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A000; Initial Comments A 000

Are-li survey and
026001297, #2( 191,
#2026010817, and #2026012850) was conducted
at Langdon Hall Of Bradenton, on to
. The facility had deficiencies at the
time of survey,

A 054 59A-36.008(5) FAC Medication - Records A054
88=D
{8) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the 1 iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, 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 assistance with self-administration of

cations or medication adminisiration. A
medication 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 missed dosages, refusals to take

ication as i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.S,, maintain a record of the prescribing
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physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interviews, the facility failed fo ensure medication
records were accurately maintained and
immediately updated each time medications were
offered or assisted with self-administration, as
required by rule, This deficient practice resulted in
missing, inaccurate, or inconsistent

do ion of icati i for two
{Residents #14 and #15) of two residents
reviewed for medication count and
documentation.

The findings included:

During an interview on ,at
approximately 9:38 AM, Staff A, Staff C, and Staff
D (Medication Technicians) (MT} were
interviewed together about the process of
assisting residents with medication
administration. Staff A, Staff C, and Staff D
explained they had concerns about other
medication technicians’ process with
self-administration of medication and the
recording of the medications on the Medication
Observation Records {MORs) when they help
residents self-administer medications.

Arecord review of the facility's Disposition of
Unused Drugs sheet, conducted on .
at approximately 9:49 AM, revealed Resident

#14’s medication of ; 1 milligram tablet
showed the 27th remaining tablet had been
dispensed from the pack but not signed

off, leaving 26 tablets in the pack.

During an interview on ,at
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approximately 10:00 AM, Staff A and Staff C

icati icians) were interviewed about
Staff F and Staff G (Medication Technicians)
alleged failing to accurately record medications
during the self-administration of medications
process. Staff A and Staff C both explained that
had witnessed Staff F and Staff G miscount the
remaining medication after assisting Residents
with self-administration of medications, and Staff
F and Staff G did not properly record how many
piils, tablets, or capsules that were administered
to residents during medication pass.

An observation on , at approximately
10:04 AM, an additionat observation of Resident
#14's pack confirmed the .
miligram tablet revealed the 27th remaining
tablet was taken from the pack, and 26
tablets remained in the pack.

Arecord review of Resident #15's MORs,
conducted on , at approximately 10:10
AM, revealed Resident #15's medication of
Pregabalin 50 milligrams capsule revealed

i i ies and missing fon, The
following inconsistencies on Resident #15's MOR
revealed:

1. On at 11:56 PM, the MOR
documented:
- Amount on : 22 bubble packs

- Amount Given: 1
- Amount Remaining: 21

2.0n at approximately 8 PM, the
MOR documented:
- Amount on 19 bubble packs

- Amount Given: 1
- Amount Remaining: 18
Initiais were present.
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The row underneath contained only numerical
entries:

- Amount on 118

- Amount Given: 1

- Amount Remaining: 17

No signature, date, or time was documented.

3.0n at approximately 8 PM (written
on the MOR as 12028, the MOR
documented:

- Amount on : 14 bubble packs

- Amount Received: 2

- Amount Given: 2

- Amount Remaining: 13
Initials were present.

4.0n at approximately 8 PM,
documentation showed:
- Amount on : 12 bubble packs

- Amount Givery: 2
- Amount Remaining: 11
Initials were present.

5.0n at approximately 8 PM,
documentation showed:
- Amount on : 11 bubble packs

- Amount Given: 2
- Amount Remaining: 10
Initiais were present.

6.0n at approximately 8 PM,
documentation showed:
- Amount on : 10 bubble packs

- Amount Given: 2
- Amount Remaining: 9
Initials were present.

During a phone interview on ,at
approximately 12:02 PM, Staff G stated she
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helped Resident #14 self-administer a s

1 Milligram tablet each day, at approximately 8:00
PM on through . and was
unsure who would have dispensed the 27th tablet
from the pack, to make the total amount 26
tablets left in the pack.

Photographic evidence obtained.

Class il

A078 59A-36.010(2) FAC Staffing Standards - Staff AGT8
88=D
{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
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement, Newly hired staff
does not include an employee transferring without
a break in service from one facility to 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 heatth care provider's statement that the
individuat does not constitute a risk of

2. fany staff r‘r’wmber has, oris suspected of
having, a i 1 such individual
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must be immediately removed from duties untit a
written statement is submitted from a heaith care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, o observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter,

{c) All staff must comply with the training
requirements of rute 59A-36.011, FA.C.

{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 429,174, F.8.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
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failed to obtain, within 30 days of employment,
documentation of a negative {
examination and a written statement from a
health care provider confirming one employee
{Staff B} of three sampled employees's were free
from communicable

The findings included:

Avrecord review for Staff B, conducted on

at approximately 10:00 AM, reveated
there were no records for communicable
or a current { ) examination in Staff
B's employee record.

Duirng an interview on at
approximately 9:30 AM the Administrator
explained there was no paperwork regarding the

test and the communicable for Staff B
but said Staff B would be in today and would be
able provide those documents later,

During an additional interview on at
2:00 PM the Administrator stated there was still
no paperwork regarding the test and the
communicable for Staff B but said Staff B
was still working on obtaining those documents.

During an interview on at 8:28 AM the
Administrator was asked for the Staff B's free
from communicable statement and

i results. The Admini oF i
Staff B was not coming in to work today and
those documentation could not be provided.

Class il

429.52(1 & 7) FS; 59A-36.011( ) FAC Training
- Staff in-Service

AQ78

A08t
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428.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation,
The facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s, 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
requirements under s, 430.5025(4){(d}.

{c) if an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required insetvice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.
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59A-36.011
(2) STAFF PRESERVICE ORIENTATION.
{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core fraining as detailed in subsection
(1).
{b) New staff must complete the preservice
orientation prior to interacting with residents.
{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{(3) STAFF IN-SERVICE TRAINING, Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and faciiity
sanitation procedures, before providing personal
care to residents. The facility must use its

controf policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. . maybe used to meet this
requirement.
{b) Staff who provide direct care to residents
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must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care to residents, who

have not taken the core training program, shalf

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident N

neglect, and | . The facility must use its
prevention policies and procedures when

offering this training,

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rute 59A-8.0095,

F.AC., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of dally

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

hendling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30} days of employment.

1. Al facility staff shall be provided with a copy of

the facility's resident elopement response policies

and procedures.

2. All facility staff shall demonstrate an
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understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure one (Staff E,
Medication-Technician) of three sampled
employees had completed the required 2-hour
preservice orientation training, prior to interacting
with residents.

Findings included:

Arecord review of Staff E's employee record,
conducted on at approximately 10:00
AM, revealed Staff E had no documentation of
completion of the 2-hour preservice orientation
training. Staff £ was hired on

During an interview on at
approximately 9:30 AM, the Executive Director
revealed she could not produce records
documenting Staff E 's completion of the required
2-hour preservice orientation training prior to
engaging with residents at date of hire on

Class Hl.

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

{3) OTHER REQUIREMENTS.

A081

A152
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{a) All facilities must;

1. Provide a safe living environment pursuant to

section 428.28(1)(a), F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

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

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chait, 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) Facilitiss must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment for
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seven (Residents #4, #8, #11, #12, #16, #21 and
#22) of seven sampled residents fiving on the
second floor of the facility.

Findings included:

An observation of the facility's second floor, on

, at 1:50 PM, revealed:
- The common shower located in the hallway was
damaged.There was a hole in the drywall at the
bottom of the wall separating the shower from the
sink.

During an interview on at 1:52 PM
the Maintenance Director explained he was
unaware of the damaged wall on the second floor
resident's common bathroom,

Photographic evidence obtained.

Class HHl

59A-36.025 FAC Emergency Environmental
Control

59A-36.025 Emergency Environmental Controt
for Assisted Living Faciliies.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan”) fo serve as
a 1o its Comp! '

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be

A182

A200
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equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
i For planning no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures wifl
be maintained and inciudes procedures for
monitoring residents for signs of heat related
injury as required by this rute. This rule does not
prohibif a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.8. and subsection
59A-36.019(5), F.A.C., are met. The plan shall
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.
2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
local zoning and the Florida Building Code.
3. Each assisted living facility is unique in size;
the types of care provided, the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
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this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requiremnents of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

c. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher ficor during a ficod or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fue! at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
aiternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
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for a minimum of ninety-six (96} hours after the
loss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimurm amounts of fuet
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
Section 252,36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. if local ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
fiving facility’s location, then the assisted living
facifity must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary to
maintain, and test the equipment and ifs functions
1o ensure the safe and sufficient operation of the
aiternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a
monoxide alarm.

(2) SUBMISSION OF THE PLAN.

{a) Each new assisted living facility shall submit
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the plan required under this rule prior to obtaining
a license.
{b) Each existing assisted living facifity that

any additions, ification
alterations, refurbishment, renovations or

ion that require ification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical.address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
ptan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shail submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.
{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10} business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
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{a) Each assisted living facility licensed prior to

the effective date of this rule shall, no later than
. have implemented the plan

requtred under this rule.

{b) Each new assisted living facility shalt

implement the plan required under this rule prior

to obtaining a license.

{c) Existing assisted living facilities that undergo

any addwtrons modifications, alterations,

, renovations or ion that
require moduﬁcatxon of the systems or equipment
affecting the assisted living facility’s compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
atterations, refurbishment, renovations or
reconstruction.

{5) POLICIES AND PROCEDURES,
(a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shali ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the faclllty durlng a declared
state of of
the methods to be used to rmtugate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropnate temperatures for the
i requiring refri ion;
3. Wellness checks by assisted living facility staff
to monitor for signs of and heat
injury; and
4. A provision for obtaining medical intervention
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from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes themn readily available at the ficensee’s
physical address for review by a fegally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily avallable fo
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily avaitable for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
law,

{6} REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S,, including, but
not limited to, license revocation, license
suspension, and the imposition of administrative
fines.

(7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its

plan.

e
(8) NOTIFICATION.
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{a) Within five {5) business days, each assisted
fiving facility must notify in writing, unless

ission for electronis ication has
been granted, each resident and the resident's
{egal representative:
1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annuat submissions and approvals of the plan
do not require notification to residents or their
legal representatives unless a significant
madification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.
{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, “readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rute is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure an operational
emergency generator to provide supportive power
during a loss of electricity, The facility had a
census of 63 residents at the time of the survey.

The findings included:
An observation on at approximately

2:41 PM revealed the facility's fixed generator
would not start.,

AHCA Form 3020-0001

STATE FORM

G29FT

1 continvation sheet 20 of 21




PRINTED: 09/17/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11966444 B WING 09/03/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1120 33 AVENUE WEST
LANGDON HALL OF BRADENTON
BRADENTON, FL 34205
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY 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)
A200! Continued From page 20 A200

During an interview on at
approximately 2:41 PM, the Maintenance Director
revealed the facility's fixed generator wouid not
start due to missing parts. The Maintenance
Director reported the generator parts were
ordered on

During an interview on PM at
approximately 3:00 PM, the Administrator
confirmed the existing generator did not start and
confirmed the missing part for the generator had
been ordered.

Arecord review of the facility's maintenance
records, conducted on . revealed a
receipt for payment for the replacement part on
the facility's existing non-functional generator with
an order date of

1 of the facility's on
at approximately 3:00 PM revealed
the facility’s generator remained non-functionat.

An obser

Class 1l
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