC; 429.24 FS Resident Contracts A187
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resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;

{i) A provision stating whether the facility is
affiiated with any refigious organization and, if so,
which organization and its refationship to the
facility;

{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care seffing that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement, if there is
disagreement regarding the appropriateness of
placement, provisions outfined in section
428.26(8), F.S., will take effect;

{k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
o subsection (4), of that rule;

{1) The facility's policies and procedures for
self-administration, assistance with
self-administration, and administration of
medications, if applicable, pursuant o rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule; and,
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{m) The facility's policies and procedures related
1o a properly executed DH Form 18986,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract fo provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
written statement setfing forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative.

429.24 FS

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thereto, between the
ficensee and the resident or his or her designee
or legal representative. Each party to the contract
shall be provided with a duplicate original thereof,

and the licensee shall keep on file in the facility alt

such contracts. The licensee may not destroy or
otherwise dispose of any such contract until 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
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30 days' written notice of a rate increase; the
rights, duties, and - of the residents,
other than those specified in s. 428.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:
{a) Such funds shall be deposited in a banking
institution in this state that is focated, if possible,
in the same community in which the facifity is
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.
{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or BN

{b) I a licensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited fo, a nursing home,
health care facility, or |, facility, the
resident or his or her responsible party shail notify
the licensee of any change in status that would
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prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facifity is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

{5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

- imposed upon it by this part or rules
adopted under this part.

{6) In lieu of the provisions of this section,
facilities certified under chapter 851 shall comply
with the requirements of s. 651,055,

{7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, | hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shal be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one ot
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more buildings containing other similar or like
residential units.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that, the facility failed to establish a
written contract outlining the services provided
and the monthly rates to be charged with its
residents in 4 out of 4 residents reviewed - the
entire census of the facility at the time of survey.

The findings included:

1. Review of contract for Resident #1 stated
$2500 to be paid by resident's daughter and
referenced additional funds to be obtained from &
refigious organization assisting with payment, but
did not list the full monthly rate.

2. Review of contract for Resident #2 included
only pages out of 35. No rates were
included in the documents available for review.

3. Review of contract for Resident #3 revealed it
o be with the previous owner. There was no
contract on file for current owner and licensed
facility.

4. Review of contract for Resident #4 included
only pages out of 35. The area for the
monthly rate to be entered at the top of page 4
was left blank.

In an interview on at approximatsly
2:30 PM, the Administrator stated the contracts
presented to this writer were the complete record
maintained by the facility and there are no
documents housed elsewhere.
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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

are

22814
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that, the facility failed to ensure
employed staff were registered under the facility
on the Background Screening Clearinghouse
{BSC) in 1 out of 3 records reviewed (Staff B).

The findings included:

On a record review of the Background
Screening Clearinghouse employee roster for the
facility revealed that Staff B's (Caretaker - Date of
hire ) prints had expired and
her Clearinghouse Status was listed as No. Her
Eligibility Determination was listed as A New
Screening is Required.

In an interview on at approximately
3:05 PM, the Administrator acknowledged that
Staff B's BSC eligibility had expired.

Unclassified
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408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shait
submit its comprehensive emergency

plan to the iocal
management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
licensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Heaith,
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3)(a) An inactive license may be issued to a
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ficensee subject 1o this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. is currently licensed.

3. Does not have a provisional license.

4. Will be terporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up fo 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approvai, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive ficensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and ali licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with alf requirements of this part and
applicable rules and statutes.

{4) .. . Licensees providing residential or inpatient
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services must utilize an online database
approved by the agency fo report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to submit their
Comp Plan
{CEMP) annually for review and approval and to
submit revisions within 30 days after being
notified they were required.

The findings included:

An online record review of Palm Beach County's
{PBC) Office of Emergency Management's
{OEM) CEMP portat reveated the facility's most
recently approved CEMP expired . The
plan was approved through and was
expired as of . The annual review
submittal date was , but there was no
activity visible in the PBC OEM portal.

In an interview on at approximately
11:00 AM, the Administrator stated she had a
consultant to manage her CEMP status. The
Administrator was informed her CEMP had
expired as of . Her response was that
she believed her consultant was on vacation. No
additional information or update was provided.

Class il
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