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Initial Comments

On ., a biennial relicensure survey was
conducted at Living Well Community, LLC.
Deficient

practice was identified during the survey.

429.26(4-6) FS; 58A-5.0181(2) FAC Admissions
- Health Assessment

429.26
{4) 1 possible, each resident shall have been
ined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 60 days before admission to
the facility. The signed and completed medical
examination report shall be submitted to the
owner or administrator of the facility who shalf
use the information contained therein to assist in
the determination of the appropriateness of the
resident ' s admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the faciiity and shall be made
available to the agency during inspection or upon
request. An assessment that has been
completed through the Comprehensive
Assessment and Review for Long-Term Care
Services (CARES) Program fulfills the
requirements for a medical examination under
this subsection and s. 429.07(3)(b)6.
{5) Except as provided in s. 428.07, if a medical
examination has not been completed within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medical
examination form provided by the agency within
30 days following the admission to the facility to
enable the facility owner or administrator to
determine the appropri of the i
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The medical examination form shall become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.

(6) Any resident accepted in a facility and placed
by the department or the Department of Chiidren
and Families shall have been examined by
medical personnel within 30 days before
placement in the facility. The examination shall
include an of the appropri of
placement in a facilty. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a
mental health resident, the Department of
Children and Famifies must provide
documentation that the individual has been
assessed by a psychiatrist, clinical psychologist,
clinical social worker, or ..., . nurse, or an
individual who is supervised by one of these
professionals, and determined to be appropriate
to reside in an assisted living facility. The
documentation must be in the facility within 30
days after the mental health resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mental hospital
meets the requirements of this subsection
related to appropriateness for placement as a
mental health resident providing it was
compieted within 80 days prior to admission to
the facility. The applicable department shall
provide to the facility administrator any
information about the resident that would help
the administrator meet his or her responsibilities
under subsection (1}. Further, depariment
personnel shall explain to the facility operator
any special needs of the resident and advise the
operator whom to call should problems arise.
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The applicable department shall advise and

assist the facility administrator where the special

needs of resldents who are reciplents of .. ]
- 1.7, require such assistance,

58A-5.0181

{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination compieted by a
health care provider as specified in either
paragraph {a) or (b} of this subsection.

{a) A medical examination completed within 80
calendar days before to the individual ' s
admission to a facility pursuant to Section
429.26(4), F.S. The examination must address
the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations;

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;

3. Any nursing or services required by
the individual;

4. Any special diet required by the individual

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;

6. Whether the individual has signs or symptoms
of .

or any other
communicable whlch are likely to be
transmitted to other resudents or staff,
7. A statement on the day of the examination
that, in the opinion of the examining health care
provider, the individual * s needs can be met in
an assisted living facility; and
8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care

© X8)
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provider. The medical examination may be
conducted by a health care provider licensed
under Chapter 458, 459 or 464, F.S.

(b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The formis
hereby incorporated by reference. AHCA Form
1823 may be obtained
hitp://www.firules.org/Gateway/reference.asp?No
=Ref-040086. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. items on the form that may have been omitted
by the health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion. The facility may obtain the omitted
information efther orally or in writing from the
health care provider.

2. Omitted information must be documented in
the resident ' s record, Information received
orally must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c) Any information required by paragraph (a)
that is not contained in the medical examination
report conducted before the individual ' s
admission 1o the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

{d) Medical examinations of residents placed by

A008
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the department, by the Department of Children
and Families, or by an agency under contract
with either depariment must be conducted within
30 days before placement in the facility and
recorded on AHCA Form 1823 described in
paragraph (b}).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429,26, F.8,, and this rule.
{f) Any orders for medications, nursing,
therapeutic diets, or other services fo be
provided or supervised by the facility issued by
the health care provider conducting the medicat
examination may be attached 1o the health
assessment. A health care provider may atiach a
DH Form 1886, Florida

Form, for residents who do not wish

10 be administered

in the case of or .
(g} Aresident placed on a temporary emergency
basis by the Department of Children and
Families pursuant to Section 416.105 or |
415.1051, F.S,, is exempt from the examination
requirements of this subsection for up to 30
days. However, a resident accepted for
temporary emergency placement must be
entered on the facility * s admission and
discharge log and counted in the facility census;
a facility may not exceed its licensed capacity in
order to accept such a resident. A medical
examination must be conducted on any
temporary emergency placement resident
accepted for regular admission

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the health
assessment for one of two residents sampled (#4)|
was incomplete. Findings include:

A review of resident records during the

survey revealed that the health asSessment
for Resident #4 did not address the following
information elements: aj whether the resdent
requiired any assk e with the on of
medication {this was blank) and b} a statement on
the day of the examination of whether in the
opinion of the examining health care provider that
the individual's needs could be met in an assisted
living facility (again, this was blank). Interview with
administrator at 4:15pm on verified that
the health assessment was missing this
information.

Class Hl

58A-5.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and
include:

{a) Resident demographic data as follows:

1. Name;

2.

3. Race;

4, Date of birth;

8. Place of birth, if known;

6. Social security number;

7. Medicaid and/or Medicare number or name of
other health insurance

8. Name, address, and ‘elephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and

9. Name, address, and telephone number of the
health care provider and case manager, if

A008
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applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in Rule
58A-5.0181, F.AC,

(c) Any orders for medications, nursing services,
therapeutic diets, . of
other services 1o be provided, supervised, o
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 §8A-5.020,
F.AC., it applicable.

{g) The resident care record described in
paragraph 58A-5.0182(1}(e), FAC.

(f) A weight record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident ' s health assessment. Residents
receiving assistance with the activities of daily
living must have their weight recorded
semi-annually.

{9) For facilities that wili have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., 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 58A-5,0185, FAC.

(i} A copy of the resident ' s contract with the
tacility, including any addendums to the contract
as described in Rule 58A-5.025, F.AC.

(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
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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 Depariment of Children and Families form
Alternate Care Certification for .,

- {. ..}, CF-ES 1006,
2005, which is hereby incorporated by reference
and available for review at:
http/fwww.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 Families.
(m) Do ion of the appoi ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary
care plan and other documentation that the
resident is a hospice patient as required in Rule
58A-5.0181, FAC.
(o} The resident's s
DH Form 1896, if applicable.
(p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be fimited to the following at
the discretion of the facility:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required in this
paragraph;
3. The health assessment described in Rule
58A-5.0181, FAC;
4. The resident ' s contract described in Rule

A162
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58A-5.025, F.AC, and

5. Ahealth care provider ' s order fora
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.

{q) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
coniract to retain the records for a longer period
of ime. 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 limited mental health,
extended congregate care, or limited nursing
services license are provided in Rules
58A-5.029, 58A-5.030 and 58A-5.031, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the file for one of two residents sampled
{#4) did not contain all required documentation.
Findings include:

At 10:20am on , half-bed rails were noted
1o be attached to Resident #4's bed and they were,
raised. Two unsuccessful attempts to interview
this resident were made between 11am and 3pm
on ; interview with facility staff at 10:40am
on indicated that Resident #4 was a
Hospice client. Review of Resident #4's file found
the following to be missing: a) a current order for
said rails from the resident's physician; b}
documentation verifying that the resident was a
Hospice resident (face sheet w/ doctor's order;
resident/family agreement/consent to hospice
services); ¢} Hospice interdisciplinary plan of care;

A162
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d) other formal documentation from Hospice
proving services and resident’s cooperation with
services, etc. Interview with the administrator at
4:10pmon | . . confirmed that this
documentation was not available for inspection.
Class 1
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0000 Initial Comments

Assisted Living Facility

On , a biennial relicensure survey was conducted at Living Well Community, LLC. Deficient
practice was identified during the survey.

0008 Admissions - Health Assessment

Based on record review and interview, the health assessment for one of two residents sampled (#4) was
incomplete. Findings include:

A review of resident records during the survey revealed that the health assessment for Resident
#4 did not address the following information elements: a) whether the resident required any assistance
with the administration of medication (this was blank) and b) a statement on the day of the examination
of whether in the opinion of the examining health care provider that the individual's needs could be met
in an assisted living facility (again, this was blank). Interview with administrator at 4:15pm on '
verified that the health assessment was missing this information.

Class Il

0162 Records - Resident

Based on observation, record review and interview, the file for one of two residents sampled (#4) did not
contain all required documentation. Findings include:

At 10:20amon ._/ / _, half-bed rails were noted to be attached to Resident #4's bed and they were
raised. Two unsuccessful attempts to interview this resident were made between 11am and 3pm on

; interview with facility staff at 10:40am on s indicated that Resident #4 was a Hospice
client. Review of Resident #4's file found the following to be missing: a) a current order for said rails
from the resident's physician; b) documentation verifying that the resident was a Hospice resident (face
sheet w/ doctor's order; resident/family agreement/consent to hospice services), ¢ Hospice
interdisciplinary plan of care; d) other formal documentation from Hospice proving services and
resident's cooperation with services, ete. Interview with the administrator at 4:10pm on
confirmed that this documentation was not available for inspection.
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RICK $COTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

R , 2015

Administrator

Living Well Community LLC
2222 John Moore Road
Brandon, FL 33511

Dear Administrator:

This letter reports the findings of a biennial state licensure survey that was conducted on
., 2015 by representative(s) of this office.

Attached is the provider's copy of the State (5000-3547) 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 uniess the Agency has
approved another timeframe. Please attach a summary of your corrective action for each
deficiency, including completion dates, on your letterhead. Also include any additional
documentation to support correction of identified deficienci Submit y and
documents to the Field Office no later than , 2016. Staff from this office will
conduct a review of the provided corrective action and supporting documentation to verify that
the necessary corrections are in place to correct the deficiencies identified on your survey,
which may include a desk review or onsite revisit.

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.shiml as a first step in providing a web-based
interactive consumer satisfaction survey system. You may access the questionnaire through
the fink under Health Eacilities 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 Paul Brown, HFES at (727) 552 2000.

rely,

4 (o

Patricia Reid Caufman
‘f“ Field Office Manager

PRC/cht
Enclosure: State (5000-3547) Form

St. Petersburg Field Office

525 Mirror Lake Drive North. Suite 410 A
St Petersburg, FL 33701

Phone: {727} 552-2000: Fax:(727) 552-1162
AHCA MyFiorida.com

Facebook,com/ACHAFlorida
Youtube.com/AHCAFlorida
Twitter. com/AHCA_FL
ShideShare.netiAHCAFlorida




