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Rights & Facility Procedures

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) Acopy of the Resident Bill of Rights as
described in Section 429.28, F.S_, or a summary
provided by the Long-Term Care Ombudsman
Council shall be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
58A-5.0181, FAC.

(b} In accordance with Section 429.28, F.S,, the
facility shall have a written grievance procedure
for receiving and responding to resident
complaints, and for residents to recommend
changes fo facility policies and procedures. The
facility must be able to demonstrate that such
procedure is implemented upon receipt of a
complaint.

{¢) The address and telephone number for
iodging complaints against a facility or facility staff
shali be posted in full view in a common area
accessible to all residents. The addresses and
telephone numbers are: the District Long-Term
Care Ombudsman Council, 1(888)831-0404; the
Advocacy Center for Persons with
1(800)342-0823; the Florida LocalAdvocacy
Council, 1{800)342-0825; and the Agency
Consumer Hotline 1(888)419-3456.

(d) The statewide toli-free telephone number of
the Florida Hotline " 1(800)96- .or

1(800)962-2873 " shall be posted in full view in a

commeon area accessible to all residents.
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A030, Continued From page 1

i communication, pursuant to Section 429.28(1)(d),

{e) The facility shall have a written statement of
its house rules and procedures which shali be
included in the admission package provided
pursuant to Rule 58A-5.0181, F. A.C. The rules
and procedures shall address the facility ' s :
policies with respect to such issues, for example, |
as resident responsibilities, the facility ' s !
and tobacco policy, medication storage, the
delivery of services to residents by third party
providers, resident elopement, and other

admini ive and he ping practices,
schedules, and requirements. :
(f) Residents may not be required to perform any
work in the facility without compensation, except
that facility rules or the facility contract may
include a requirement that residents be
responsible for cleaning their own sleeping areas
or apartments. If a resident is employed by the
facility, the resident shall be compensated, at a
minimum, at an hourly wage consistent with the
federal minimum wage law.

(9) The facility shall provide residents with
convenient access to a telephone to facilitate the
resident " s right to unrestricted and private

F.S. The facility shall not prohibit 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 shall be, at a minimum, an accessible :
telephone on each floor of each building where |
residents reside.

(h) Pursuant to Section 429.41, F.S,, the use of
physical shall be limited to half-bed

rails, and only upen the written order of the
resident ' s physician, who shall review the order
biannually, and the consent of the resident or the
resident ' s representative. Any device, including
haif-bed rails, which the resident chooses to use
and can remove or avoid without assistance shall |

A030
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not be considered a physical

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges

g d by law, the Cc 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
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 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.

{e) Freedom to participate in and benefit from
community services and activities and to achieve |
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident ' s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the |
facility to provide safekeeping for funds as
provided in . 429.27,
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I{g)Sharea this or her spouse if both

are residents of the facility,

(h) Reasonable opportunity for regular exercise
several times 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.

(j) Access to adequate and appropriate health
care consistent with established and recognized
standards within the community.

(k) At least 45 days ' notice of relocation or
termination of residency from the facility unless,
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 that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . |, the guardian shall be
given at least 45 days ' notice of a
nonemergency relocation or residency
termination. Reasons for relocation shall be set
forth in writing. In order for a facility to terminate
the residency of an individual 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 shalf
establish a grievance procedure to facifitate the
residents ' exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be

active in, and to associate with advocacy or
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A030; Continued From page 4 A030
special interest groups.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview facility failed to properly utilize restrains
for 2 out of 3 sampled residents (#1 and #3)
Findings include:

Observation on at 8:00 a.m. found that
there was a set of full bed rails placed in resident
#1's and #3's bed respectively.

Record review revealed that resident #1 and #3
had a current prescription on file for half rails

{dated for both residents).

Owner acknowledged the findings on at
2:00 pm.

Class Hl

A053 58A-5.0185(4) FAC Medication - Administration A053

{4) MEDICATION ADMINISTRATION.

(a) For facilities which provide medication
administration a staff member, who is licensed to
administer medications, must be available o
administer medications in accordance with a
health care provider ' s order or prescription label.
(b) Unusual reactions or a significant change in
the resident ' s health or behavior shall be
documented in the resident * s record and
reported immediately to the resident ' s health
care provider. The contact with the health care
provider shall also be documented in the resident
''s record,

{c} Medication administration includes the

: conducting of any examination or testing such as |
AHCA Form 3020-0001
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glucose testing or other procedure
y for the proper administration of i
medication that the resident cannot conduct i
himself and that can be performed by licensed
staff.
(d) A facility which performs clinical laboratory
tests for residents, including glucose
testing, must be in compliance with the federal
Clinical Laboratory improvement Amendments of
1988 (CLIA) and Part | of Chapter 483, F.8. A
valid copy of the State Clinical Laboratory License
and the CLIA Certificate must be maintained in
the facility. A state license or CLIA certificate is
not required if residents perform the test
themselves or if a third party assists residents in
performing the test. The facility is not required to
maintain a State Clinical Laboratory License or a
CLIA Certificate if facility staff assist residents in
; performing clinical laboratory testing with the
residents * own equipment. Information about the
State Clinical Laboratory License and CLIA
Certificate is available from the Clinical
Laboratory Licensure Unit, Agency for Health
Care Administration, 2727 Mahan Drive, Mail
Stop 32, Tallahassee, FL 32308; telephone
(850)487-3109.

This Statute or Rule is not met as evidenced by:
Based on observation and interview facility's
registered nurse failed to follow proper
procedures for administration of oral medication. |

Observation of medication administration on

at 11:44 a.m. that was scheduled for
12:00 p.m. revealed that nurse unlocked
medicine from medication cabinet,washed her
hands, Registered Nurse did not check medicin
with orders on medication administration record
(MAR), dispensed medicine, crushed medicine,
mixed with pudding, verbally prompted resident

i
i
§

A053
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about medication administration, administered
medicine and verified that resident swallowed
medicine. Nurse left medication unattended in
residents " - she went to the kitchen.

| Washed her hands, signed MAR and locked the

medicine.

Interview with nurse on at 12:08 p.m.

revealed that nurse forgot to recheck medication
with order on the MAR because she knew
medication of using every day.

Administrator acknowledged findings on
rat 2:00 p.m.

5BA-5.0185(6) FAC Medication - Storage and
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; or
in their or apartments, which must be kept
locked when residents are absent, unless the
medication is in a secure place within the

or apartments or in some other secure place
which is out of sight of other residents, However,
both prescription and over-the-counter
medications for residents shall be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider to be hazardous if
kept in the personal possession of the person for

H

AQ53
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: locked storage receptacie,

| residents and properly closed or sealed.

+ the resident ' s request. If centrally stored by the

Continued From page 7 ; ACBS
whom it is prescribed; i

4. The resident fails to maintain the medication in |

a safe manner as described in this paragraph;

8. The facility determines that because of
physical ar and the ¢ or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents; or

8. The facility ' s rules and regulations require H
central storage of medication and that policy has |
been provided to the resident prior to admission i
as required under Rule 58A-5.0181, F.AC. :
{b) Centrally stored medications must be: !
1. Kept in a locked cabinet, locked cart, or other

, or area at all
times; |
2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or |
by keeping the area in which refrigerator is ‘
located locked; i
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration,
or administering medication. Such staff must
have ready access to keys fo the medication
storage areas at alf times; and :
4. Kept separately from the medications of other ;

{c) Medication which has been discontinued but
which has not expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at

facility, it shall be stored separately from
medication in current use, and the area in which |t
is stored shall be marked " discontinued

AHCA Form 3020-0001
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| (e) Medications which have been abandoned or

| Based on observation and interview facility's

medication. * Such medication may be reused if
re-prescribed by the resident ' s health care
provider.

(d) When a resident ' s stay in the facility has
ended, the administrator shall return ali
medications to the resident, the resident ' s
family, or the resident ' s guardian unless
otherwise prohibited by law. I, after notification
and waiting at least 15 days, the resident ' s i
medications are still at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph
{(e).

which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness,

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, FAC.

This Statute or Rule is not met as evidenced by:

nurse failed to keep medications locked all the
times.

Observation of medication administration on

»at 11:44 am. that was scheduled for
12:00 p.m. revealed that nurse completed
medication administration and left medication

unattended in residents shewentto
the kitchen. [
Interview of nurse on iat 12:05 p.m.

revealed that nurse forgot medication on resident |
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+ all times when residents are in the facility.

{4) STAFFING STANDARDS,
(&) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
168

-5
6-15 212
16-25 253
26-35 294
36-45 335
46-55 378
56-65 416
66-75 457
76-85 408
86-96 538
For every 20 residents over 95 add 42 staff hours
per week.

2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility, Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are §
absent from the facility. {
3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
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.A.C., shall be within the facility at

8. During periods of temporary absence of the i
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A035| Continued From page 9 AQ55
she went to the kitchen.
Administrator acknowledged findings on
at 2:00 pm.
A079 58A-5.019(4) FAC Staffing Standards - Levels AO79
88=D
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inistrator or when re are on
the premises, a staff member who is at least

© AQT9

, must be designated in writing to be

in charge of the facility.

6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shalt
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
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, 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
positions or absent staff may not be counted.
(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,
FAC.

(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

requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
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AQ79 Continued From page 11

established in paragraph (a) if the Agency i
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 faillingto |

meet the terms of residents ' contracts. The H
i Agency shall consult W|th the facility admmlstrator

g any ination that
addmonal staff is requlred
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 !
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that :
resident needs can be met without increased j
staffing, modifications may be made in staffing |
requirements for the facility and the facility shall |
no longer be required to maintain a plan with the
agency. :
3. Based on the recommendations of the local
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
time as the local fire safety authority informs the
Agency that fire safety requirements are being
: met.

{e) Facilities that are co-located with a nursing
 home may use shared staffing provided that staff ;
hours are only counted once for the purpose of
meeting either assisted fiving facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing

| AT
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services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively,

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview facility failed to have at least one person
on premises with First Aid and training and
to have a current staffing schedule.

Findings include:

1 Observation upen arrival on at 7:50

a.m, revealed that the only staff present was staff
#4. Record review for staff #4 found that she did
not have First Aid and training.

2. Staffing schedule posted indicated that staff #2
and #4 were supposed to be working from 7 a.m.
to 7 pm. Staff #2 was not on premises. Staff #4

i stated during interview conducted on at

9:00 a.m. that she was a live in caregiver and
worked 24/7.

Owner acknowledged the findings on iat
2:00 pm.

Class Nl

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

Staff Training Requirements and Competency
Test.

(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND

COMPETENCY TEST.
(a) The assisted living facifity core training i
requirements established by the department h

AQ79

AQ80
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pursuant to Section 429.52, F.S,, shali consist of
a minimum of 26 hours of training plus a i
i competency test. !
(b) Administrators and managers must
uccessfully complete the d 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 75%. Administrators who

i have attended core training prior to , 1997,

i and managers who attended the core training
program priorto | , 1998, shall not be
required to take the competency test.
Administrators licensed as nursing home H

| administrators in accordance with Part I of i
Chapter 488, 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 428.52, F.S. |

| {d) A newly hired administrator or manager who
has successfully cc 1 the assisted fiving

 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.

(&) The fees for the competency test shall not

+ exceed $200. The payment for the competency
test fee shall be remitted to the entity
i administering the test. Anew fee is due each tlme*
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the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility's
manager failed to pass the CORE exam

Findings include:
; Record review revealed that facility's

administrator supervised one more Assisted
Living Facility. Record review for the manager

A 160
$8=D

{staff #3) found that she completed the 26 hours
| CORE training on . Manager did not yet
take the core competency test and subsequently
did not pass the CORE exam.
Owner acknowledged the findings on iat
£ 2:00 pm.

Class il

58A-5.024(1) FAC Records - Facility

Records.
The facility shall maintain the following written

: records in a form, place and system ordinarily
employed in good business practice and

| accessible to Department of Elder Affairs and
Agency staff.

(1) FACILITY RECORDS. Facility records shall
include:

: (8) The facility ' s license which shall be displayed
in a conspicuous and public place within the
facility.

(b) An up-to-date admission and discharge log

: listing the names of all residents and each

A 080

A 160
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| incidents, including paid staff, volunteer staff,

resident ' s;
1. Date of admission, the place from which the
resident was admitted, and if applicable, a
notation the resident was admitted with a
pressure 5 and
2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
personis . the date of
Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,
FAC.
(c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
b,

(b).

(d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known:
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the

emergency and temporary staff, and student
interns,

(e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shall be located where immediate access by
facility staff is assured.

{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC.;
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1 (i) If the facility advertises that it provides special
's

(9) The facility * s liability insurance policy
required under Rule 58A-5.021, FAC.;

(h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, F.A.C.

(i) The admission package presented to new or
prospective residents (less the resident 's
contract) described in Rule 58A-5.0182, F A.C.
care for persons with or
related » @ copy of all such facility
advertisements as required by Section 429.177,
F.8

(k) A grievance procedure for receiving and
responding to resident compiaints and
recommendations as described in Rule
58A-5.0182, FA.C,
(1) All food service records required under Rule
58A-5.020, FAC., including menus planned and
served; county health department inspection
reports; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.
(m) Al fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
B69A-40, F.A.C., issued within the last two 2)
years.
(n) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 64E-12, F.A.C.,
issued within the last 2 years.
(0) Pursuant to Section 429.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.
(p} Additional facility records requirements for
facilities holding a limited mental health, extended [
i

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
AL11968057 B WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9041 SW 142 COURT
RESIDENCIA RAMENTOL, INC MIAMI, FL 33186
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 160 Continued From page 16 A180

AHCA Form 3020-0001
STATE FORM a80

GFBZ11

W continuation sheet 17 of 18



Agency for Health Care Administration

PRINTED: 03/25/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

AL11966057

B.WING

{X2) MULTIPLE CONSTRUCTION
A, BUILDING:

(X3) DATE SURVEY
COMPLETED

NAME CF PROVIDER OR SUPPLIER

RESIDENCIA RAMENTOL, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

9041 SW 142 COURT
MIAMI, FL 33186

(X4) ID
PREFIX
TAG

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

i
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

A160]

Continued From page 17

congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
(q) The facility * s resident elopement response
policies and procedures.

1 {r} The facility ' s documented resident elopement

response drilis.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to obtain its emergency management plan

on annual basis.

Findings include:

Record review revealed that the last time the
facility * s plan was approved was on |-

Consultant stated on +at 10:30 a.m. that
facility is in process of submitting its emergency
plan.

; Owner acknowledged the findings on at

2:00 pm

Class il
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FLORDAAGENCY FOR HEATH CARE ADMINISTRATION

RICK SCOTT ;. ELIZABETH DUDEK
GOVERNOR Better Health Care for ali Floridians SECRETARY

,2013

Administrator
Residencia Ramentol, Inc
9041 Sw 142 Court
Miami, FL, 33186

Dear Administrator;

This letter reports the findings of a state licensure survey that was conducted on ,2013 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 10 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 Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

—&/‘Arlene Mayo-Davis

Field Office Manager
AMD:sy
Enclosure
XG90
Headquariers Miami Field Office
2727 Mahan Drive 8333 N.W. 63rd Street, Suite 300
Tallahassee, FL 32308 Miami, FL 33166

http:/#ahca myfiorida.com Phone (306) 593-3100; Fax (305) 593-3121




