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Initiat Coraments

A complaint investigation {complaint number
2026009458) was conducted at Miami-Dade
County on . Deficiencies were
identified at the time of the survey.

B59A-36.014(3) FAC Physical Plant - Safe Living
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, slectrical 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. A clean, 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
. 1o ensure 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.

{c) The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

event of an emergency.

{d) Residents who use portable bedside

AQ00

A152

commodes must be provided with privacy during
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use.

{e) Facilities must make available finens 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 Rute is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment, free of
hazards, and ensured that alt existing

i ical, electrical and
systems, and appurtenances are maintained in
good working order.

Findings included:

Observation on at 8:41 AM revealed
that the elevator flooring was torn and damaged,
with a section of the floor covering lifted and
exposing the underlying surface.

Observation on at 9:28 AM revealed
that the facility's community room had a hole in
the wall near the entry point, exposing the
damaged drywall.

Observation on at 8:39 AM revealed
that the facifity's exit gate was broken and not
functioning.

Interviewed on at 12:22 PM the
Administrator stated that the facility's exit gate
was broken, the repair request had been
submitted, and the facility was awaiting
completion of the repairs.
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Palicy

429.24
{3)(a) . . . The refund policy shall provide that the
resident or responsible party is entiffed 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 normal use, have
Dbeen 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
ail personal belongings. If the amount of
belongings does not preciude renting the unit, the
facility may clear the unit and charge the resident
or his or her estate for moving and storing the
items at a rate equal to the actual cost fo the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days' advance
written notification is given. If the resident's
possessions are not claimed within 45 days after
notification, the facility may dispose of them. The
contract shall also specify any other conditions
under which claims will be made against the
refund due the resident. Except in the case of

or a 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. ...
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429.27, FS Property and personal affairs of
residents. -
{7) In the event of the of a resident, a
licensee shalf return all refunds, funds, and
property held in trust to the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
1o the resident's spouse or aduit next of kin
named in a beneficiary designation form provided
by the facility to the resident. If the resident has
no spouse or adult next of kin or such person
cannot be located, funds due the resident shall
be placed in an interest-bearing account, and alt
property held in trust by the facility shali be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shall be kept separate
from the funds and property of the facility and
other residents of the facility. if the funds of the
resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the
resident's , the funds shalil be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide a refund based on the daily rate
for any unused portion of payment for one out of
three (Resident #1) sampled residents.

Findings included:

Areview of Resident #1's record revealed that the
contract was completed on fora
monthly rent of $876.00. The record documents
that the resident was discharged on
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Areview of Resident #1's account showed that
the resident paid $876.00 in . and
had $876.00 credit.

On at 12:00 PM, the Administrator
stated that Resident #1 was entitled to an
$876.00 refund. They processed the
reimbursement, but she did not know why the
resident did not receive it. She will process the
reimbursermnent again.
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