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AG00; Initiat Comments

A change of ownership survey, a complaint
investigation (complaint numbers: 2026012846 and
2026015030}, and 3 generator monitoring visit were
conducted at Maravida Lakeland MGT on

. Deficiencies were identified at the time
of survey.

A Class | deficiency was found at Tag A0025.

A Class | deficiency is a deficiency that the
agency determines presents a situation in which
immediate corrective action is necessary because
the facifity's noncompliance has caused, oris
fikely to cause, serious injury, harm, | |
or to a resident receiving care in a facility.

The facility failed to document . The facifity did
not have risk assessments or care plans, The
facility failed to implement or compose measures
1o prevent future . The Class | noncompliance
began on

The facility's Administrator was notified of the
Class 1 noncompliance on at 12:47 PM.

The census at the start of the survey was 30,

The following is a description of the deficiencies
found at the time of the visit.

A00B 420.26( ) FS; 59A-36.006(2) FAC Admissions -
S8=D | pealth Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a ficensed advanced practice
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registered nurse within 60 days before admission
to 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 medicat
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
ination of the approprk of the
resident's admission to or continued residency in
the facility. The medicat examination form,
reflecting the resident's condition on the date the
examination is performed, becomes a permanent
part of the facility's record of the resident and must
be made available to the agency during inspection
or upon request, An assessment that has been
through the Cc '

Assessment and Review for Long-Term Care
Services (CARES) Program fulfilis the

i for a medicat ination 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 Famifies must
have been examined by medical personnel within
30 days before placement in the facility. The
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rmust 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.
Additionatly, in the case of a mental health
resident, the Department of Children and Families
must provide documentation that the individuat has
been assessed by a psychiatrist, clinical
psychologist, clinical sociat worker, or |
nurse, or an individual who is supervised by one of
these professionals, and deterrmined to be
appropriate to reside in an assisted living facility.
The documentation must be in the facility within
30 days after the mental health resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mental hospital
meets the requirements of this subsection related
o appropriateness for placement as a mental
health resident provided that it was completed
within 80 days prior to admission to the facility.
The Department of Children and Families shalf
provide to the facility administrator any information
about the resident which would help the

ini meet his or her il under
subsection (1). Further, Department of Children
and Families personnet shall explain to the facility
operator any special needs of the resident and
advise the operator whom to cali 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 |
require such assistance.

59A-36.006

A008
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{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical 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

admission to a faciity 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

problems and functional imitations,

2. An evaluation of whether the individual will

require supervision or assistance with the activities

of daily living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist 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 ,

.. R or any other
communicable , which are likely to be
transmitted to other residents or staff,

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

1. #f 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 rnay be obtained by the
administrator or designee either orally 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 informiation received oraily
must include the name of the health 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
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
428.28, F.$. and this rule.

{e) Any orders issued by the health care
practitioner conducting the medical examination
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for medications, nursing services, treatments,
. ., or therapeutic diets, may be attached to
the health A health care
may attach a DH Form 1896, Florida
Form, for residents who do not
wish s . tobe
administered in the case of or .

{f) A resident placed in a facility 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
ficensed 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 interview, the facility
falled to ensure that health assessment forms

were updated with  risk and hospice for seven of
seven Residents (#11, #12, #14, #15, #16, #17,
and #18).

Findings included:

Areview list provided by the faciiity of residents at
risk for revealed that Residents #11, #12, #14,
#15, #16, #17, and #18 were at risk for

Arecord review for Resident #11, #12, #14, #16,
#17, and #18, conducted on , revealed

AHCA Form 3020-0001
STATE FORM

o

OGNK11

f continuation sheet 6 of 50



Agency for Healih Care Administration

PRINTED: 09/10/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11665383

(X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY

A BUILDING:

BWING

COMPLETED

[
09/08/2026

MARAVIDA LAKELAND MGT LLC

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
605 CARPENTERS WAY
LAKELAND, FL. 33809

o SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
™G

PROVIDER'S PLAN OF CORRECTION (X8
{EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEUE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

A008! Continued From page 6

that there was no precautions noted on page
one in the special precautions section of the
health assessment forms. Resident #15 did not
have hospice noted in the
nursing/treatment/ ., required section.
Resident #11's health assessment form was dated

. Resident #12's health assessment for
was dated . Resident #14's health
assessment form was dated . Resident
#15's health assessment form was dated

. Resident #16's health assessment form
was dated - Resident #17's health
assessment form was dated . Resident
#18's health assessment form was dated

Areview of incident reports, conducted on

, revealed that Resident #14 had 22
between and and Resident
#15 had 10 between and

During an interview with the Administrator,
conducted on at 2:45 PM, the
Administrator stated that there were no health
assessment forms that have been updated.

Class Hl

A010 420.26( ) FS; 59A-36.006(4) FAC Admissions -
$8=D Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-

{1) The owner or administrator of a facility is

7 ible for ing the i
admission of an individuat o the facility and for

of

A008
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ining the continued appropri; of
residence of an individual in the facliity. 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 fimitations
in law or rule related to admission criteria or
continued residency for the type of license held by
the facility under this part. The following criteria
apply fo the determination of appropriateness for
adraission and continued residency of an individual
in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment 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.
(D) A facility may admit or retain a resident who
requires the use of assistive devices,
{c) A facility may admit or retain an individual
recelving 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
who agrees that the physical needs of the resident
can be met at the facility. The resident must have
a plan of care which delineates how the facility
and the hospice will meet the scheduled and
unscheduled needs of the residert, 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
tenn "bedridden” means that a resident is confined
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o a bed because of the inability to:

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

b. Transfer to a chair or wheelchair without total
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physical .

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

3. i a facility is ficensed fo 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) Aresident may not be moved from one facility
o 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 Department of
Children and Families, the administrator must
notify the appropriate contact person in the
appilicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not have
financial interests in the facility.

59A-36.006

(4) CONTINUED RESIDENCY. Except as follows
in paragraphs {(a} through (c) of this subsection,
criteria for continued residency in any licensed
faciity must be the same as the criteria for
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admission. As part of the continued residency
criteria, a resident must have a -to-
medical ion by a health care p
at least 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 incorporated by
reference in paragraph (2)(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.S.
{b} A resident 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 license
and services are provided pursuant to a plan of
care issued by a health care practitioner,
2. The condition is docurnented in the resident's
record; and,
3. ¥ the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged from
the facility.
{©)A . i resident who no longer meets
the criteria for continued residency may continue
1o reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
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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. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the cont appropri of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from the
assisted fiving 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 facifity's
license 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-36.021, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an interdisciplinary care plan for
two of two Residents admitted to Hospice (#14
and #15).

Findings included:
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Continued From page 11

A record review for Resident #14, conducted on
, revealed Resident #14 had an
interdisciplinary care plan, but it was not dated or
signed by the resident (or responsible party).
Resident #14 was admitted to the facility on
and into hospice service on an
unknown date.

A record review for Resident #15, conducted on

, revealed Resident #15 did not have an
interdisciplinary care plan in place. Resident #15
was admitted on and into hospice
services on

During an interview with the Administrator,
conducted on at 2:45 PM, the

ini stated that the & i y care
plans were in the resident's records. After trying to
find the interdisciplinary care plans and couldr't,
the Administrator stated that she would get them
from hospice. At 4:45 PM, the Administrator was
unable to provide the interdisciplinary care plans.

Class il

429.26(7) FS; 59A-36.007(1) FAC Resident Care -
Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If

A010

A025
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an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making |, for the

necessary care and services to treat the condition.

If the resident does not have a representative or
designee or if the resident's representative or
designee cannot be located or is unresponsive,
the facility shall arrange with the appropriate
health care provider for the necessary care and
services to treat the condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facifities must offer personat
supetvision as appropriate for each resident,
including the following:

(&) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC,

{p) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical-and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.
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(f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of additionat
services.

This Statute or Rule is not met as evidenced by:
Based on interviews and record reviews, the facility
failed to provide care and services appropriate to
meet the needs of residents accepted for
admission, to include awareness of generatl health
and safety for eight of eight Residents (#1, #11,
#12, #14, #15, #16, #17, and #18). The facility's
fack of assessing resident care and safety needs
by identifying and implementing risk
precautions placed all residents at Immediate risk
for harm,

Findings included:

On , a request for the facility policy

related to preventions was made, The facility

administrator provided an undated [Facility Name]

policy entitied Prevention Policy and

Procedures”, which noted the following:

- Qur Purpose:

o Toprevent , review related injuries and

provide a safe environment for all residents, We

identify those at higher risk, use individualized

interventions, and respond appropriately when a
oceurss.

- Staff Responsibilities:

o Following each resident's care plan

o Reporting changes in mobility, behavior, or

condition

o Responding prompily when assistance is
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requested

o Completing required documentation

o Participating in  -prevention training

- Wewill

©  Ensure that the area is safe and stay with the
resident

© Do not move the resident unless there is an
immediate danger

o Assess for injury and changes in condition

o Notify the nurse, supervisor, provider, and
family as required

o Provide first aid and emergency care as
needed

o Document the
report

o Conductapost-  investigation

© Re-assess  risk and identify contributing
factors

o Review and update the care plan and
interventions

and complete and incident

Arecord review of a facility self-reported incident
dated revealed Resident #1 was asked
by Staff C, Medication Technician {MT) to come
down for dinner at 5 PM. Staff C went to the
resident's room fo check on her when she did not
arrive. Staff C found Resident #1 on the floor
between her bed and recliner at5 PM.
The incident report noted, Resident #1 was
ambulatory, used a walker and tried to get up from
sitting on her bed and between her bed and the
recliner first. Resident #1 was barefoot and
her walker was on the other side of the reciiner,
Resident #1 hit her andgota on her
left arm. The corrective action listed was "staff
was doing rounds every two hours".

On an interview was conducted with
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Staff C, Medication Technician (MT). Staff C
reported when he went to give Resident #1 her
medications on . Resident #1 was on
the floor in her room. Resident #1 had her

under the recliner; half of her was bluish. Staff
C called 811,

Aresident record review for Resident #1, revealed
that Resident #1 was admitted on and
discharged on due fo injuries
sustained ina . The Agency for Healthcare
Administration Resident Health Assessment form
1823 (1823) dated , listed special

precautions for . There were no risk

o Pl i listed. An
incident report dated at 5:50PM noted
Resident#1hada on and
sustained a anda . Resident
#1 was hospitalized from the  and | R
on . There were no computerized records
for Resident #1.
On , & request for residents that were

risks was made. The facility administrator
provided the resident roster with notations of
residents that had orwere fikelyto . The
identified residents were Resident #11, Resident
#12, Resident #14, Resident #15, Resident #18,
Resident #17, and Resident#18 were a  risk.

A resident record review for Resident #11, revealed
that Resident #11's 1823 dated listed
diagnosis of . R
supervision with ambulation and transfers, and
special precautions of “Memory Care”. There were
no risk fisted under the special precautions
section and no care plan or precautions in the
record.
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A resident record review for Resident #12, revealed

Resident #12's 1823 dated noted
diagnoses of and L, and
intermittent increased - Resident #12

was independent with ambulation and transfers.
There was no risk assessment, precaution
interventions or care plan in the record.

A resident record review for Resident #14, revealed
that Resident #14 was admitted on
Resident #14's 1823 dated listed
and and no

special precautions. Resident #14 was on Hospice
services and resided in a locked memory care
unit. Resident #14's 1823 noted that the resident
required supervision for ambulation, bathing, and
transferring. There were no  risk assessments
or documented in the record. There were no

prevention interventions put in place,

A resident record review for Resident # 15 revealed
that Resident #15 was admitted on .
The 1823 dated , noted that Resident
#15 had ground level \ s s
. . ,and used a
walker, Resident #15's 1823 noted special
precautions for and assistance required with
all activities of daily fiving. The were not
documented in the resident’s record. No
interventions for prevention measures were put in
place.

A resident record review revealed Resident #16's
1823 dated had a diagnosis of

s and no speciai precautions

or  risk. Resident #16 required supervision for

ion and assi: for ing. There
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was no risk assessment or care plan in the
tecord.

A resident record review revealed Resident #17's
1823 dated fisted the resident had
diagnoses of s and

The special precautions section listed "N/A™.
Resident #17 was independent with ambulation
and fransfers, no precaufions noted. There was
no care plan in the record.

A resident record review revealed Resident #18's
1823 dated listed a diagnosis of

. Resident #18 was independent with
ambulation and transfers and there were no
special precautions noted. There was no risk
assessment or prevention interventions
documented. There was no care plan in the record.

Aresident record review revealed Resident #14
was admitted on with diagnosis of

' and received
Hospice services. Resident required assistance
ambulation, bathing and transfers. A review of the
facility incident reports revealed Resident #14 had

unwitnessed on , .

s ,and . Resident
#14 had witnessed on B 026
and . Areview of hospital records in the
resident file revealed Resident #14 sustained a
closed injury and to left from
a on +and blunt from a

on

Areview of hospital records for Resident #15
revealed the following:
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- - Resident #15 had an
unwitnessed with injury and

- -~ Resident#15hada  with
injury fo his B and

-Resident#15hada  with
is left and ankie.
- - Resident #15 had a injury
froma
- -Resident#t5hada  with
injury to his N and feft

A resident record review revealed Resident #15

was admitted on . Arecord review of

the facility incident reports revealed Resident #15

had unwitnessed on R s
. and . The

incident reports were not signed as reviewed by
the Administrator or Heaith and Weliness Director.
There was no prevention measures implemented
after each of the

During a family interview on at9:23
AM, Resident #15's family member stated that
Resident #15 had approximately five days
prior and went to the hospital with a bump on her

and received seven stitches in her | .
The family member stated that the facility had not
put any additional preventative measure in place
after Resident #15 had . Resident #15's
family member stated that the resident would
because Resident #15 forgot to use her walker due
o . Resident #15's family member stated
that the resident's were at night when he was
not there.

During an interview on 1226 at 1:00 PM Staff
C, MT stated Resident #14  often. Staff C
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stated that Resident #14 was given a walker and
wheelchair to help prevent him from falling but
Resident #14 did not use them because he had

. Staff C stated Resident #15 had
stitches froma  and that Resident #15 had a
walker but forgot to use it. Staff C stated that she
did not believe any additional measures had been
implemented for prevention.

During an interview on at 8:50 AM,
Staff A, MT stated that Resident #14 often

During an interview, on at 3:24 PM,
Staff F, when asked how the facility staff identified
which residents were risks, Staff F, Lead
Medication Technician stated she just knew any
resident that had . To help prevent resident
the staff were told to do two-hour checks if the
residentwasa  risk. Staff F stated that if the
resident was new to the facility they would check
the resident every hour, and sometimes they
would check them every 30 minutes. Staff F stated
Resident #14 was on hospice and walks too fast
and trips, Staff F stated Resident #15 has
and the staff have to keep an | on her because
Resident #15 has a walker but will not fisten to
reminders to use the walker.

During an interview on at 3:26 PM,
Staff B, Resident Care Aide stated to help prevent
resident he would look in the residents’ room
and make sure they were not on the ground. Staff
B stated that the interventions to prevent was
to"keep an , on the residents and pay
attention”.

During an interview on at 1:40 PM, the
Admini stated the  risk assessments and
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Continued From page 20

care plans were not yet active in their efectronic
system. The Administrator stated that the facility
did not have access o the previous owner's prior
system. The Administrator stated they did not
have access to the computer for previous risk
assessments and care plans prior to the facility
change of ownership on or currently.
At 2:45 PM, the Administrator stated there were
no risk assessments or care plans in the
computer or on paper in the resident records, The
Administrator stated that there was no
documentation in the computer or on paper
records about the residents’ . The
Administrator stated that there were no notes in
the computer systern regarding residents' changes
in condition.

Photographic evidence obtained.

Class 1

429.256( ) 59A-36.008(3) Medication -
Assistance with Self-Admin

429.256
{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
o the resident. For purposes of this paragraph, an
syringe that is prefilled with the proper

dosage by a pharmacist and an that is
prefitied by the manufacturer are considered

icati in previ i properly
labeted containers.
{b) In the presence of the resident, confirming that
the medication s intended for that resident, orally

A025

A052
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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 to opt out of being orally
advised of the medication name and dosage. The
waiver must identify alf 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 fo proper
storage.

{f) Keeping & record of when a resident receives
assistance with seif-administration under this

section.

{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouting the

dose of ication into

the dispensing cup of the
{4) Assistance with self-administration of
medication does not include:
{a) Mixing, . . converting, or

.. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or crushing
a tablet as prescribed.
{b) The preparation of syringes for injection or the

2t ion of icati by any inj

route,
{¢) Administration of medications by way of a tube

AHCA Form 3020-0001
STATE FORM o808 OGNK11 H continuation sheet 22 of 50



Agency for Healih Care Administration

PRINTED: 09/10/2026

FORM APPROVED

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,”
undess the order is written with specific
that preclude & judgment

on the part of the unficensed 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.
() 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,
(5) i with the seff- ini ion of

ication by an person as
in this section shall 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 seif-administration of medication must be

. or clder, trained to assist with self
adrinistered medication pursuant to the training
requirements of Rule 59A-36.011, F.AC., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.$.
and this rule.

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

{c) 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 to take medication as
prescribed:

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

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
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
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dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with seff-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

a resident's condition.

{h) Alt trained staff must adhere fo the facility's
control policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record review
the Facility failed to provide proper assistance with
self-administration of medication for three
{Resident #4, Resident #9 and Resident #10) of
three sampled residents.

Findings included:

In an observation of the medication cart on

at 9:16 a.m. there was an open energy
drink next to a pink and purpte butterfly thermos
sitting on top of the medication cart. (Photographic
evidence obtained.)

During an interview on at
approximately 9:16 a.m. Staff A said she was
running behind on medication pass.

In an observation on at 9:16 a.m. Staff
A pulled the ordered 8:00 a.m. medications for
Resident #4 at the medication cart in the hallway
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next to the common area, placed crushed pills into
chocolate pudding, and watked them down the
hall to Resident #4's room. Resident #4 was
seated in a chalr with a private duly caregiver next
to the bed. Staff A did not tell Resident #4 the
name of the medication or dosage being given and
fed Resident #4 the medications using a spoorn,
Staff A applied prescription gel o both resident

and the private duty aid rubbed it in. Staff A
left the patch in the room and told the
private duty caregiver she could put it on the
resident after her shower.

During an interview on at 9:28 a.m.
Staff A said the private duty caregiver did the
treatment and patches for Resident #4.

I an observation on at approximately
©:34 a.m. Staff A did not wash or sanitize

prior to gathering 8:00 a.m. ordered pill packs for
Resident #9 at the medication cart in the hall by
the common area. She carried the pitl packs and
water down the hall to Resident #9's room. Staff A
did not tell Resident #0 the name of the
medication or dose when giving medications.
Resident #9 dropped one pill on the mattress by
her left side when Staff A was looking at the pill
packs on the bedside table. Resident #9 found the
pill before Staff A looked at the resident and
was unaware a pill was dropped.

In an observation on at approximately
9:46 a.m. Staff A did not wash or sanitize

before putting 8:00 a.m. ordered medications into
cups at the cart in the hallway outside Resident
#10's room. Resident #10 was in bed inside the
room. Staff A did not tell him the medication name
or dosage and stated to the resident, "you know
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the drill, half now, half later."

Avrecord review of the facility poticy dated
entitted " Control Policy" listed

hygiene to be performed "before and after
handling medications and/or treatments™. Under
Specific Protocots the policy listed
"associates must wash or sanitize their
before and after aiding self-administration of
medication to each resident.”

During an interview on at 11:50 a.m.
the ini or said ication icians did
not tell the residents the name or dose of
medication because they were memory care and
were not going to know. The Administrator stated
the faiclity did not have assistance with self
administration of medication waivers. She said the
staff should be washing or sanitizing before
and after each medication pass and was not aware
mormning medications were given late. Additionally,
she said private duty should not be assisting
with medications . Furthermore, she said
medications should be given an hour before, up to
an hour after the time ordered. She said she
understood Staff A fed the medications fo Resident
#4.

Class 1l

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer managed
in subsection (2), the facility must keep either the
original labeled medication container; or a

ication listing with the p iption number,

A0S52
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the name and address of the issuing pharmacy,

the health care provider's name, the resident's

nare, the date dispensed, the name and strength

of the drug, and the directions for use.

{b) The facility must maintain a daily medication

observation record for each resident who receives
i with seif- in ion of icati

or
observation record must be immediately updated
each time the medication is offered or
administered and include:
1. The name of the resident and any known

the resident may have;
2. The name of the resident's health care provider
and the health care provider's telephone number,;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any rmissed dosages, refusals to take

ication as i or ication errors.

{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record review,
the facility failed to maintain daily Medication
Observation Records {(MORs) that were updated
and accurate for three (Resident #4, Resident #3
and Resident #10) of three sampled residents; and
the facility failed to maintain updated records by
marking medications as given prior fo assistance
with self-administration for one (Resident #4) of
three sampled residents who required assistance
with self-administration of medication.
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Findings included:

In an observation of medication pass with Staff A
on from 9:16 a.m. until approximately
950 a.m, 8:00 a.m. medications were given to
Resident #4, Resident #9 and Resident #10. At
S16am. a patch was left at the bedside
for a private duty aid to apply fo Resident #4. Staff
Amarked as given on the MOR.

Arecord review of the MOR for Resident #4,
Resident #9 and Resident #10 for did
not reveal medication times 8:00 a.m. medications
were offered. There were no exceptions or reasons
for delayed medications noted. The MOR for

Resident #4's 8:00 a.m. patch was
signed as given by Staff A. The MOR for Resident
#9 listed ) ER 50 to take two
tablets (100mg) by onice a day at 8:00 am.
with a start date of . Exceptions were
noted on - and on

as "order changed" and "change of
order™. It was marked as given on
- . The MOR also listed
. ER 50 take one tablet
{80mg} in the morning with a start date of
. Exceptions noted on and
showed "duplicate” The medication
showed given - .
and . The MOR for Resident #9 listed

20mg by in the morning
with a start date on one order for and
another order start date of , and both

had exceptions marked as "duplicate" on
alternating days,

During an interview on at 11:50 a.m.
the Administrator said the MOR should reflect
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when medication assistance was given for ordered

medications by the medication technician.

Additionally, she said there was an issue with their

electronic system causing duplicate orders or

medication change issues on the MOR and they

were frying to get them rectified.

Photographic evidence obtained.

Class HHl

A055

A58 59A.36.008(6) FAC Medication - Storage and
$8=D! pisposal
{8) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents o remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

The ication is ined and df
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by the health care provider to be hazardous if kept
in the personal possession of the person for whom
it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission as
required in Rule 59A-36.006, F.A.C.
{¢) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
iocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;
3. Accessible to staff responsible for filing
pill- izers, assisting with self inistration of
ication, or inisteri ication, Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,
4. Kept separately from the medications of other
residents and properly closed or sealed.
{d} Medication that has been discontinued but has
not expired must be returned to the resident or the
resident’s representative, as appropriate, or may
be centrally stored by the facility for future use by
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the resident at the resident's request. If centrally
stored by the facility, the discontinued medication
must be stored separately from medication in
current use, and the area in which it is stored
must be marked "discontinued medication.” Such
medication may be reused if prescribed by the
resident's health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return afl
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law, If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or have
expired must be disposed of within 30 days of
being determined abandoned or expired and the
disposal must be documented in the resident's
record. The medication may be taken o a
pharmacist for disposal or may be destroyed by
the administrator or designee with one witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may retumn

£ icinal drugs to the dispensing
pharmacy pursuant to Rute 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to keep refrigerated medications in a
secured at all imes.

Findings included:
During an observation of the refrigerator in the

medication office, conducted on at 1:00
PM, the refrigerator had no lock on it and the
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Orders

{7) MEDICATION LABELING AND ORDERS,
{a) The facility may not store prescription drugs for
self-administration, assistance with
self-administration, or administration uniess 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 individual container:
1. The resident's name; and,
2. The identification of sach medicinal drug in the
container.
{b) Except with respect fo 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,
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medication were not locked or secured. The
medication office door was closed but unlocked
upon entering the office, The medications that
were in the refrigerator included Resident #3's
- , Resident #19's , and
Resident #20's N and N
During an interview with the Administrator,
conducted on at 1:00 PM, the
Administrator stated that Resident #20 |
. last night and there was no reason for the
medications not being locked and secured.
Class il
AUG56 59A.36.008(7) FAC Medication - Labeling and A056
88=0
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{c) 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
fimitations must be specified; for example, “as
neededfor, , 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 a
medication that the facility is administering or
providing assistance with selff-administration must
be accompanied by a written, faxes, or electronic
copy of a 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
faciiity 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
do in the resident’s icath
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.
{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
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or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.8., and

Rule 61N-1.006, F.A.C., sample or complimentary
drugs that are disp d by a health

care provider, must be kept in their original

mantfacturer's packaging, which must include the

practitioner's name, the resident's name for whorm

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.

6.

. Directions for use; and,

. Expiration date.
{h) Pursuant to Section 465.0276(2)(c), F.S.,
pefore 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 observation, interview, and record
review, the Facility failed to ensure that prescribed
medication directions were complete for two
{Resident #4 and Resident #10) of three sampled
residents; and failed to ensure prescribed
medications were available for two (Resident #4
and Resident #9) of three sampled residents who
required assistance with self-administration of
medication.
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Findings included:

Acrecord review of the Medication Observation
Record {(MOR) for Resident #9 listed and 8:00 a.m.
order for Polyethylene 3350 PO 17 powder
1o mix one capful (17grams) in 8-ounce liquid of
choice daily. The MOR listed exceptions on

- and as "waiting
on pharmacy”

In an observation of medication pass on

at 9:16 a.m. with Staff Ano
Polyethylene Powder was given to Resident
#4 as it was not available.

Arecord review of the Medication Observation

Record {(MOR) for Resident #10 fisted an order for
1% gel to be applied to

and "affected joints™ twice a day.

A record review of the Medication Observation

Record (MOR) for Resident #4 listed an order for
1% gel to be applied to

“affected (s)" three times a day.

During an interview on at 11:50 a.m.

the Administrator said the medication should be

available and directions should specify which

and areas the medication was prescribed for. She

said she would have the pharmacy make the

updates for Resident #4 and Resident #10.

Photographic evidence obtained.

Class 1l
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Standards

{2) DIETARY STANDARDS.
{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:
hitp/iwww firules. asp?No=
Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are incorporated
by reference and available for review at
od.nih.gov/t Dietary_R
eference_intakes,aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For faciliies with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required, Unless a
resident chooses {o eat less, the facility must
serve the standard minimum portions of food
according fo the Dietary Reference Intakes.
{c) Ail regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic fechnician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
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facility files and inciude the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences.

2. Menu items may be substituted with iterns of
comparable nutritional value based on the
seasonat availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when the
meal is served, must be kept on fite in the facility
for 6 months,

{e) Therapeutic diets must be prepared and served
as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining,
or family style dining are not required to document
what is eaten unless a health care provider's order
indicates that such monitoring is necessary.
However, the food items that enable residents to
comply with the therapeutic diet must be identified
on the menus developed for use in the facility.

2. The facility must document a resident's refusat
{0 comply with a therapeutic diet and provide
notification to the resident's health care provider of
such refusal.

{f) For facilities serving three or more meals a day,
no more than 14 hours must elapse between the
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end of an evening meat containing a protein food
and the beginning of a moming meal. Intervals
between meals must be evenly distributed
throughout the day with not less than 2 hours nior
more than 6 hours between the end of one meal
and the beginning of the next. For residents
without access to kitchen facilities, snacks must
be offered at least once per day. Snacks are not
considered to be meals for the purposes of
.. the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas, A
supply of eating ware sufficient for alf residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based on
the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water sufficient
for drinking and food preparation must also be
stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interviews, the facility
failed to post planned menus in or around the
dining room area.

Findings included:

An bservation of the menus

on from 9:25 a.m. until approximately
5:00 p.m. revealed no menu was posted.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: COMPLETED
c
AL11665383 B.WING 09/08/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
505 CARPENTERS WAY
MARAVIDA LAKELAND MGT LLC
LAKELAND, FL 33809
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES (v PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE o
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A083! Continued From page 38 A093

AHCA Form 3020-0001

STATE FORM

o OBNK11

f continuation sheet 39 of 50




Agency for Healih Care Administration

PRINTED: 09/10/2026

FORM APPROVED

Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to

section 429.28{1)a}, F.S,

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems, and

appurtenances are maintained in good working

order,

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom or

sieeping area must have at least the foliowing

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
1o ensure easy access by the resident,

2. Acloset or wardrobe space for hanging clothes,

3. Adresser, or other furniture designed for
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During an interview on at 12:25 p.m.
the dietary manager stated that the menus had
not been hung up after painting. The dietary
manager stated there is usually a holder for them
in the dining area with the times of the meals
posted but the menus had been left in his car.
During an interview on at 5:35 p.m. the
Administrator agreed the menus should be posted.
Class Hl
A 152 59A.36.014(3) FAC Physical Plant - Safe Living A152
88=D
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storage of clothing or personal effects,
4. Atable or nightstand, bedside lamp or floor
lamp, and waste basket; and,
5. A comfortable chair, if requested.
{¢) The 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 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 Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain two of two water fountains in
good working order,
Findings included:
During an observations, conducted on at
9:20 AM, there were two water fountains in the
dining room that were not functioning.
During an interview with the Administrator,
conducted on at 10:00 AM, the
Administrator agreed that the water fountains did
not work.
Class 1l
A 160 59A-36.015(1) FAC Records - Facility A 160
88=D
59A-36.015 Records.
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The facility must maintain required records ina
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entily. If records are maintained:
in an electronic format, facility staff must be
readily avaitable to access the data and produce
the requested information, For purposes of this
section, "readily available” means the ability fo
immediately produce documents, records, or other
such data, either in electronic or paper format,
upon request.

1) EACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facifity.
{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facifity or place from
which the resident was admitted, and if applicable,
a notation indicating that the resident was
admitted witha |, | ;and,

2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge requires
a new entry in the log. Discharge of a resident is
not required if the facility is holding a bed for a
resident who is out of the facility but infending to
return pursuant to Rule 59A-36.018, F.A.C. if the
resident dies while in the care of the facility, the
log must indicate the date of

{c) A log Histing the names of all temporary
emergency placement and respite care residents if
not included on the log described in paragraph (b).
{d) The facility's emergency management plan,
with documentation of review and approval by the
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county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's lability insurance policy required
in Rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C,

{g) The admission package presented to new or
prospective residents (less the resident's contract}
described in Rule 59A-36.006, F.A.C.

{h) i the facility advertises that |t provndes special
care for persons with or
related , @ copy of aff such facility
advertisements as required by Section 428.177,

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.
(i) Alt food service records required in Rule
59A-36.012, F.A.C,, including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate.
(k) All fire safety inspection reports issued by the
local authority or the State Fire Marshat pursuant
to Section 428.435, F.$., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.
{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC.,
issued within the last 2 years.
{m) Pursuant to Section 429 35, F.8., all

survay, i and
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investigation reports, and notices of sanctions and
moratoriums issued by the agency within the last
5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FAC,;

{q) The facility's prevention policies and
procedures;

(1) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facifity's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as imited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FA.C.,
respectively,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure all inspection reports were up to
date.

Findings included:

During a record review conducted on it
was revealed that the fire inspection report was not
up to date, the most recent fire inspection report
was dated

During an interview on
ini agreed that fire b
was not up to date.

at 5:36 p.m, the
report
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408.821 Emergency management planning;
emergency operations; inactive license.-

{1) Alicensee required by authorizing statutes and
agency rule to have a comprehensive emergency
management plan must designate a safety liaison
o serve as the primary contact for emergency
operations, Such licensee shall submit ifs

plan to
the local emergency management agency, county
health department, or Department of Health as
follows:
{a) Submit the plan within 30 days after initial
licensure and change of ownership, and notify the
agency within 30 days after submission of the
plan,

{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.

{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required,

{d) Notify the agency within 30 days after approval
of its pian by the local emergency management
agency, county health department, or Department
of Health.

{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

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

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

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

2. s currently licensed,

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected fo 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
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or o extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers and
appropriate licensure fees. Upon agency 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 ficensure 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
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an inactive license requires the prior approval by
the agency of a renewat application, including
payrment of ficensure fees and agency inspections
indicating compli with all requi of this
part and applicable rules and stetutes.

{4) ... Licensees providing residential or inpatient
services must utitize an onfine database 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:
Based on record review and interview, the facility
failed to submit the Comprehensive Emergency
Management Plan (CEMP) for approvat within
thirty days of a change of ownership which could
affect 30 of 30 residents.

Findings included:

Areview of the CEMP on , the CEMP was
dated under the previous Ownership.

During an interview on at 9:43 AM, the
Administrator stated the changed ownership on

but agreed that the facifity had not sent
in for a new CEMP approval as yet.

Class il

ZZB41 408.823( ) FS In-person Visiation
88=D
{1) This section applies to .
centers as defined in s. 393,063,
hospitals licensed under chapter 395, nursing

27830

27841
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home facilities ficensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

{2)(a) No later than 30 days after the effective date
of this act, each provider shail establish visitation
poticies and procedures. The policies and
procedures must, at a minimur, include
control and education policies for visitors;
screening, personal protective equipment, and
other control protocols for visitors;
permissible length of visits and nurmbers of
visitors, which must meet or exceed the standards
in 5. 400.022(1)(b) and 429.28(1)(d), as
applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physical
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian, or
other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver fo
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provide such care.

{c) The visitation policies and procedures required
by this section must allow in-person visitation in
all of the following circumstances, unless the
resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider’s
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions,

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previousty provided by a family member or
caregiver.

6. A resident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, chitdbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing fo follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the visitor
viclates the provider's policies and procedures.
{e) The providers shall provide their visitation
policies and procedures 1o the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make the
visitation policies and procedures available to the
agency for review at any time, upon request.

{f) Within 24 hours after establishing the policies
and procedures required under this section,
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providers must make such policies and
P easily ible from the
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have the visitation policy posted on their
website.

Findings included:

During an attempted review of the facility's
visitation policy and procedures on the facility's
website, conducted on , revealed there
was no visitation policy and procedures posted on
the website.

During an interview on at 11:15 AM, the
Administrator stated she would have it posted and
agreed that it was not posted on the Website. At
4:45 PM, the Administrator agreed that the
visitation policy and procedures was stilf not
posted on the Website.
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