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A000, Initial Comments A 000

A biennial survey was conducted at Mariluca #2
on through . Deficiencies
were identified at the time of the survey.

A025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=G | - 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 oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facifity 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 to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Faciliies must offer personal
supervision as appropriate for each resident,
including the following:

{a} Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.
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{b) 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.

{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
additional services.

This Statute or Rute is not met as evidenced by:
Based on interviews and record reviews, the
facility faled to notify the family of one out of
seven sampled resident (#7) of a significant
change of condition. Resident#7  and
exhibited a change in condition in the morning,
and the family was not notified that the resident
had until she was in the hospital in
afternoon.

Findings included:

During an interview on at 7:48 AM
Resident # 7's daughter stated that she received
a call in the morning of about her
mother not going to a salon _, | . She

further stated that later in the afternoon, she was
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notified that the mother was taken fo the hospital,
and she became worrled because she did not fike
the hospital that her mother was taken to by
ambulance. Resident # 7's daughter also stated
that she found out from the doctors at the hospital
that the injuries were related. The daughter
aiso stated the facility denied thata = had
occurred. The daughter was also unaware that
during the day her mother had mobile , atthe
facility.

Areview of the Resident # 7 health assessment
dated showed that she was
diagnosed with s

secondary kyphosis, region, , .
of the region, s
degenerative , acute .

yof of right lower
extremity, . and gait instability. Physica}

fimitations included diminished visual acuity, poor
coordination and balance,
walking with difficulty. Special precautions
included . Resident # 7 required assistance
with ambulation, bathing, grooming, toileting and
transferring, and required supervision with

. and eating.

Areview of the resident progress notes dated
showed that at 6:30 AM the staff

found the resident unable to ambulate or bare

. - The note stated that the resident was in
no acute distress. The progress notes stated that
the power of attorney (POA) was notified at 8:26
AM. The progress notes showed that on 2:26 PM
the POA was contacted again with the
recommendation of the doctor and that the
residents would be transported to the hospital via
ambulance service.
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Areview of the mobile , dated
showed that the .. findings at were
interpreted at 12:41 PM and revealed an acute
of the left
A review of the hospital records dated
showed that that the resident arrived at the
hospital at 4:46 PM because of a resulting in
eft | | and deformity, At 7:16 PM the POA
arrived at the hospital and requested that mother
be transferred to a hospital of her choice.
Class it
A030| 50A-36.007(5) FAC; 429.28( ) FS 420.27 A030
88=G | Resident Care - Rights & Facility Procedures

59A-36.007

{8} RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.8., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
poticies and procedures. The facility must be able
1o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt
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residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)418-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)96- or 1{800)862-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regardin
1. Resident responsibilities;
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions,

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required fo clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
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convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

corr , access o a L and
visiting with any person of his or her choice, at
any time between the hours of  a.m. and 9 p.m.
at a minimum. Upon request, the facility shalt
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
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{e) Freedom to participate in and benefit from
comenunity services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in . 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several fimes a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions, No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
the term " and appropri

health care” means the management of
medications, assistance in making |,
for health care services, the provision of or
arrangement of transportation to health care

.. , and the performance of health
care services in accordance with . 429.255
which are consistent with established and
e i tandards within the ity.
{k) At least 45 days' notice of refocation or
termination of residency from the facility undess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct thatis
harmful or offensive to other residents. in the
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case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
O Program for assis with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility fo i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, " . and
prohibitions set forth in this partis posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
counci, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state

AHCA Form 3020-0001
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that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken againsta
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access {0 a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

428.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

, or , under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facifity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibitity for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on Interviews and records review, the
AHCA Form 3020-0001

STATE FORM L] Joxan f continuation shees 9 of 22




PRINTED: 10/09/2028

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
AL11964209 B WING 09/09/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9362 SW 155 AVENUE
MARILUCA #2
MIAMI, FL 33196
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) 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)
A030| Continued From page 9 AQ30

facility failled to provide assistance to one out of
seven sampled residents (#7) with obtaining
access to adequate and appropriate health care.
Resident#7  early in moming and suffered a
left | and was not sent to the hospital
until fater in the afternoon.

Findings included:
Areview of the admission and discharge log
showed that residents # 7 was discharged on

to a rehabilitation center.

Areview of the mobile , dated

showed that the .. findings were
interpreted at 12:41 PM and revealed an acute
of the left

. . The indications for the test were | and

According fo the Mayo Clinic treatment for |
usually involves a combination of prompt

surgical repair, rehabilitation, and medicine to

manage , and to prevent clots and

During an interview on at 9:27 AM
Staff C stated that Resident #7  in the middle
of the night during the morning hours. She also
etaborated that she called the administrator and
she was eventually taken to the hospital. When
asked if a mobile . was called for her, she
stated no, and clarified the administrator came
and they sent her to the hospital via rescue. Staff
C also stated that she was working that night with
another employee.

Avreview of the facility prevention policy
showed that if a resident at the facility the
“resident will be immediately assessed to
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determine if any injuries occurred, and as need alf

are to be called out fo emergency an
emergency medical technician for transfer of the
resident from the facility fo a unit providing more
acute care.”

Areview of the Resident # 7 health assessment
dated showed that she was
diagnosed with f

secondary kyphosis, region, | .
of the region, .
degenerative , acute

yof of right lower
extremity, , and gait instability. Physical

fimitations included diminished visual acuity, poor
coordination and balance, .
walking with difficuity, Special precautions
included . Resident #7 required assistance
with ambulation, bathing, grooming, toileting and
transferring, and required supervision with

. and eating.

Observation on at 9:35 AM showed
that Staff C recanted her earlier recollection of
event in the presence of the owner.

Areview of the resident # 7's progress notes
dated showed that at 6:30 AM the
staff found the residents unable to ambulate or
pare , tostand. The note stated that the
resident was in no acute distress. The progress
notes stated that the power of atterney (POA)
was notified at 8:26 AM. The progress notes
further stated that at 11:18 AM a mobile , was
taken of Resident # 7's feft | . The progress
notes also showed that on 2:26 PM the POA was
contacted again with the recommendation of the
doctor and that the residents would be
transported to the hospital via ambulance service.
AHCA Form 3020-0001
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During an interview on at 7:48 AM
Resident # 7's daughter stated that she received
a calf in the morning of but it was
about her mother not going fo a salon

and that there was no mention of her
mother not being able to get up. She stated that
later in the afternoon, she was notified that the
mother was taken to the hospital. The daughter
also mentioned that she was unaware that during
the day her mother had mobile , atthe
facility. Resident # 7's daughter further stated that
she found out from the doctors at the hospital that
the injuries were related toa |, and that the
facility had denied that her mother had
The daughter also mentioned that her mother
could no lenger walk and that her discharge from
the facility was not mutual but necessary because
of the injuries.

A review of the hospital records dated
showed that that the resident arrived at the

hospital at 4:46 PM because of a"  resulting in
left and deformity.” had been
administered . upon arrival. At 7:16

PM the power of attorneys (POA) [daughter]
arrived at the hospital and requested that mother
be transferred to a hospital of her choice. A
repeated , showed acute
oftheleft .
A review of the hospital records dated
showed the Resident # 7 arrived at the hospital of
choice, and on the next day on had
open fixation surgery of the left Furiher
review of the records showed that she was
discharged to a skill nursing facility for
rehabilitation and long-term care.

Class i
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59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mentat heslth care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facllity's name,
address, and telephone number. Staff frained
pursuant to paragraph 58A-36.011(10)a) or (),
F.A.C., must be generally aware of the location of
all residents assessed-at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary .
The facility's file must contain the resident’s photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative,
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{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident’s family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed document participation of two out of three
sampled staff (Staff B and C) the elopement
drills.

Findings included:

A review of the facility elopement drills showed
that there was no documentation of the
participants in the efopement drifl. The fast
elopement drill dated and

showed the administrator as the only participant,

During an interview on at 8:45 AM
The Qwner stated that other staff participated in
AHCA Form 3020-0001
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the drill, and the owner further stated that she did
not know that she needed to keep a list of
participants in the elopement drifls.

During an intetview on at 927 AM
Staff C stated that she couid not remember when
she did a drill or simulation.

During an interview on at 8:30 AM
Staff B stated that she believed that did a
simutation last month

Class 1l

A 055 50A-36.008(6) FAC Medication - Storage and A055
$5=D | Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to 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 apariments if sither 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

it
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 i i and dc
by the health care provider to be hazardous if
kept in the personal possession of the person for

AHCA Form 3020-0001
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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 arrangements and the conditions 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 fo the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
{ocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

, except that a icati
requiring refti ion must be kept
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 filling
pill-o i , agsisting with self- in ion
of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4. Kept separately from the medications of ather
residents and properly closed or sealed.
{d) ication that has been di { 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 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

AHCA Form 3020-0001
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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 all
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 facifity, 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 return

i i drugs to the di it

pharmacy pursuant to Ruie 64B16-28.870, F.AC,

This Statute or Rule is not met as evidenced by:
Based on observation and interviews, the facility
faited to centraily store medications in & locked
cabinet.

Findings included:

Observation on at 6:05 AM showed a
bottle of preseription fotion on
the kitchen counter belonging to Resident # 6.

During an interview on at 6:06 AM
Staff B stated that she was going.to put the fotion
on Resident # 6 after he finished eating.
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{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,
7. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.
{¢) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, ol
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 50A-36.012,
F.AC,, if applicable.

2

3. Race,

4. Date of birth,
8.

6.
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Areview on Staff B records showed that she
received raining in assistance with the
seff-administration of medications on
Staff B hire dated was
Class il
A 162! 59A-36.015(3) FAC Records - Resident A182
SS=E
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{e) The resident care record described in
paragraph 59A-36.007(1)(f), FA.C.

HA 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
semi-annuaily. 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 58A-36.006, F.A.C., if
such consent is not included in the resident's
contract.

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

{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, 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 428.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
1o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.

{1) f the resident is an recipient, a copy of
the Department of Children and Famities form
Alternate Care Certification for Optional State
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Supplementation { ) CF-ES 10086,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwaww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the _, | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of atiorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident’s . DH
Form 18986, if applicable.

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

{q) Except for resident contracts, which must be
retained for 5 years, ail resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract o 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 facility.

{r) Additional resident records requirements for
facilities holding a fimited mental health, extended
congregate care, or limited nursing services
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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 interview and record review the facility
failed to have the interdisciplinary care plan for
two out of seven sampled residents {(#1 and 2).

Findings included:

Areview of Resident # 1's records showed an
Interdisciplinary care plan from

Areview of Resident # 2' s records showed an
interdisciplinary care plan from

During an interview on at 7:25 AM the
Owner stated that the hospice nurse had not
brought the plan yet because the team had not
seen the resident yet for the certification period.
The Owner also stated that the hospice was
going to send her the care plans by emall.

Class Hl

A 182 50A-36.019(3) FAC Emergency Mgmt - Plan A8z
$8=D! Implementation

{3) PLAN IMPLEMENTATION.

{a) All staff must be trained in their duties and are

T ibie for | ing the

management plan. New staff must be trained on

the plan within 30 days of employment.

{b) If telephone service is not available during an

emergency, the facility must request assistance

from local law enforcement or emergency
personnel in maintaini

communication
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This Statute or Rute is not met as evidenced by:
Based on observation, interview and records
review, the facility failed to ensure that one out of
three sampled staff (B) were trained in the
implementation of the emergency plan.

Findings included:

Observation on at 2:06 AM showed
that the faclity had a small 6250-watt generator.

According to the manufacture specification the
generator will run for 11 hours at 50% load with
the 7.7 Gal tank.

During an interview on at 9:07 AM
Staff B stated that the generator would run for 48
hours when filled.

Class il
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