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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.~
(1) A licensee 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 shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure 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 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl 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)(8) An inactive license may be issued to a
licensee subject to this section when the provider
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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. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o 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 to 12 additional months upon
dernonstration 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 wiitten 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
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all 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
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

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

This Statute or Rule is not met as evidenced by:
During a revisit survey on a request
for a copy of the facility ' s CEMP approval. Staff
A, stated that the CEMP has not yet been
approved by the county. A request was made for
a copy of the submitted revisions and/or any
correspondence with the Emergency
Management Division.

During an interview on at 2:00 PM
with Staf A stated that the CEMP is still pending
approval. She explained that approval is delayed
because the CEMP requires a current business
tax receipt, and the business tax receipt cannot
be issued until the facility obtains a current AHCA
license.

No additional documents were provided at the
time of the survey,

Class il
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Initiat Coraments

An unannounced revisit to the Relicensure and
Complaint {(#2025004236) survey was conducted
on at Ellie’s Assisted Living LLC. The
facility had deficiencies related to the reficensure
and complaint survey identified at the time of the
visit.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident’s admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the

A 000}
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facility's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
indivi has been by a p! jatrist,
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
heaith resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this fon related to i for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Famities shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
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her responsibilities under subsection (1). Further,
Department of Children and Families personnet
shall explain to the facility operator any speciat
needs of the resident and advise the operator
whom to call should problems arise, The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of

N .. require such
assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medicat examination completed by a

health care practitioner as specified in either

paragraph (a} or (b} of this subsection.

(a) A medical examination completed within 60

days before or within 30 days after the individual's

admissicn to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

probiems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

individual,

4. Any special diet required by the individual,

5. A list of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

, . services required by the

- s or any other
commuricable , which are fikely to be
transmitted to other residents or staff,
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7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical exarination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , which is
incorporated by reference and available onfine at:
hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable, If AHCA Form
1823 is used, the form must be completed as
instructed.

1. if the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designes either oraily or in
writing from the health care practitioner, The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the heaith care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
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on AHCA Form 1823 described in paragraph (b},
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
{e) Any orders issued by the heaith care

iti ing the medical i
for medications, nursing services, treatments,

. .. or therapeutic diets, may be attached to
the health A health care practiti
may attach a DH Form 1896, Florida

Form, for residents whe do not

wish R . tobe
administered in the case of or

{f) A resident placed in a facllity on & temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure the health assessment
{AHCA Form 1823) was accurate for 1 out of 2
sampled residents (Resident #1).

The findings included:
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The health assessment for Resident #1 dated
indicated that the resident required
"administration of medication” rather than
“assistance with seif-administration of
medication", therefore requiring a licensed health
care professional to disiribute his medication.
The assessment also noted that the resident had
a"  ,3or4, ", During
interview with the resident on at 11:10
AM, he stated that he had no knowledge of a
., . Review of the resident's record
revealed no documentation of monitoring of a
.\ by the facility.
The facility provided no additional information for
review at the time of the survey.

Class 1l
UNCORRECTED

The deficient practice identified during the survey
was not corrected. Record review of resident #1
health assessment revealed no observation of a
new and accurate health assessment was
completed. Further review of Residents file
revealed no observation of that the health
assessment were reviewed for for accuracy

The faciity did not provide any additional

or evidence to
of this deficient practice at the time of the survey.

Class il

429.17(3) .275(1); 59A-36.013(1) FAC Fiscal -
Financiat Stability

428.17

{A0o8}

A1204
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{3) In addition to the requirements of part Il of
chapter 408, each facility must report to the
agency any adverse court action concerning the
facility's financial viability, within 7 days after its
occurrence. The agency shall have access to
books, records, and any other financial
documents maintained by the facility to the extent
necessary to determine the facility's financial
stability.

429.275

{1) The administrator or owner of a facility shal
maintain accurate business records that identify,
summarize, and classify funds received and
expenses disbursed and shall use written
accounting procedures and a recognized
accounting system.

59A-36.013 Fiscal Standards.

{1) FINANCIAL STABILITY. The facility must be
administered on a sound financial basis in order
to ensure adequate resources to meet resident
needs pursuant to the requirements of chapter
408, part il, part {, F.S., and rule chapter 59A-35,
F.A.C., and this rule chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
Administrator or owner of the facility failed to
maintain accurate business records that identify,
summarize, and classify funds received and
expenses disbursed for 2 of 3 sampled residents
{Residents #4 and #5).

The findings included:

On at 11:00 AM, the contracts between
Residents #4 and #5 and the facility were
reviewed. The contracts did not inciude any
documentation of the charges to these previous
residents. Staff A was asked for the residents’
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Continued From page 7

accounting of funds received and refunds
disbursed as applicable. Staff A stated at this
time that she thought Resident #4 was to pay
$2000.00 monthly for care and services, but was
not sure. An email request for Resident #4's
accounting and refund information was sent to
the Administrator on at 10:21 AM, but no
response had been received as of .

During the revisit survey on
Administrator was requested to provide
do ion indicating the ive action
regarding maintain accurate business records
and documentation of expenditures for Resident
#4 and #5, no documentation was provided. The
facility did not provide any additional information
or evidence to demonsirate correction of this
deficient practice at the time of the revisit survey
on

, the

Class il
Uncorrected

59A-36.018 FAC; 429.24 FS Resident Contracts

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

(A 1204

n1e7)
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be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached 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 428.28, F.S.;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund pelicy that must conform to section
429.24(3), F.8.

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing o reserve a bed for a resident
who is admitted to & nursing home, heaith care
facility, or facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retuming 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 retationship 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
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transfer to a care setting 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 outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
B59A-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 facifity's policies and. procedures for
self-administration, assistance with

ini ion, and ini ion of
medications, if applicable, pursuant to 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,
{m) The facility's policies and procedures related
1o a properly executed DH Form 1896,

{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 setting 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
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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 thersto, 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 untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically sefting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
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 facility 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
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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) If a licensee agrees to reserve a bed fora
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
health care facility, or |, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
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
facility is affiiated with any refigious organization
and, if so, which organization and its general
responsibility to the facility.

(B) Neither the contract nor any provision thereof
relieves any ficensee 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,
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facilities certified under chapter 851 shall comply
with the requirements of 5. 651.055.

{7) Notwithstanding the provisions of this section,
facilities which consist of 80 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 autornatically without financial penalty
in the event of a resident's or relocation
duefo, hospitalization or to medical
reasons which necessilate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall 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 “apartrent”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or like
residential units.

This Statute or Rule is not met as evidenced by
Based on record review and an interview, the
facility failed to ensure that the contract between
the resident's representative and the facility
contained all required components for 2 of 5
sampled residents (Resident #4 and #5).

The findings included:

a) On at 11:00 AM, the contracts
between Residents #4 and #5 and the facility
were reviewed. The contracts did not include the
following required information.

1. Resident #4's contract was signed by the
resident and Staff A on . There were no
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charges noted for services, supplies and
accomodations provided by the facility or the
daily, weekly or monthly rate.
2. Resident #5's contract dated had no
charges documented for services, supplies and
accomodations provided by the facility or the
daily, weekly or monthly rate,
b) During the revisit survey on , the
facility was requested to provide the update
contracts for Resident #4 and #5, no information
was provided, The facility did not provide any
additional information or evidence fo demonstrate
correction of this deficient practice at the time of
the survey.
Class 1l
{A 170} 429.24(3)a Resident Refund Policy {A170}

... The facility shall provide a refund to the
resident or responsible party within 45 days after
the transfer, discharge, or of the resident.
The agency shall impose a fine upon a facility
that fails to comply with the refund provisions of
the paragraph, which fine shall be equal to three
times the amount due to the resident. One-half of
the fine shall be remitted to the resident or his or
her estate, and the other half to the Health Care
Trust Fund to be used for the purpose specified
ins. 429.18.

This Statute or Rule is not met as evidenced by:
Basased on record review and interviews, the
facifity failed to provide a prorated refund based
on the datly rate within 45 days of a resident's
passing for 1 of 3 sampled residents (Resident
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The findings included:

a)On . Resident #4 and
the representattve subsequently moved the
resident’s belongings out of the facility's garage
on or about . Arefund was not provided
1o the resideni's representative.

Resident #4's contract was signed by the resident
and Staff Aon . There were no charges
noted for services, supplies and accomodations
provided by the facility or the daily, weekly or
monthly rate. During inferview with Staff A on

at 11:00 AM, she stated she thought the
resident paid $2000.00 monthly for care and
services at the facility, but was not sure, StaffA
was asked af this time for the record of funds
received and disbursed by the facility for this
resident. There was no accounting
documentation avaitable for review at the time of
the survey. An email request for Resident #4's
accounting and refund information was sent to
the Administrator on at 10:21 AM, but no
response had been received as of

During interview with the resident's representative
on . he confirmed that a refund of the
prorated daily amount had not been received by
the facility. He stated the monthly charges were
$2100.00. An email was received from the
representative on at 9:56 AM that
included attachments of copies of funds
disbursed to the facility for the resident's care and
services. The first payment was sent on
in the amount of $1083.00. This was for partial
payment (16 days) of , when the
resident moved in on - Asecond
payment for was made on

for $2100. 00. The resident expired on
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, 50 a refund of $1275.00 (17 days) was
supposed {o be distributed.

Chapter 420.24 (3), Florida Statute, requires that
a refund policy "to be implemented at the time of
a resident's transfer, discharge, or shail
provide that the resident or responsible party is
entitied to a prorated refund based on the daily
rate for any unused portion of payment beyond
the termination date after all charges, including
the cost of damages to the residential unit
resulting from circumstances other than normat
use, have been paid to the licensee, For the
purpose of this paragraph, the termination date
shall be the date the unit is vacated by the
resident and cleared of all personal
belongings...Except in the case of ora
discharge due to medical reasons, the refunds
shall be computed in accordance with the notice
of relocation requirements specified in the
contract, However, a resident may not be
required. to provide the licensee with more than
30 days ' notice of termination. if after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
notify the resident or responsible party in writing
of the claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. The facility shall
provide a refund to the resident or responsible
party within 45 days after the transfer, discharge,
or of the resident”.

The agency shalt impose a fine upon a facility that
fails to comply with the refund provisions of the
paragraph, which fine shall be equat to three
times the amount due to the resident. One-haif of
the fine shall be remitted to the resident or his or
her estate, and the other half to the Health Care
Trust Fund to be used for the purpose specified in
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$.429.18,

The facility provided no additional information for
review at the time of the survey.

b) During a revisit survye on the
deficient practice remains uncorrected. The
facility did not provide any additional information
or evidence to demonstrate correction of this
deficient practice at the time of the survey. The
facility was unable to provide documentation
indicating a refund had been issued to Resident
#4's representative,

Class il
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