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initial Comments

_ conducted the Assisted Living
Facility {ALF) re-fi survey in
with complaint inspections CCR #2012001723
CCR #2012004064 and the complaint inspection
CCR #2012004153.

The facility had deficiencies found during the visit.
The deficiencies cited on Aspen event MIDT11.

58A-5.0182(8) FAC Resident Care - Elopement
Standards

(8) ELOPEMENT STANDARDS.
(a) at Risk for El

Al resi at risk for el or
with any history of elopement shall be identified
so staff can be alerted to their needs for support
and supervision.
1. As part of its resident elopement response
policies and procedures, the facility shall make, at
a minimum, a daily effort to determine that at risk
residents have identification on their persons that
includes their name and the facility ' s name,
address, and telephone number. Staff attention
shall be directed towards residents assessed at
high risk for el with special
given to those with e and
related assessed at high risk.
2. At a minimum, the facility shall have a photo
identification of at risk residents on file that is
accessible to all facility staff and law enforcement
as necessary. The photo identification shall be
made available for the file within 10 calendar
days of admission. In the event a resident is

at risk for to
admission, photo identification shall be made
available for the file within 10 calendar days after
a determination is made that the resident is at
tisk for elopement. The photo identification may
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be taken by the facility or provided by the resident

or resident ' s family/caregiver.

(b} Facility Resident Elopement Response

Policies and Procedures. The facility shall

develop detailed written policies and procedures

for responding to a resident elopement. Ata

minimum, the policies and procedures shall

include:

1. An immediate staff search of the facility and

premises;

2. The identification of staff responsible for

implementing each part of the elopemem
policies and p

specsﬁc duties and respons|bllmes,

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

shall conduct resident elopement drills pursuant

1o Sections 428.41(1)(a)3. and 428.41(1)(), F.S.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
did not ensure that residents that have any history
of elopement have identification on their persons
that includes their name and the facility's name,
address and telephone number.

Interview with three (3) direct care staff in the
memory care unit on . at approximately
1:45 PM stated that none of the residents in the
memory care unit have identification on their
person that included their name, the facility's
name, address and telephone number.

AHCA Form 1
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(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding within 80 days
after the effective date of this rule.

(b} Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility * s policy and procedures
regarding i within 30 days after
employment.

{c) Training shall consist of the information
included in Rule 58A-5.0186, F AC.

This Statute or Rule is not met as evidenced by:
Base on employee records review and interview,
one out of three sample employees, the facility
failed to ensure that staff had been properly
trained in _ _ .
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Observation of six of six sampled residents who
have a history of elopement residents AR#1,
AR#2, AR#3 AR#4 and resident #6 at
approximately 1:30 PM on the Memory Care unit
revealed that the residents did not have
identification on their person that included their
name, the facility's name, address and telephone
number.
Class It
A 080 58A-5.0181(11) FAC Training - Do Not A0S0
()
TRAINING.
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Review of three sample employee records
revealed that one employee, Staff B, had not
received Training.

Interview with the Administrator on .
approximately 1:30 pm revealed that she dud not
know that Staff B had not taken the training.

Class

A 167, 58A-5.025(1) FAC Resident Contracts

Resident Contracts.
(1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legal
representative shall execute a oontract wvth the
facility which contains the
{a) Alist of the specific services, supplles and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.
{b) The daily, weekly, or monthly rate,
{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a

fee sch which shall be hed to

the contract.

{d) A provision giving at least 30 days written
notice prior to any rate increase,

{e) Any rights, duties, or - of residents,
other than those specified in Section 429.28, F.S.
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

(g) A refund policy which shall conform to Section
429.24(3), F.S.

(h) Awnuen bed hold pol!cy and provisions for

if a facility

A080

A187

AHCA Form 3020-0001
STATE FORM

GIMw11

if continuation sheet 4 of 6




PRINTED: 08/16/2012
FORMAPPROVED

oF 1) PRO IERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AL11965658

B.WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING

(X2) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER
PALM COTTAGES OF ROCKLEDGE

STREET ADDRESS, CITY, STATE, ZIP CODE

3821 SUNNYSIDE COURT
ROCKLEDGE, FL 32955

(X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X5}
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

‘CROSS-REFERENCED TO THE APPROPRIATE DATE

A167

AHCA Form

Continued From page 4

agrees in writing to reserve a bed for a resident
who is admitted fo a nursing home, health care
facifity, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from retuming to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ’ s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship fo the
tacility.
(i) A provision that, upon ination by
administrator or health care provider that the
resident needs services beyond those the facility
is licensed fo provide, the resident or the resident
' s representative, or agency acting on the
resident’ s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident In the event the resident
has no person {o represent him, the facility shall
refer the resident to the social service agency for
If there is disag garding the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect.
{k) A provisi that i must be

upon
58A 5. 0181(2), FA C and every 3 years
fter, or after a change,
to subsecﬂon (4) of that rule.
{1} The facility ' s policies and procedures for
self-administration, assistance with
if- ini and ini of
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if to Rule
58A-5.0185, F.A. c Thvs also includes pmwsmns
OTC,

pursuant to subsection (8) of that rule
(m) The facility ' s policies and procedures related
to a properly executed .

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview
the facility failed to ensure that each resident
contract contained the rights, duties and

R of residents, other than those
specified in the Resident Bill of Rights for 2 of 16
sampied residents (#1 & #2).

Findings:
Resident record review including contracts for
#1 and #2 their did
not include a to inform the or
party that all resi must be

assessed upon admission, every 3 years
thereafter, or after a significant change,
whichever comes first.

The administrator statedon .. ... _at
approximately 11:30 AM she was not aware the
above information was not included in the
contracts,

Class
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AN Better Hoalth Cara for all Floridians B DUDEK
2012
Administrator
Palm Cottages Of Rockledge
3821 Sunnyside Court
Rockledge, FL 32955
Dear Administrator:
Re: Biennial relicensure
This letier reports the findings of a state licensure survey that was conductedon 2012 by

representative(s) of this office,

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit, Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 12012, to verify that the necessary corrections are in place to correct
the deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at I

Sincerely,

Theresa DeCanio, RN
Field Office Manager

LH/be

Enclosure
XG90

. Orlando Field Office

400 W. Robinson St., Suite $-309

Oriando, FL 32801

Phone (407) 420-2502; Fax (407) 245-0598

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hitp://ahea myflorida.com




