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Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upon beginning employment, sach employee
must receive basic written information about
interacting with persons who have 's
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost, The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}). The
additional training must include, but is not limited
0, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
or-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, a facility
failed to ensure that three out of five sampled
staff {the Administrator, B and C} completed the
required four- hour continued education fraining
on and related forms of

Findings included:

A review of staff records revealed that the
Administrator, Staff B (caregiver), and Staff C
{caregiver} had no annuai four-hour continued
education training on ‘s and
related forms of training. The
Administrator last training was on

AHCA Form 3020-0601

STATE FORM

YPGN11

1 continuation shoet 4 of §



PRINTED: 09/08/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11966541 B WING 07/21/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
25799 SW 122 PLACE
MEADOW WOOD HOMES LLC
HOMESTEAD, FL. 33032
D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
22875 Continued From page 4 22875

Staff B and C last training was on 11/11/2023.

During an interview on at 1:10 PM the

Administrator stated that she did. not know about

that training but would get the training done.
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Initiat Coraments

Are-licensure survey, with a limited mental health
component, was conducted at Meadow Wood
Homes, LLC on . Deficiencies were
identified at the time of survey.

428.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the continued appropri; of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in taw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
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who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delinsates how
the facility and the hospice will mest the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to & bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b, Transfer to a chair or wheelchair without fotal
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. A resident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3.  a facility is ficensed fe provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Depariment of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

B59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical ination by a heatth care p
at teast every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by in @)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c}, F.8.
{b) Aresident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. if the resident's condition fails to improve within

A010
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30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A . #l resident who no longer meets
the criteria for continued residency may continue
to reside in the facifity if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
o continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,
4. Docurnentation of the requirements of this
paragraph is maintained in the resident's file.
{d) The facility administrator is responsible for

ing the conti propri of
placement of a resident in the facility at ali times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.
{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.
{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-38.021, FAC.
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This Statute or Rule is not met as evidenced by:
Based on interviews, and record review, the
facility failed to determine the appropriateness of
continued residency for one out of six sampled
residents (#2). Resident#2 hasa
., on his right for more than 30
days and there is no interdisciplinary plan of care,

Findings included.

During an interview on at 6:10 AM
Staff B (caregiver) stated that Resident # 2 was
under hospice care.

Areview of Resident # 2's hospice plan of care
dated showed thathe hada

. on his right 2nd . Further
review of hospice records showed that the

had been documented as early as

at 8:00 AM
was small

During an interview on
Staff B stated that the |
and she believed it healed.

During an interview on at 8:10 AM
The Administrator stated that she did not have an
interdisciplinary plan of care for Resident # 2. The
Administrator stated that the hospice never sent
one.

Class Hll

59A-36.007(8) FAC Resident Care - Third Party
Services

{6) THIRD PARTY SERVICES.
{a) Nothing in this rule chapter is intended to

A010
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prohibit a resident or the resident’s representative
from independently arranging, o and
paying for services provided by a third party of the
resident's choice, including a ficensed home
health agency or private nurse, or receiving
services through an out-patient clinic, provided
the resident meets the criteria for admission and
confinued residency and the resident complies
with the facility's policy relating to the delivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided,

{b) When residents require or arrange for
services from a third party provider, the facility
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

{c) The administrator or designee must ensure
that:

1. Care coordination includes documented
communications about the resident's condition
and response fo treatment or services ordered by
the physician which may impact the resident's
appropr for continued resi inthe
facility;

2. Communications occur at least once every 30
days and whenever there is a significant change
in the resident’'s condition; and

3. if physician ordered treatments or services
oceur less often than once a month,
communications must be conducted according to
the ordered treatment or service schedule and
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whenever there is a significant change in the
resident's condition.
4. When communication with the third party
provider is unsuccessful, at least two attempts at
communication on two separate days must be
documented. Documentation must include the
name of the person from the third party provider
with whom contact was attempted, the method of
communication, and the date and time of the
attempts, This docurentation must be included
in the resident’s record in accordance with the
timeframes in subparagraphs 59A-36.007(6)(c)2.
and 3.
{d) I residents accept assistance from the facility
in arranging and coordinating third party services,
the facility’s assistance does not represent a
guarantee that third party services will be
received. if the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
its i with this i

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to maintain documentation from third party
for one out of six sampled Residents (# 6). There
was no documentation of Resident # 6

reading and medication administration.

Finding included:
During an interview on at 6:10 AM
Staff B (caregiver) stated that Resident # 6

received from a nurse,

A review of the facility third party records for
Resident # 6 showed that the last
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reading was on

During an interview on at 8:00 AM the
Administrator stated that the nurse came every
day but did not leave her documentation
consistently. The Administrator further stated that
she had just called her and she had the
documentation in her car. The Administrator
stated that they didn't have that problem with the
other home health agency.

Class #ll

A0G36] 50A-36.007(10) CONTROL A036
$8=D! PROCEDURES

{10) CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .\
handwash, or handwashing with soap and water.
(0) Standard precautions must be used when
there is an . exposure to transmissible

agents in s . .

, nonintact skin, and mucuous

during the provision of personal

services. Standard precautions include:
hygiene, and dependent upon the exposure, use
of gloves, gown, mask, _ protection, or a
shield.
{c) The facility must clean and reusable
medical equipment and communal assistive
devices that have been designed for use by
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multiple residents before and. after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to ensure the one out of
five sampled staff (C) provided services in a
manner that reduces the risk of transmission of

. Staff C dropped a pilt on the
table and gave it fo the resident for consumption.

Finding included:

Observation on at 1:.03 PM Showed
that Staff C {caregiver) assisted Resident # 3 with
the self-administration of medication with

., 10 milligram and s 300
milligram. Staff C dropped the . 10 mg
on the table and picked it up with her gloves and
placed it into a cup for Resident to consume.
Resident # 3 self-administered the |
afterwards.

Areview of Staff C records showed that she

completed her fraining on confrof on

During an interview on at 1110 PM
The Administrator stated that Staff C should know
better and should have used the extra dose.

Class Hl

A052 429.256( ); 59A-36.008(3) Medication - A052
$8=E | Assistance with Self-Admin

429.256
{3) Assistance with seif-administration of
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medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilted by the manufacturer are considered

icati i i i properly

in p
labeled containers.
{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver o opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c) Placing an oral dosage in the resident's

or placing the dosage in another container and

helping the resident by lifting the container to his

or her .

{d) Applying | medications.

{e) Returning the medication container to proper

storage.

{f) Keeping a record of when a resident receives

assistance with self-administration under this

section.

{g) Assisting with the use of a , including

removing the cap of a , opening the unit

dose of solution, and pouring the
i P dose of icati

the dispensing cup of the

{4} Assistance with seff-administration of

medication does not include:

info
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{a) Mixing, » converting, or
.. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
froute.
{c) Administration of medications by way of a tube
inserted ina , of the body.
{d) Administration of preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific
that preclude judgment
on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
i with the self-administration of
by an person as
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be 18
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. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.8., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
1o take medications as prescribed.

{¢) in order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident o take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
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organizer pursuant to the requirements of

subsection (2}, and given to the resident, a friend,

or family member upon leaving the facility, with

this fact noted in the resident's medication record,

or

4. Medications may be separately prescribed and

dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with self-administration of

medication does not include the activities detailed

in Section 429.256(4), F.S.

{g) As used in Section 429.256(4)(h), F.S., the

terms "judgment” and "discretion” mean

i ing vital signs and ing or

assessing a resident's condition.

{h) All frained staff must adhere to the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews and record
review, the facility failed to follow the state
guidelines for assisting with the
self-administration of medication for two out six of
sampled residents {#2 and # 3). Staff B and C
failed to advise Resident #2 and #3 of the name
and dosage of each of the medications, and/or
the facility did not have a written waiver opting out
of the advisement.

Findings included:

Observation on at 1:03 PM Showed
that Staff B (caregiver) assisted Resident # 2 with
the self-administration of . 1 milligram.
Staff B did not orally advise Resident # 2 of the
name and dosage of her medication.
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Areview of Resident # 2's records showed that
there was no written waiver opting out of the
advisement.

Observation on at 1:03 PM Showed
that Staff C (caregiver) assisted Resident # 3 with
the self-administration of . 10 milligram
and . 300 milligram. Staff C did not
orally advise Resident # 3 of the name and
dosage of her medication.

Areview of Resident # 3's records showed that
there was no written waiver opting out of the
advisement.

During an interview on at 1:10 PM the
Administrator stated that she did not have
awavier for the residents opting out of the
advisement.

Class #Hl

59A-36.008(7) FAC Medication - Labeling and
Orders

{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:

1. The resident's name; and,

2. The identification of sach medicinal drug in the
container.

A0S52

A056
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{b) Except with respect 1o the use of pill

i as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another,
(o) If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for, |, notto exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of &
medication that the facility is administering or
providing assistance with seff-administration must
be accompanied by a written, faxes, or electronic
copy of @ medication order issued and signed by
the resident's health care provider. The new
directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11966541 B.WING 0712112026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
25799 SW 122 PLACE
MEADOW WOOD HOMES LLC
HOMESTEAD, FL. 33032
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A086 | Continued From page 14 A0SB

AHCA Form 3020-0001

STATE FORM

YPGN11

1 contingation sheat 15 of 42



Agency for Healih Care Administration

PRINTED: 09/08/2026
FORM APPROVED

{f) The facility must make every reasonable effort

to ensure that prescriptions for residents who

receive assistance with self-administration of
ication or icati ini ion are filled

or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and

Rule 61N-1.006, F.A.C., sample or

complimentary prescription drugs that are

dispensed by a health care provider, must be

kept in their original manufacturer's packaging,

which must include the practitioner's name, the

resident's name for whom they were dispensed,

and the date they were dispensed. If the sample

or complimentary prescription drugs are not

dispensed in the manufacturer's labeled package,

they must be kept in a container that bears a

label containing the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4, Name and strength of the drug,

5. Directions for use; and,

6. Expiration date.

(h) Pursuant to Section 465.0276(2)(c), F.S.,

before dispensing any sample or complimentary

prescription drug, the resident’s health care

provider must provide the resident with a written

prescription, or a faxed or electronic copy of such

order.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review, the
facility falled to ensure that medication orders
were followed.

Findings included:

During an interview on at 6:18 AM
Staff B (caregiver) stated that all the medications
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were given to residents. Staff B further stated that
she started giving out medications at 5:45 AM

A review of the morning medication orders for
residents showed the medications were ordered
for 7:00 AM

During an interview on at 11:00 AM
The Administrator stated that Staff B gave the
medications early.

Class #ll

A D78 50A-36.010(2) FAC Staffing Standards - Staff AQ78
88=0
(2) STAFF,

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individuat does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 8 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility fo another
when the facility is under the same management
or ownership.

1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of

testing materials satisfies the annual

examination requirement, An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of
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2. if any staff member has, oris suspected of
having, & i , such individual
must be immediately removed from duties untita
written statement is submitted from a health care
provider indicating that the individual does not

arisk of a

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
ion, training, p ion, and exper
Staff providing services requiring licensing or
certification must be appropriately ficensed or
certified. Al staff must exercise their
responsibilities, consistent with their
ificath to observe residents, to d it
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rufe
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d} An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 420.174, F.S.
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This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to ensure that one out of five sample staff
had negative examination updated
annually. Staff C last statement that she was free
for communicable

Finding Included:

Areview of Staff C's (caregiver) records showed

that her last negative examination
was on
During an interview on at 1:10 PM the
Administrator stated that she would make sure
that the negative examination was
updated.
Class #ll
A 079 59A-36.010(3) FAC Staffing Standards - Levels AO79

88=D
(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

212
16-25 253
26-36 294
36-45 335
48-55 375
56-65 416
66-75 457
76-85 498
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86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 85
add 42 staff hours per week.
2. independent living residents, as referenced in
subsection 53A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access o
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4.1n facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and N .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(8), F A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical techniclan or paramedic currently
certified under chapter 401, part I, F.S.
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
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when residents are on the premises, a staff
member who is atleast . mustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a totaf of 60 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively buliding or
grounds maintenance, clerical, or food
preparation do not count towards mesting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facifities, inciuding those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{¢) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
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{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels establtshed in paragraph {a), if

the agency that upervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents’
contracts. The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., untll such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved fo meet
resident service needs. The plan wili be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can dermonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility will no
fonger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of

AQ79
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meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facifities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 53A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respactively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed o maintain a written
work schedule that reflects its 24-hour staffing
pattern for a given time-period.

Findings included:

Observation on at 6:15 AM showed
that there was one staff at the facility Staff B
{caregiver). Staff E (caregiver) was not at the
facility.

During an interview on at 6:18 AM
Staff B stated that Staff E had an

Areview of the posted staff schedule showed that
on Staff B was scheduled from 7:00
AM to 2:00 PM and was a "live in" staff; Staff C
{caregiver) shift was from 7:00 AM to 7:00 PM,
and Staff E shift began from 7:00 PM to 7:00 AM.

Observation on al 7:.30 AM showed
that Staff E arrived at the facility.

During an interview on at 1:10 PM the
Administrator stated that she would make sure
that the schedule reflected an accurate schedule.

Class #Hl

AHCA Form 3020-0001

STATE FORM

YPGN11

i contingation sheet 23 of 42



Agency for Healih Care Administration

PRINTED: 09/08/2026
FORM APPROVED

{5) FIRST AID AND

{ ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
1o demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the Nationat
Safety Council, or an organization whose training
is ited by the Cc ission on A itat
for Pre-Hospital Continuing Education satisfies
this requirement.
{p) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S,, shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the faciiity

failed to ensure that one out of five sampled staff

{C) hold a valid First Aid and
{ ) card.

Findings included:

A review of the posted staff schedule showed that
on Staff 8 {caregiver) was scheduled
from 7:00 AM to 2:00 PM; Staff C {caregiver) shift
was from 7:00 AM to 7:00 PM, and Staff £

{caregiver) shift was from on 7:00 PM to 7:00 AM.
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Staff C was the only scheduled staff from 2:00
PM fo 7:00 PM
Areview of Staff C's records showed that there
was no documentation of valid First Aid and
training. Staff C last First Aid and training
was on . Staff B's hire date was
During an interview on at 1:10 PM the
Administrator stated that she would make sure
that the course was updated.
Class #l
A0B4 50A-36.011(6) FAC 429.52(6), FS Training - A08B4
88D | Assis Self-Admin Meds & Med Mgmt
59A-36.011
{6} ASSISTANCE WITH THE

SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if-administrati ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect fo the supervision,

i ini fon, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati asp hed; r ition of
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side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper i 5
including technigues for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:
a. Assist with oral dosage forms,
forms, and | . f
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or faciity
employer of inability to assist in the adminisiration
of such orders;

e. Complete a medication observation record;

{. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
prefited with the proper dosage by a pharmacist

dosage

and

A084
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and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it {o the
resident for seif-injection;

i. Assist with ;

j.Usea to perform

testing;

k. Assist residents with

and continuous positive airway pressure (CPAP)
devices, excluding the titration of the

levels;

i. Apply and remove stockings and
hosiery;

m. Placement and removal of . bags,
excluding the removal ofthe |, or
manipulation of the site; and,

n. Measurement of R .
temperature, and | , rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with seif- ini icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
(d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of

with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in

rate,

A084
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sub-subparagraphs (6)(b)2.h.-n.

42952

{6) Staff assisting with the seif-administration of
medications under s, 429.256 must complete a
minimum of 6 additional hours of fraining
provided by a registered nurse or a licensed
pharmacist before providing assistance, Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure that three
out of five sampled staff (Administrator, B and
#C) had the initial two-hour continued education
training on providing assistance with
self-administration of medications.

Findings included:

A review of the Administrator's records showed
that there was no documentation of the six-hour
training or continued education training on
providing assistance with self- administration of
medications. The Administrator hire date was

Areview of Staff B's (caregiver) records showed
that there was no documentation on the two-hour
training on providing assistance with
self-administration of medications, Staff B
completed two hours of continued education on
providing assistance with self-administered
medications on . Staff B's hire date
was

Areview of Staff C's (caregiver) records showed
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that there was no documentation for the two-hour
training on providing assistance with seff-
administration of medications. Staff C completed
two hours of continued education on providing
i with self- inistered ications on
. Staff B's hire date was

During an interview on at 8:30 AM The

ini stated that the ¢ was
responsible for ensuring the documentation was
ready.

Observation on at 1:03 PM Showed
that Staff B assisted Resident # 2 with the
self-administration of .\ 1 milligram.
Staff B did not orally advise Resident # 2 of the
name and dosage of her medication.

Observation on at 1:.03 PM Showed
that Staff C assisted Resident # 3 with the
self-administration of . 10 milligram and

s 300 mitigram. Staff C did not orally
advise Resident # 3 of the name and dosage of
her medication.

During an interview on at 1:10 PM the
Administrator stated that she did not have the
wave for the residents opting out of the
advisement.

Class il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Cther

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

A084

A152
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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 pernits, 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 maitress no

iess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

ciothes,

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 to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personat 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 observation, interview, and record
review the facility failed to provide a safe living
environment, free of hazards to the residents, and
appurtenances are maintained in good working
order,
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Findings included:

Observation on at 8:10 AM showed
that in the living room there were couches
stacked on top of each other.

During an interview on at 6:10 AM
Staff B (caregiver) stated that there were
replacement couches.

Observation on at 8:22 AM showed

that by the kitchen leading to the garage there
was an unlocked door. In the garage was a
cabinet with the keys on the lock, and inside the
cabinet there were chemicals including bleach.

Observation on at 10:00 AM the
facility became warmer and staff started to turm
on fans in the living room and kitchen. Residents
were observed drinking more water.

Observation on at 11:00 AM showed
that the thermostat at the facility read 76 degrees
Fahrenheit.

Areview of the thermos-hygrometer at 12:08 PM
showed that inside temperature of the living room
at 83.4 degrees Fahrenheit.

During an interview on at 12:20 PM
the Administrator stated that she contacted the air
conditioning technician, but he would come the
foliowing day. The Administrator stated that it
happens because residents were going outside to
smoke. The Administrator further stated that the
Air Conditioning was recently serviced,

Areview of the thermos-hygrometer at 12:38 PM
showed that inside temperature of the living room
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at 84.0 degrees Fahrenheit.

According to the National Weather Services the
high on in homestead, Florida was 92
degrees Fahrenheit.

During an interview on at 12:45 PM
Resident # 3 stated that this happens every day
when it was hot outside.

Class It
A 162 59A-36.015(3) FAC Records - Resident A182
88=D

{3) RESIDENT RECORDS. Resident records

must be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of

other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{p) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health
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care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f}, F.A.C.

A record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writingthat | not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 58A-36.006, F.A.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with setf-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C,

{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 428.27, F 8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
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disbursed as required in Section 420.27, F.S,
(1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3 CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of atiorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0} The resident's ,DH
Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.
{q) Except for resident contracts, which must be
retained. for 5 years, ail resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
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departure from the facifity.

{r) Additional resident records requirernents for
facifities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and inferviews, the
facility failed to maintain accurate written records,
updated as needed for two out of six sampled
residents (#1). Resident # 1's health assessment
stated that he was "bed bound" but he was able
to ambulate. Resident # 2 did not have an
updated hospice plan of care after

Findings included:

1

During an interview on at 6:10 AM
Staff B (caregiver) stated that Resident # 1 was
under hospice care.

Areview of Resident # 1 health assessment
dated showed that in his physical
limitation that he was "Bed Bound" however in the
resident condition the health assessment stated
that he was not bedridden. Resident # 1 needed
assistance with ambulation.

During an interview on at 9:34 AM
Staff B stated that Resident # 1 was able to get
out of bed with minimal assistance.

2)
Areview of Resident # 2's hospice plan of care
dated showed that he had a

. on his right 2nd . There
was no plan of care after
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During an interview on at 8:00 AM
Staff B (caregiver) stated that the |
was small and she believed it healed.
During an interview on at 8:30AM The
administrator stated that she would update
Resident # 1's health assessment and obtain a
plan of care for Resident # 2.
Class il
AL241 429.075(  ); 59A-36.020(2) FAC LMH - Records AlL241
88=D

428.075
{3) A facility that has a limited mental health
license must:
{a) Have a copy of each mental health resident's
community fiving support plan and the

. agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the . agresment was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and detsrmined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission,
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
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reviewing this document,

{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community fiving support plan.

{4) A facility that has a limited mental health
ficense may enter into a . agreement
with a private mental heaith provider. For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

59A-36.020

{2) RECORDS,

{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental health
residents. The admission and discharge log
required in rute 59A-36.015, F A.C., satisfies this
condition provided that all mental health residents
are clearly identified.

(b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident’s
admission fo the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security . or supplemental security
income and as
follows:

a. An affirmative statement on the Alternate Care
Certification for |

{ ) form, CF-ES 10086, , which is
hereby incorporated by reference and available
for review at:
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http: firules. .asp?No
=Ref-03988, that the resident is receiving $S81.or
88Dl due o a mental
b. Written verification provxded by the Sociat
Security Administration that the resident is
receiving SS1 or $SDI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Secunty

ion to provide such i L or
c. A written statement from the resident’s case
manager or other mental heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental heaith care provider must consider the
following minimum criteria in making that
determination:
(1) The resident is eligible for, is receiving, or has
received mental health services within the fast §
years, or
{I1) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessment
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, , | nurse, or an individuat
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{1} C Alternate Care Certif ion for

{ ) form,

CF-ES Form 1006,
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{I1) Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{lity Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident’s mental health care
provider must provide a new assessment,

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident’s admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

¢. includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental health case manager to
meet the resident’s needs, and the frequency and
duration of such services and activities,
d.includes the of the facility to
facilitate and assist the resident in attending
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and arranging transportation to
o for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,
e. includes a description of other services to be
provided or arranged by the facility,
1. Includes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms
., to the resident that indicate the
immediate need for professional mental health
services,
g. is In writing and signed by the mental health
resident, the resident’s mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. if the resident refuses to sign
the plan, the resident's mental heaith case
manager must add a statement that the resident
was asked but refused to sign the plan,
. Is updated at least annually or if there is a8
significant change in the resident's behaviorat
health,
i, include the . Agreement
described in subparagraph (2){c)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority to review the document,
4. ., Agreement. The mental heaith
care provider for each mentai health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
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the mental heaith resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b, Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
in section 408.912, F.8.;

c. , cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facility
can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
admission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person fo whom
the request was made and must be kept in the
resident's fife.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to maintain a living support plan
updated.annually for one out of six sampled
residents {3). Resident # 3's community support
plan was last updated in 2024,

Areview of Resident # 3' s Community Living
Support Plan and . agreement
showed that had not been updated since

During an interview on at 8:08 AM the
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Administrator stated that she did not have an
updated .community living support plan for
Resident # 3.
Class HHl
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