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to change A0083 to class

A Re-licensure with limited mental health and a
generator monitoring was conducted at
Bermudez Senior Care ill on .
Deficiencies were found at time of the survey.

59A-36.011(5) FAC Training - First Aid and

{5) FIRST AID AND

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

This Statute or Rule is not met as evidenced by:
Based on observations, interview and record
review the facility failed to ensure one out of four
{Owner) sampled staff held a valid card
completed First Aid and
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{ ) training documenting
cornpietion of such courses had to be in the
facility at all times.

Findings included:

On at The facility was observed with a
census of six residents and two bedbound
hospice residents,

On at 7:02 AM observed the employee
staffing pattern posted showed the Staff C
{Owner) works 7 PM to 7 AM where she would
assist resident with activities i daily fiving.

On at 12:30 PM the Owner stated,
“Right now i am the only one who works at night.”
On at 12:32 PM the Owner stated, "1

thought the card was in the file, with the change |
think the paperwork got mixed up."

Record review revealed the Staff C (Owner) did
not have a First Aid and training.

Areview of Resident #1's health assessment

dated showed the diagnoses of
's . .
type, two in manna, obese, hyponatremia,
, contractor of the of the left, left
ower ., [

.. . hypercholesteremia, | as
fate effect of (CVD),
generalized . . The

hys 1sory limitations was
visual, acuity, bedbound, .

The nursingftreatment/ .. services was
hospice care.

A review of Resident #2's health assessment
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{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant fo

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 sleeping area must have at least the following

furnishings:

1. Aclean, comforteble bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress 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
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dated showed diagnosees of
{ASHD), {generalized);
B superficial . Fraiilty, right
lateral self-inflicted The
i imitations was visual
acuity, poor coordination & balance, .
, uses wheelchair for mobility, needs
human assistance to transfer. The
nursing/treatment/ , . services was hospice.
Class il
A 152 50A-36.014(3) FAC Physical Plant - Safe Living A152
§8=0 | Environ/Other
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storage of clothing or personal effects,

4. Atable or nighistand, bedside lamp or floor
famp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services, Linens provided by a
facifity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to provide a safe living
environment free of hazards, and ensured
resident bedrooms had the required furnishings
for six out of six sampled residents (Resident #1,
2,5, and 8).

Findings included:

On at 7:02 AM observed # where
Residents #5 and 6 resided had no famps.

On at 7:50 AM observed # where
Residents #1 and 2 resided had one famp.

On at 12:38 PM the Owner
acknowledged that the roor did not have the
required furniture needed in each room.

Class #ll
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A 162 59A-36.015(3) FAC Records - Resident At62
§8=D

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

i ‘s medical ion form

in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services 1o be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C., if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

) A record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded

2

3. Race,

4. Date of birth,
5.

6.

7
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semi-annually. This subsection does not apply to
residents who are receiving ficensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.
(g} For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C, if
such consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
adrainister medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.
{i) A copy of the resident's contract with the
facility, including any addendurns to the contract
as described in Rule 59A-36.018, FAC.
{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.8.
(1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3, CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
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made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.

{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident's ,DH
Form 1896, if applicable,

{p) For independent living residents who receive
meals and occupy beds included within the
licensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
afrangement.

{q} Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the deparfure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facifity.

(1) Additional resident records reguirements for
facilities holding a limited mental health, extended
congregate care, or fimited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a completed health assessment for
one out of six {Resident #2) sampled residents.
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Findings included:

On at 12:33 PM the Owner confirmed
the health assessment was not completed after
review.

Areview of Resident #2's health assessment
dated showed the sections that asked if
resident "Require 24-hour nursing/psych care?”
was found blank.

Class #ll
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