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A000) Initial Comments A000
H

| Abiennial licensure survey with Limited Mental

| Health standards was conducted on |

| 29, 2012, Diversity Me had deficiencies found at l

| the time of the visit

i

A 056 58A-5.0185(7) FAC Medication - Labeling and | AOSS
{ Orders

i
| (7) MEDICATION LABELING AND ORDERS

1 (a) No prescription drug shail be kept or

| administered by the facility, including assistance
| with seff-administration of medication, unless itis
| properly labeled and dispensed in accordance
with Chapters 465 and 499, F.S., and Rule
64B16-28.108, F.AC. if a customized patient

|

i

|

|

|

H

i !
H i
‘I medication package is prepared for a resident, |
| and separated into individual medicinal drug i
| containers, then the foliowing information must be !
recorded on each individual container: |
i

|

i

|

i

|

i

i

i

i

i

i

i

i

i

2. dentification of each medicinal drug product in
the container.
| {b) Except with respect to the use of pill
| organizers as described in subsection (2), no
| person other than a pharmacist may transfer
| medications from one storage container to
! another.
| (c) If the directions for use are “ as needed " of
| " a5 directed, " the health care provider shall be
| contacted and requested to provide revised
| instructions. For an " as needed " prescription, i
! the circumstances under which it would be i
|

|
| 1. The resident ' s name; and
|
|

l appropriate for the resident to request the

| medication and any limitations shall be specified;
| for example, a3 needed for pain, not to exceed
| 4 tablets per day. " The revised instructions,

| inciuding the date they were obtained from the

| health care provider and the signature of the staff
{ who obtained them, shall be noted in the
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A056| Continued From page 1 ADSE |

i
| medication record, or a revised label shall be 3‘
| obtained from the pharmacist. i !

| (d) Any change in directions for use of a

1 medication for which the facility is providing

| asst e with self-admi jon or

' administering medication must be accompanied

| by a written medication order issued and signed

| by the resident ' s health care provider, or a faxed

| copy of such order. The new directions shall

| promptly be recorded in the resident’ s

| medication observation record. The facility may

| then place an " alert” label on the medication |

| container which directs staff to examine the i

| revised directions for use in the MOR, or obtain @ |

| revised iabel from the pharmacist. k

| {e) Anurse may take a medication order by |

| telephone. Such order must be promptly k
|

! documented in the resident” s medication
| observation record. The faciiity must obtain a
| written medication order from the health care
| provider within 10 working days, A faxed copy of
| a signed order is acceptable.
| (f) The fagility shail make every reasonable effort
| to ensure that prescriptions for residents who
| receive assistance with self-administration of
| medication of medication administration are filled
| or refilled in @ timely manner.
RC)] Pursuant fo Section 465.0276(5), F.S. and i
| Rule 84F-12.006, F.A.C., sample or |
" complimentary prescription drugs that are | |
| dispensed by a health care provider, must be H !
| kept in their original manufacturer’ s packaging, i !
|
i

| which shall also include the practitioner ' s name,
| the resident' s name for whom they were

i dispensed, and the date they were dispensed. If
| the sample or complimentary prescription drugs

| are not dispensed in the manufacturer ' s labeled
| package, they shall be kept in a container that

| bears a label containing the following:

i1 Practitioner ' s name;

I
AHCA Form 3020-0001
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|
| 2. Resident ' s name;
| 3. Date dispensed, i
| 4. Name and strength of the drug;
| 5. Directions for use; and t
| 6. Expiration date. ! : i
| {n) Pursuant to Section 465.0276(2)(c), F S, 1 | i

i

| before dispensing any sample or complimentary
| prescription drug, the resident ' s health care

| provider shall provide the resident with a written
| prescription, or a fax copy of such order.

| This Statute or Rule is not met as evidenced by:
| Based on resident record review and an interview
| witha staff member, the facility failed to ensure

| that every reasonable effort was made to ensure
| that resident prescriptions receiving assistance

| with the self-administration of medication are

| refilled in a imely manner.

“ The findings include:

| that the resident was prescribed to have:
| I I mg as necessary for pain,
iand Guinatacine 2 mg at bedtime. Neither of the
| medications were available at the time of the

| survey. The staff member stated on at
| 2:30 pm that they were waiting for a pnysiian's
! order to refill this prescription. The medications

| had not been available for six days.

i

| Areview of Resident #1's medications revealed \

'1 Areview of Resident #2's medications reveaied
| that the resident was prescibed to have:

| Otanzpine 20 mg each, and ER 500
| mg each morning and 2:00 pm. The staff member
| stated on at 2:30 pm that the pharmacy
| had the order, but it had not been delivered. The
| staff member did not know, nor had the staff

| contacted the pharmacy to inguire when it would
| be available. The medications were not available

AFCA Form 3020-0001
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i
! for the morning dose, and due to tack of follow-up

| had not ascertained when the medications would t | “
| be available. t : |
.1 An interview with the staff member on . i |
129, 2012 at 2:30 pm revealed that they were |

| aware of the missing medications, but the facility ‘!
| had not made reasonable attempts to ensure that |
| residents received medications on @ timely basis. i

 Class i
' Correction Date: . 2012 (immediate)

AO77 58A-5.016(1) FAC Staffing Standards - Ao77

| Administrators

| Staffing Standards.

o ADMINISTRATORS. Every faclity shall be

| under the supervision of an administrator who is

| responsible for the operation and maintenance of

! the facility inciuding the management of all staff

! and the provision of adequate care to all

| residents as required by Part! of Chapter 429,

| F.8., and this rule chapter.

| (a) The administrators shail. 3

| 1. Be at least oo

| 2. 1f employed on or after , 1990, have

| a high schooi diploma or general equivalency

diploma (G.E.D.), of have been an operator of

. administrator of a licensed assisted living facility \
|
%
o

| in the State of Florida for at least one of the past
! 3yearsin which the facifity has met minimum

| standards. Administrators employed on of after

| [p— . 1995, must have a high school
diploma or GE.D.

| 3. Be in compliance with Level 2 background

| screening standards pursuant to Section
1429174, F.8; and

| 4. Complete the core {raining requirement
8A-5.0191, FAC.

i

| pursuant to Rule §
‘ATICA Form 3020-0001
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| {b) Administrators may supervise a maximum of | | :

| either three assisted living facilities or a ]

| combination of housing and health care faciities |

| or agencies on a single campus However, |

| administrators who supervise more than one

. facility shatl appoint in writing a separate "

| manager " for each facility who must. %
1
i

| 1.Be atleast . and

| 2. Complete the core training requirement

| pursuant to Rule 58A-5.0191, FAC.

@ pursuant to Section 429.176, F.8., facility

| owners shall notify both the Agency Field Office

}I and Agency Central Office within ten (10) days of
| a change in a facility administrator on the

| Nofification of Change of Administrator, AHCA i
| Form 3180-1008, 2008, which is i
| incorporated by reference and may be obtained |
| from the Agency Central Office. The Agency

| Central Office shall conduct a background

| screening on the new administrator in

| accordance with Section 429.174, F.S., and Rule
| 58A-5.014, FAC.

%

%

| 1
~ 1
|

i
i
i
i
i
i

i
1
| This Statute or Rute is not metas evidenced by! k
| Based on employee record review and an
| interview with a staff member, the facility failed 1o |
| ensure that a manager was appointed for this i
| facility, and met all the requirements of a 1
| designated manager, 1 of 3 staff working at the
| facitity (#1). 1
| |
]i
]

1‘ The findings include:

| Aveview of the personnel records for Employee
| #1 revealed that there was no documentation
| available that the designated manager atthe
KFICA Form 3020-0001
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A077] Continued From page 5 AQ77

I facility had taken the CORE training and passed
| the competency exam.

H

i

|

i

" This was confirmed in an interview with staff on | |
e i

i

i

- , 2012 at 2:30 pm. ! |
“‘ Class Il !
A 0781 58A-5.019(2) FAC Staffing Standards - Staff AOQ78
‘, (2) STAFF. 1

i
| (a) Newly hired staff shall have 30 days to submit | |
2 statement from a health care provider, based i
 on @ examination conducted within the last six |
| months, that the person does not have any signs i
! or symptoms of a communicable | |

| including . Freedom from ! |
. .must be documented on an annual i |

| basis. A person with a positive i test H ¢
i

!
!
| must submit a health care provider ' s statement |
 that the person does not constitute a risk of i
| communicating . Newly hired staff 1
| does not include an employee transferring from |
| one facility to another that is under the same !
| management or ownership, without a break in {
| service. if any staff member is later found to

| have, or is suspected of having, a communicable
helshe shall be removed from duties
until the administrator determines that such

| condition no longer exists.

| (o) Al staff shall be assigned duties consistent

i with his/her level of education, training,

| preparation, and expefience Staff providing

| services requiring licensing or certification must

| be appropriately licensed or certified. All staff

| shall exercise their responsibilities, consistent |
| with their qualifications, to observe residents, to
| document observations on the appropriate

! resident ' s record, and to report the observations ! !
' to the resident ' s health care provider in ;

AFCA Form 30200001
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{ accordance with this rule chapter.

| {c) Al staff must comply with the training

| requirements of Rule 58A-5.0191, FAC.

| (d) Staff provided by a staffing agency or

| employed by a business entity contracting to

{ provide direct or indirect services to residents

! must be qualified for the position in accordance

| with this rule chapter. The contract between the

| facility and the staffing agency or contractor shall

| specifically describe the services the staffing

1 agency or contractor will be providing to

| residents.

| {e) For facilities with a licensed capacity of 17 or

| more residents, the facility shall:

| 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.

! This Statute or Rule is not met as evidenced by

| Based on employee record review and an

| interview with a staff member, the facility failed to

| ensure documentation was available for three of

| three employees reviewed (#1, #2, and #3) of
freedom from communicable and

|
| The findings include:

| Areview of the personnet records for Employees
| #1, #2, and #3 revealed that there was no
| documentation available of freedom from
 communicable , including .

i
| -

This was confirmed in an interview with staff on
. , 2012 at 11:30 am.

| Class 1l
i
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A079 Continued From page 7 A079 |
A 079“ 58A-5.019(4) FAC Staffing Standards - Levels AD79 |

| (4) STAFFING STANDARDS.
| () Minimum staffing:
| 1. Facilities shall maintain the foliowing minimum
staff hours per week:
Number of Residents  Staff Hours/\Week
168

|

1

E

|
| ‘
| 0-5 ! |
615 212 | i
16-25 253 | |
2635 204 ! | |
| 3645 335 | | |
. 4885 375 | |
| 56-65 418 i
i 66-75 457 i
| 76-85 498 |
i 86-95 539 !
| For every 20 residents over 95 add 42 staff hours i

i per week.

i
|
| 2. At least one staff member who has access to E
! facility and resident records in case of an i
| emergency shall be within the facility at all times
| when residents are in the facility. Residents 1
| serving as paid or volunteer staff may not be left |
| solely in charge of other residents while the i
| facility administrator, manager of other staffare |
| absent from the facility. ;
13 In facilities with 17 or more residents, there
| shall be at least one staff member awake at all %
|
i
|
|
|
|
|
i

| hours of the day and night

| 4. At least one staff member who is trained in

| First Aid and , as provided under Rule

| 58A-5.0191, F AC., shalt be within the faciiity at
| all imes when residents are in the facility.

15 During periods of temporary absence of the

| administrator or manager when residents are on
| the premises, a staff member who is at least

i _ -, must be designated in writing to be
| in charge of the facility.

| 6. Staff whose duties are exclusively building
AHCA Form 3020-0001
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A079] Continued From page 8 AQ7¢

maintenance, clerical, or food preparation shall |
not be counted toward meeting the minimum "
staffing hours requirement.

7. The administrator or manager ' s time may be !
| counted for the purpose of meeting the required i |
| staffing hours provided the administrator is i |
| actively involved in the day-to-day operation of i
| the facliity, including making decisions and
 providing supervision for all aspects of resident ! |
" care, and is listed on the facility ' s staffing | |
| schedule. |
| 8. Only on-the-job staff may be counted in |
| meeting the minimum staffing hours. Vacant |
‘l positions or absent staff may not be counted
i

|

i

i
i
i

(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
: apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
| arrange for resident services in accordance with
| the residents scheduled and unscheduled service
| needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
AC.
(c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
 facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
{d) The facility shall be required to provide staff
immediately when the Agency determines that the i
1
|
s

requirements of paragraph (a) are not met. The

1 facility shall aiso be required to immediately

| increase staff above the minimum levels

| established in paragraph (a) if the Agency

| determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FAC,
are not being met, or that the facility is failing to
AHCA Form 3020-0001
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A079| Continued From page 9 A079 !

| meet the terms of residents contracts. The
| Agency shall consuit with the facility administrator
and residents regarding any determination that
| additiona! staff is required. |
| 1. When additional staff is required above the |
! minimum, the agency shall require the
| submission, within the time specified in the |
°‘ notification, of a corrective action plan indicating ! i
how the increased staffing is to be achieved and 1 |
| resident service needs will be met. The plan shall 1
| be reviewed by the agency to determine if the 1 |
+ plan will increase the staff to needed levels and ‘ i
meet resident needs. i
2. When the facility can demonstrate to the i
agency that resident needs are being met, or that : i
 resident needs can be met without increased |
staffing, modifications may be made in staffing |
requirements for the facility and the facility shall i
no longer be required o maintain a plan with the i
| agency. |
3. Based on the recommendations of the local | !
i
|
|

fire safety authority, the Agency may require
. additional staff when the facility fails to meet the !
fire safety standards described in Section 429.41, |
F.S., and Rule Chapter 69A-40, F.A. C., until such i
time as the local fire safety authority informs the |
Agency that fire safety requirements are being i |
met. : '
(e) Facilities that are co-ocated with a nursing H "

i

| home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

() Faciiities holding a limited mental health,
extended congregate care, of limited nursing E
services license must also comply with the

| staffing requirements of Rule 58A-5.029,

| 58A-5.030, or 58A-5.031, FAC,, respectively.

AVCA Form 3020-0001
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A079] Continued From page 10 ADTG | i

1 This Statute or Rule is not met as evidenced by: H
- Based on employee record review and an | l
 interview with a staff member, the facility failed to ! |
| ensure that the facility had sufficient staff i |
| available to cover a minimum of 253 hours i

weekly for direct care staff. i

|
‘. The findings inciude:
|

| Areview of the personnel records for Employees
| #1, #2, and #3 revealed that there was only three
| employees available to work at the facility.

| Minimum staffing for a facility with sixteen

| residents required 253 hours each week. In order i
| to cover the minium hours, three employees !
| would have to work a minimum of 80.7 hours a

, week. One of the three staff members available
| was the administrator, who also was an

| administrator for a second ticensed facility. There
| were not enough staff to supervise and care for

“ the residents at the facility. | |

| An interview with the only staff member available
ron 1, 2012 at 2:30 pm confirmed

! there were only three staff members available to
| assist residents.

| Class i

A 080 58A-5.0191(1) FAC Training - Core &
t Competency Test
‘

A 080

f Staff Training Requirements and Competency

i fest

| (1) ASSISTED LIVING FACILITY CORE
| TRAINING REQUIREMENTS AND

| COMPETENCY TEST.

RHCATForm 3020-0001
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| (a) The assisted living facility core training

i requirements established by the department

; pursuant to Section 429,52, F.S., shall consist of
a minimum of 26 hours of training pius a

| competency fest.

‘I (b) Administrators and managers must

| successfully complete the assisted living facility

| core training requirements within 3 months from

| the date of becoming a facility administrator or

| manager. Successful completion of the core

training requirements includes passing the

competency test. The minimum passing score for

the competency test is 76%. Administrators who

have attended core training prior to , 1997,

| and managers who attended the core fraining

program priorto | , 1998, shall not be

required to take the competency test.

| Administrators licensed as nursing home

| administrators in accordance with Part Il of

{ Chapter 468, F.S., are exempt from this

| requirement.

| {c) Administrators and managers shall participate

in 12 hours of continuing education in topics

| related to assisted living every 2 years as

provided under Section 429.52, F.8.

{d) A newly hired administrator or manager who

has successfully completed the assisted living

facility core training and continuing education

requirements, shall not be required to retake the

core training. An administrator or manager who

has successfully completed the core training but

has not maintained the continuing education

requirements will be considered a new

administrator or manager for the purposes of the

core training requirements and must:

1. Retake the assisted living facility core training;

and

2. Retake and pass the competency test.

(e) The fees for the competency test shall not

exceed $200. The payment for the competency
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| test fee shall be remitted to the entity

| administering the test. A new fee is due each time
| the test is taken.

i

i

|

| This Statute or Rule is not met as evidenced by
| Based on employee record review and an

| interview with a staff member, the facility failed fo
| ensure that the administrator had completed 12

| hours of continuing education during the last two
| years (#2).

| The findings include:

i

i

E

{

|

|

|

|

| |

| Areview of the employee records for Employee | :
| #2 revealed that there was no documentation
| available as evidence that the administrator had
j taken 12 hours of topics related to assisted living
+ facility.
| This was confirmed in an interview with staffon |
[ ;, 2012 at 11:30 am. The
| administrator was not available at the time of the

\
@
|

| Class Il

- ! ‘ |

A080 58A-5.0191(11) FAC Training - Do Not A0S0 | i
[REST— Orders | i
L) o ! !
| TRAINING. =

| managers, direct care staff and staff involved in
 resident admissions must receive at least one
| hour of training in the facility ' s policies and

| {a) Currently employed facility administrators, } §
!
|
i
i

| procedures regarding within 60 days
| after the effective date of this rule.
AHCA Form 3020-0001
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| (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 . within 30 days after
employment,
(c) Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

Based on employee record review and an

interview with a staff member, the facility failed to
{ ensure that 3 of 3 employees received at feast
one hour of training in the faciiity's policy
regarding #1.2,3

|
i
H
; This Statute or Rule is not met as evidenced by:
i

| The findings include:

A review of the employee records for Employees
#1, #2, and #3 revealed that there was no
documentation available of the completion of one
' hour of training in the facility's policies and

| procedures regarding

| This was confirmed in an interview with staff on
e 42012 @t 11:30 @M.

| Class I

|

AL241| 58A-5.029(2) FAC LMH - Records

| (2) RECORDS.

| (a) A facility with a limited mental health ficense
shall maintain an up-to-date admission and

! discharge log containing the names and dates of

| admission and discharge for all mental heaith

AL241
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|
i
| i
T
x I |
! residents. The admission and discharge log i i |
| required under Rule 58A-5.024, F.AC., shall be ] i i
| sufficient provided that all mental heaith residents | !

are clearly identified |
| {b) Staff records shall contain documentation that |
i designated staff have completed limited mentat {
health training as required by Rule 58A-5.0191, i

FAC.
(c) Resident records for mental health residents
in a facility with a limited mental health license
| must include the following:
1. Documentation, provided by the Department of
Children and Family Services within 30 days of
the resident’ s admission to the facility, that the i
resident is a mental health resident | i
| Documentation that the resident is receiving '
| social security or supplemental security | !
income, ., . , and any |
| of the following shall meet this requirement
+ a. An affirmative statement on the Alternate Care
| Certification far s
(.. .)Form, CF-ES 1008, 1098, that the
| resident is receiving SSI/SSDI due to a

Security Administration that the resident is
receiving SSi or SSDI for a mental Such
verification may be acquired from the soctal

| Security Administration upon obtaining a release |
| from the resident permitting the Social Security
Administration to provide such information to the
| Department of Children and Family Services.

| ¢. Awritten statement from the resident ' s case
manager that the resident is an adult with severe
and persistent mental iliness. The case manager
shall consider the following minimum criteria in

| |
b. Written verificatidn provided by the Social X !

: making that determination.
| (i) The resident is eligible for, is receiving, or has }
| received state funded services from the |
| Department of Children and Family Services ' i
i i
AFICA Form 3020-0007
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i . and Mental Health program
office within the last 5 years, or ]
(ii} The resident has been diagnosed as having a l
| mental .
1 2. An appropriate placement assessment
provided by the resident’ s mental health care i
| provider within 30 days of admission to the facility !
! that the resident has been assessed and found !
| appropriate for residence in an assisted living i
i

facility. Such assessment shall be conducted by a
psychiatrist, clinical psychologist, clinical social | i
| worker, o, nurse, or person !
: supervised by one of these professionals. |
i a. Any of the following documentation which |
| contains the name of the resident and the name, i
| signature, date, and license number, if applicable, i
of the person making the assessment. shall meet
this requirement:
| (i Completed Alternate Care Certification for
1 ( iy Form,

i
i
i
i
T
i
i
l
i
i
i
|
|
i
I
I
i
|
i
i
|
i
i
i

e .. |
| CF-ES Form 1006, 1998, i
(ii) Discharge Statement from a state mental | |
hospital completed within 90 days prior to i l
admission to the ALF provided it contains a i
| statement that the individual is appropriate to live i i
in an assisted living facility; or i
(iii) Other signed statement that the resident has i
been assessed and found appropriate for
residency in an assisted fiving facility. |
| b. A mental health resident returning to a facility i
| from treatment in a hopsitat or crisis stabilization i
unit (CSU) will not be considered a new |
admission and not require a new assessment. |
However, a break in a resident ' s continued i |

|

i

|

i

|
|

residency which requires the facility to execute a

| new resident contract or admission agreement

+ will be considered a new admission and the | |

| resident ' s mental health care provider must : |

| provide a new assessment. l i

| 3. ACommunity Living Support Plan. i
I
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| a. Each mentai heaith resident and the resident ' |
| s mental health case manager shall, in i
consultation with the facility administrator,
| prepare a plan within 30 days of the resident’ s
admission to the faciiity or within 30 days after |
receiving the appropriate placement assessment
under paragraph (c), whichever is later. which: |
(i} Includes the specific needs of the resident |
which must be met in order to enable the resident {
| to live in the assisted living facility and the
T community; i
(i) Includes the clinical mental health services to | !
be provided by the mental health care provider to |
i help meet the resident ' s needs, and the : t
frequency and duration of such services; I
(ifi) Includes any other services and activities to
be provided by or arranged for by the mental |
health care provider or mental health case i
manager to meet the resident’ s needs, and the }
frequency and duration of such services and
activities;
() Includes the  _ of the facility to i
facilitate and assist the resident in attending
appointments and arranging transportation to |
| appointments for the services and activities
identified in the plan which have been provided or !
arranged for by the resident's mental heatth care
| provider or case manager, i |
| (v) Includes a description of other services to be ! :
| provided or arranged by the facility; |
(vi) Includes a list of factors pertinent to the care, ¢
safety, and welfare of the mental health resident
and a description of the signs and symptoms } i
e e, 10 the resident that indicate the i
| immediate need for professional mental heaith | i
| services; i i
(vii} Is in writing and signed by the mental health i
 resident, the resident * s mental health case | | ¢
manager, and the ALF administrator or manager | i |
i
i

|

| and a copy placed in the resident ' s file. if the
IO V-
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resident refuses to sign the plan, the resident 's
mental health case manager shall add a
statement that the resident was asked but
refused fo sign the plan;

{viii} Is updated at least annually,

{x) include the Agreement
described in subparagraph 4. If included, the
mental heaith care provider must also sign the
plan; and

(x) Must be available for inspection to those who
have a lawful basis for reviewing the document.
b. Those portions of a service or treatment plan
prepared pursuant to Rule 65E-4.014, FAC,,
which address all the elements listed in
sub-subparagraph a. above may be substituted.
4. \ Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee shall, within
30 days of the resident ' s admission o facility or
receipt of the resident ' s appropriate placement
assessment, whichever is later, prepare a written
statement which:

a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider ' s 24-hour emergency crisis telephone
number.

b. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on a plan
and the plan provides behavioral health services
under Section 409.912, F.S.

c. _ cover all mental health residents of the
facility who are clients of the same provider.

d. be included in the Community Living
Support Plan described in subparagraph 3.
Missing documentation shall not be considered a
deficiency if the facility can demonstrate that it

AL241
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has made a good faith effort to obtain the
required documentation from the Department of
Children and Family Services, or the mental
health care provider under contract to provide
mental health services to clients of the
department.

This Statute or Rule is not met as evidenced by:
Based on resident record review and an interview
with a staff member, the facility failed to ensure
that one of three residents (#3) had a completed
community living support plan that had been

1 updated during the Jast 12 months.

The findings include:
A review of the record for Resident #3 revealed
that the facifity had no documentation of a
completed Community Living Support Plan.

This was confirmed in an interview with a staff
member on 1, 2012 at 11:30 am.

Class il

|
i

AL241
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FLORDA AGENCY FOR HEALTH CARE ADMINGTRATICN

RICK 8COTT X
GOVERNOR Better Health Care for all Floridians Bt Ié/l\EBCETE‘:'/?I‘?{? EXC

R , 2012

Administrator
Diversity Me

3225 North Myrtle Ave
Jacksonville, FL 32209

Dear Administrator:

This letter reports the findings of a state biennial licensure survey that was condusted on ,2012 by
a representative 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 , 2013 to verify that the necessary corrections are in place to cotrect the
deficiencies identified on your survey. A recommendation for sanction has been forwarded to the Central
Office in Tallahassee for the Class Il deficiencies. This action, if taken, will be a matter of separate
correspondence from the Central Office in Tallahassee. Please obtain a consultant pharmacist, or a
registered nurse for the class It deficiencies related to

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
hitp://abca.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 fink 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. Should you have any questions please call this office at

~4201.
Sincerely,
Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance
KW/sm
Enclosure

Headquarters

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

Jacksonville Field Office

921 N. Davis St, Bidg. A, Sulte 115
Jacksonville, Fi. 32209

Phone (904) 798-4201; Fax (804) 359-6054




