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Initial Comments

An Assisted Living Facility initial Limited Nursing
Services licensure survey was conducted on

The Plaza at Pembroke Park had
one licensure deficiency found at the time of the
visit.

Note: The survey was conducted in conjunction
with the Complaint Inspection CCR
#20120067689, the Change of Ownership
licensure survey and a revisit to the Extended
Congregate Care monitoring visit. Please refer to
the separate reports.

58A-5.031(2) FAC LNS - Resident Care
Standards

{2) RESIDENT CARE STANDARDS.

(a) A resident receiving limited nursing services in
a facility holding only a standard and limited
nursing ficense must meet the admission and
continued residency criteria specified in Rule

i 58A-6.0181, F.AC,
: (b} In accordance with Rule 58A-5.019, FAC.,

the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
limited nursing services based on the number of
such residents and the type of nursing service to
be provided.

(c) Limited nursing services may only be provided
as authorized by a health care provider ' s order,
a copy of which shall be maintained in the
resident ' s file.

(d) Facilities licensed to provide limited nursing
services must employ or confract with a nurse(s)
who shall be avaifable to provide such services
as needed by residents. The facility shall maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility ' s
personnel files.
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(e) The facility must ensure that nursing services

are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of

practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to have a contract with a nurse to
provide Limited Nursing Services (LNS).

The findings are:

The facility's LNS policies and procedures were
reviewed, but there was no contract for an LNS
nurse. On .. s at 3:07 p.m. an interview was
conducted with the administrator. The
administrator said that there was no contract for
an LNS nurse.
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Administrator

The Plaza At Pembroke Park, LLC
3535 SW 52nd Avenue
Pembroke Park, FL. 33023

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2012 by
representatives from this office.

Attached is the provider's copy of the State (3020) Form, which indi 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 . 2012 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.shtm] 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 representatives. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,
A C Nfﬁﬁ \%{
- /
. Arlene avis |
Field Office Manager
AMD/ls
Enclosure

Headquarters

2727 Mahan Drive
Tatlahassee, FL 32308
hitp://ahca.myflorida.com

Delray Beach Field Office
5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-6840; Fax (561) 496-5024




