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Heio | SUMMARY, STATEMENT OF DEFICIENCIES H ] FROVIOER'S PLAN OF CORRECTION P
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e ! REGULATORY OR LSC IDENTIEYING INFORMATION; JR Y] CROSS“"EFERE"?EE 0 C’!’?}EAPPROPR!ATF oATE
i s i DEFICIENS
' g ! | The statements made on this plan of
F 000 : INITIAI COMMENTS | Fooo! correction are not an admtission to and
H H 40 not constitute an agreement with the
' atieged deficiencies herein.
i An unannounced complaint survey, COR# - N :
| 2015011763, was conducted on and ;:;if,‘,’:;i:;’::?i:&‘.‘;:ﬁ‘l‘ﬁi'e cemter :
i - atHedrtland of Tamarac, The i has taken or wifltake the actians set :
: aflegations were substantiated. The facility is not ; foreh in the following plan of :
 in compliance with 42 CFR Part 483, { carrection. The following plan of |
| Requirements for Long Term Care Facifities i carrection constitutes the center's
F 1551 483,10(5)(4) RIGHT TO REFUSE; FORMULATE | F 155 allegation of complince such that al |
<0 | ADVANCE DIRECTIVES i alieged deficiencies cited have been or H
§8=D ; ! will be cortected by the date or dates |
! . B : Indicated. :
| The resident has the right to refuse treatment, to |
refuse to participate in experimental research,
and to farmulate; an advance directive as
specified in paragraph (8) of this section. { A X
° paragtaph (8) Itis the practice of the facility |
The facility must.comply with the requirements to provide admission packets |
specified in subgtart | of part 489 of this chapter which include notice of right :
refated to maintdining written policies and & fuse treat " |
proced ding advance directives. These | © ref U§<>: reatment, t? refuse
requirements include provisions to inform and | to participate in experimental
provide written information to all adull residents ! research, and to formulate an
concerning the right to accept or refuse medical v et .
or surgical treatment and, at the individual's | advanced directive. ‘
option, formulate an advance directive, This { !
includes a writter; description of the facility's | The responsible party for |
policies to implerhent advance directives and Resident #1 was provided an !
applicable Swe faw. i i
admission packet.
! The Admission Director and
! the Admission Coordinator
| This REQUIREMENT is not met as evidenced were educated on completing
loy: the admission packet.
} Based on interview and record review the facility ‘
1 failed to provide an admission packet, which H |
: should have included 2 notice of the rights to ‘I K i
Irefuse o participate in experi |
R S .
ATORY DIRECTOR'S OR PROVIDER/SUPRLIER REPRESENTATVES SIGNATURE THLE 5] OATE
; » 1228 /15

ficiency staterent

ding with an asterisk () denotes a deficiency which the institufion may be excused from cofrecting providing & is determined that

afeguards provide sufficient protection to the patients. (See instructions.) Fxcept far nursing homes, the findings steted abave ure disclosable 90 days
3 the date of survey whathet or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disciosable 14
llowing the date these documeats are made available to the faciiity. If deficiancies are cited, an approved plan of corraction is requisite to continusd

A participation.
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. research and the right formulate advance
| directives, to 1of 5 sampled

L #1) upon
| admission to the facility.

i The findings in¢lude:

Resndent #1 was first admitted to the facility on
Since Resident #1 could not make his

P
own medical orfinancial decisions, a family
; i member acted as his representative.

 An interview was conducted with the Adrmissions
at 10:44 AM. She referred to

| Director on
| the Business Manager when asked to view an
i admission packet for Resident #1,

| An interview was conducted on
AM with the Business Manager. The Business

| Manager reported Resident #1 was admitted

{ under hospice and no admission packet was

| signed. Upon further inquiry, the Business

| Manager stated an admission packet should have

! been provided and signed for by Resident #1's
! representative, The Business Manager also

s at 10:54

An audit was completed on
current residents and patients,
and admission packets were
provided if indicated.

The Admission Director or
designee will complete
random audits of admission
packets weekly x 4 weeks
then monthly x 3 months
thereafter.

Findings will be reported to
the QA Committee by the
Administrator or Designee x 3
months for review and follow
up a5 needed,

Date of Correction:
!

explamed when a resident leaves the facility for

| more than 15 days 2 new admission packet must
| be the

| Although she reperted Resldent #1was cut of the
| facility from to . the Business
Manager confirmed no admlscxon packet was
provxded or signed upon his readmission on

Dunng an interview with the Nursing Home i
| Administrator on 2t4:34 PM, she also |
| confirmed there was no admission packet for i

Resident #1, who had resided in the facility since |

e |

i
i
I
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PRI
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H PROVIDER'S PLAN OF CORRECTION : (X8)
| {EACH CORRECTIVE ACTION SHOULD BE CUM;LfgIOM
A

o
EEIX

TEFICIENCY)

F 155 . Continyed From page 2

Ouring a further interview with the Nursing Home
; Administrator on at 4:55 PM she
reported when she started working at the facifity
she found a stack of incomplete admission
packets and had to recruit staff from other :
; facilities to help.get them completed. The Nursing |
: Home Administiator denied awareness of any :
attempt to get Resident #1's representative to
i sign an admission packet because she said i
: Resident #1 did not leave the facility long enough |
; to require a new packet 1o be signed, She i
i acknowlzdged that no admission packet was ever |
: provided to Resident #1's regresentative. i

H
 Review of the facility's admission packet revealed |
it contained information on advance directives
and the nght to refuse treatment as well as the
! facility policies to implement advance directives,
© 156/ 483.10(b)(5) - (10), 483.10(B)(1) NOTICE OF
$8=0 | RIGHTS, RULES, SERVICES, CHARGES

i
I The facility must inform the resident both arally |
‘and in writing in & language that the resident |
: understands of his or her rights and aif rules and |
! regulations governing resident conduct ang !
| responsibilities during the stay in the faciliy. The |
i facility must also provide the resident with the

» notice (if any) of the State developed under J
1§1919(e)(6) of the Act. Such notification must be |
i made prior to or upon admission ang during the f
; resident's stay, Receipt of such information, and |
i any amendments 1o it, must be acknowledged in |
{ writing. ‘

{ The facility must inform each resident who is i
[ entitled to Medicaid benefits, in writing, ot the time |
; of admission to the nursing facility or, when the |

i

F 55

|

|

1

{
Itis the practice of the facility |
to provide admission packets {
i which include the admission f
[ agreement with notification of |
charges, the resident’s bill of i
rights, facility admission and
discharge policies, and
information on advanced
directives.

The responsible party for

i Resident #1 was provided an
H admission packet, |
: i
| |
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|
! 0
F 156 Continued From page 3 F 156,

resident becomes eligible for Medicaid of the
iterns and services that are included in nursing
’ facility services under the State plan and for
| which the resident may not be charged; those
, other items and services that the facility offers
" and for which the resident may be charged, and
i the amount of charges for those services; and
tformm each resident when changes are made to
i the items and services specified in paragraphs (5)
| (i)(A) and (B) of this section,
i

{ The facility must inform each resident before, or
| &t the time of admission, and periodically during
he resident's stay, of serviges available in the
aclity and of chiarges for those services,

; including any charges for services not covered
! under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
+ legal rights which includes:
i A description of the manner of protecting personal
| funds, under paragraph {z) of this section:

' A description of the requirements and procedures

for establishing sigibitty for Medicaid, including

i 1924(c) which determines the extent of a couple's

£ non-exempt resodrces at the time of

Hinstitutionalization and atirib to the

| spouse an equitable share of resources which

| cannot be considéred available for payment

; toward the cost of the institutionalized spouse's

! medical carg in his or her process of spending
down to Medicaig eligibifity levels.

’Apostlng of names. addresses, and telephone
; numbers of all pentingnt State client advocacy
1 groups such as the State survey and cerfification

the right 1o reqiiest an assessment under section |

The Admission Director and
the Admission Coerdinator
were educated on completing
the admission packet,

An audit was completed on
current residents and patients,
and admission packets were
provided if indicated,

i
i
i

The Admission Director or
designee will complete
random audits of admission
packets weekly x 4 weeks
then monthly x 3 months
thereafter.

|
|
|
|
|
|
i

;
|

!
|

Findings will be reported to
the QA Committee by the
Administrator or Designee x 3
months for review and follow
up as needed.

Date of Correction:

/
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TG | REGULATORY OR LSC IDENTIFYING INFORMATION) e | ORCSS-REFERENCED TO THE APPROPRIATE paTE
i ! DEFICIENGY) i
g T :
| i
F 156 Continued From page 4 ; F 156 i

» agency. the State fioensure office, the State : !
ombudsman program, the protection and

i advocacy network, and the Medicaid fraud control ‘ H i

! unit; and a statement that the resident may filea i

, complaint with the State survey and certification ! i

{ agency concerning resident , neglect, and i

; misappropriation of resident property in the H : . l

| facility, and non-compliance with the advance i |

" ditectives requirements, | !

i
The facifity must inform each resident of the
name, speclally, and way of contacting the
physician responsible for his or her care.

| written information, and provide to residents and

. applicants for admission oral and written
information about how to apply for and use

. Medicare and Medicaid benefits, and how to

| receive refunds for previous payments covered by

¢ such benefs, |

|
i ; ! .
|

i

)

!

H i
The facility must prominently gisplay in the facility |

|

i

i This REQUIREMENT is not met as evidenced |

oy

’ Based on interview and record review the facility f
failed to provide an admission agreement with
notification of charges, the residents bill of rights, |

| facility admission and discharge policies, and i

!information on advance directives for 1 of 5 :

i sampled residents (Resident #1) resident's (

: representative upon admission. This failure to :

| disclose the charges and conditions of Resident |
#1's stay upon admission prevented the family
from managing his income properly to cover his |

| expenses

i

| The findings include: : | |
I CMS-2887(02-99) Previous Versions Obsoiets Event D 81Xe1 Facifity ID: 100826 If continuation sheet Page Sof §
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F 156 | Continued From page 5 L OFse)

: Record review revealed Resident #1 was first : ‘ :
 admitted to the faciity on 11/ . Resident#1 | : N {
was unable to make his own medical o financial | i
! decisions, a family member acted as his '
i representative. i H
| An interview was conducted with the Admissions

 Director on 11/ a3t 10:44 AM. The
d ions Director i or their
represemahves are informed upon admission of
their copays and deductibies when they sign the |
w admission packet. She referred (o the Business !
 Manager when asked 10 View an atmission i ]

i packet for Resident #1 i

|

i An interview was condutted on at10:84 | | :
AM with the Business Manager, who reported she i !
had been at the facility for § years. The Business |
i Manager reported Resident #1 was admitted ! :

l under hospice and no admission packet was [ !

| signed. Upon further inquiry the Business i i °
Manager stated an admission packet should have

| provided and signed for but persons who no ! |

, longer worked there did not get this done. The !
Business Manager also explained when a 1

{ resident leaves the facility for more than 15 days | :

i @ new admission packet must be completed by i |
the resident/representative. Although she | ]
\
|

| reporied Resvdenl #1 was out of the facility from
, the Business Manager
 admitted no admission packet was provided or |
' signed upon his readmission on :
| Business Manager confirmed Residont #1's i
charges were not discussed with his ;
! representative when he came off of hospice on | i
i because she said there was no patient i |
| responsibility at that ime and she didn't know |
: there would be a patient responsibility. The |

M CMS-2887(02:59) Previous Versions Dbsotete Evemt ID:61XP41 Facilly ;120626 If continuation shest Page 8 of &
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F 156 . Continued From page 6 F 156"

: Business Manager stated Medicaid sends a letter |
directly 10 the responsible party and the facility,

{ letting them know of the patient responsibility ang '
she herself also tells the responsible party of the |

' patient responsibility after she sees the letter. The

; Business Manager was unable 10 provide |
L ion of this di ion, The Busi
Manager denied providing Resident #1's !

I representative a written notification of his charges

1 when his payor source changed to Medicaid !

| Bgain on .

i

. During an interview with the Nursing Home A

i Administrator on 2t 4:34 PM, she also |

; confirmed there was no admission packet for
Resident #1, who had resided in the facility since |

i The Nursing Home Administrator stated |
there was nothing signed by Resident #1's

! representative until the facility refused to readmit

| Resident #1 from the hospital for nonpayment of

: charges and the representative signed for his

| payment arrangements.

* During another interview with the Business

| Manager on at 4:54 PM, she stated she

i did not have a letter of approval for Medicaid for
Resident #1, therefore she did not receive one ;

!and did not know he had a patient responsibility |

! until they started seging the bilis i

i
: During a further interview with the Nursing Home |
| Administrator on at4:55 PM, she
reported when she started working at the facility

| she found a stack of incomplete admission i
| packets and had to recrult staff from other i
; facilities to help get them completed. The Nursing !
{ Home Administrator denied awareness of any H
i attempt to get Resident #1's representative o |
: sign an admission packet because she saig

i

|
|

i
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s DEFICIENCY}

-]
COMPLETION
DATE

F 156" Continued From page 7
. Resident #1 did not leave the facility long enough
to require a new packet be signed. She
i acknowledged that no admission packet was ever
; provided to Resident #1's representative.

Review of facility admission packet revealed it
| contained an admission agreemont, resident's bill
* of rights, advance directive information, the
I facility's admission and discharge policies, state
' resources such as advocacy groups,
( board rates, and a list. but not the standard
charges, of covered and nongovered services
i and supplies.

F 186’ |
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TAG REGULATORY OR 18¢ IOENTIBYING INFORMATION) TAG CROSE-REFERENGED 1O THE APPROPRIATE DAYE
DEFICIENCY) i
) ; : The Satemints mage on iy alam oF
NOOO INITIAL COMMENTS N 000 i COrrECtion ars ot gn admission to and
i 90 not canstitute ap agreement with e
An unannounced icensure complaint survey, : dlieged deficiencies herein.
CCR# 2015011763, was conducted on 11/23/15 N ;
g H To remain in compiiance with i
and 11725115 at Heartiand of Tamarac, The : Fedaes! net stare regutstions. the center !
 allegations were substantiated. The focility had | | Fi35 taken or will take the sctions sey i
deficiencies at the time of the invastigation. : i forthin the following plan of |
: ! i  Torection. The following pian of |
. . N : Correction constitutes the center H
N 030‘~ 59A-4.106(1)(=) FAC Resident Notice of Poligies § NO30 g:eaz(van qvw:omvlsanre s::: (:(afan !
$8=0! [ ! slleged deficiencies cited have been or :
 Each resident will receive, at the time, of | ! will be €0rrectes by th date or dotes i
admission and as changes are being made and  ° | indicates. 1
1 pon request, in a language the resident orhis | | H
« representative understands ! i Itis the practice of the facility !
; . : i isei i
1. Acopy of the resident's bill of rights i i to Proycde admlssvuon pac.kets |
i conforming to the requirements in Section 1 ! which include notice of right i
[ 400022 F8. ) N i i to refuse treatment, to refuse !
: dzisé; ‘;‘(’gg gg;ﬁ;?‘g'{’z s admission and : ' to participate in experimental i
; 3. Information regarding advance directives | | research, and to formulate an |
: i ) advanced directive. !
; ! |
N H N I
H : The responsible party for i
i . f !
: ; Resident #1 was pravided an ;
) i admission packet, !
P !
i H | - N |
! This Statute or Rule is not met as evidenced by: i The Ad""ss_m" Director and !
| Based on interview and record reviaw the facility f | the Admission Coordinator !
i faéi?ed o hafve ?n ?dmission pack%t sitgn?‘g upé)n { i were educated on completing
{ admission for 1 of 5 sampled residents (Resident { h jeci i
i #1) o ta provide the required information (o the 2 | the admission packet. :
! resident's representative including the resident's ] { i
U bill of rights, facility agmission and discharge i ! An audit was completed on |
! policies, and information on advance directives ‘ i current residents and patients, |
i The findings include: ; ! and admission packets were |
; i | provided if indicated. |
1 Record review revealed Resident #1 was first i |
8t 3020-0067
TORY ECTO OR TER ENTATE S’GNATQQE TTLE {X8) OATE
; et/ /3/28/ 15~
“ORM e §1XP1 ~  continuation skeet 1 o7
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OEFICIENCY)
‘ i
NO30. Continued "rom page 1 N O30

samitted {0 the faclity on Resident #1
" was not able to make his own medical or financial
: decisions, a family member acted as his
! repressntative

. During an interview with the Businaess Managsr
on 11/25/15 at 10:54 AM she reported Resident
! #1 was admilted under and no admission |
| packet was signed Upon furtherquestloning the
; Business Manager stated an admission packet !
" should have been provided and signed for but the |
; brior admissions personnel did not get this done. |
| The Business Manager also explained if & H
; resident leaves the facility for more than 15 days |
| @ new admission packel must be completed by
the resident/representative. Although she 1
1 reported Resident #1 was out of the facility from
; o - the Business Manager
: admitted no admission packet was orovided or |
: signed upen his resdmission on §

1
I
i

i
: During an interview with the Nursing Home

| Administrator on 1125/15 at 4:34 PM, she also
i confirmed there was no admission packet for i
| Resident #1, who had resided in the facility since |

| During & further interview with the Nursing Home

| Administrator on 11/26/15 at 4:55 PM« she

| reporied when she started working at the facility |

: there was a stack of admission packets that had

I'not been completed and she recruited staff from

¢ other facilities to help get them completed, The

| Nursing Home Administrator denied awareness of|

| any attempt to get Resident #1's fepresentative to |

! sign an admission packet because she saig

| Resident #1 did not leave the facility ong enough !

to require x new packet be signed. She {

| acknowledged that no packet was ever provided

| to Resident #1's representative, i
o S020-005 T
FORM

The Admission Director or
designee will complete
random audits of admission
packets weekly x 4 weeks

: then monthly x 3 months

i thereafter,

Findings will be reported to
i the QA Committee by the
H Administeator or Designee x 3
months for review and foliow
up as needed.

Date of Correction:
12/25/2015

i
|
i
I
i
|
|
i
I
i
|
{
[
H
|
|
|
|
|
|
|
L]
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N 030, Continued From page 2

Review of the admission packet revealed it {
contains the resident's biff of rights, facility's
admission and discharge policies, and advance 1
directive informatgn i

Class 1) !

N 037! 400.151(1-2) F 5, 59A-4.106(1)(b) FAC Resident | No31
83D Contracts :

400,151, £5 i
i

(") The presence of each resident in g facifity ;

: shall be covered by a contract, executed by the )
licensee und the resident or his or her designee :

i or legal rep ive ot the time of agmi ion or ;

1 priof thereto and at the expiration of the term of 3 {
pravious contract, and modified by the licensee

; and the resident or his or her designee or legal

! representative at the time the source of payment |

 for the residents care changes. Each panty to the |
contract is entitied to & duplicate original thergof, |

i printed in boldfaced type, and the licenses shall

* keep on file all contracts which it has with
residents. The Jicensee may not destroy or

: otherwise dispose of BNy such contraet until &

| years sfter its expitation or such {onger period as

: May be provided in the rules of the agency,

Microfilmed records or records reproduced bya

simifar progess of duplication may be kept in lieu

of the original records i

|
|

(2) Each contract to which this saction applics 5
shall contain express provisions specifically i

setting forth the services and aocommodations to |
| be provided by the licensee, the rates or charges

therefor, bed reservation and refund policies. ang

!
- @ny other matters which the parties deerm ;
A o SO0 e S S
TAYE FORM ez

HIXP1T

STREET ADDRESS, CiTy, STATE, 7P CODE
5801 NW 79TH AVENUE

+_ PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE AGTION SHOULD BE

CROBS-REFERENCED TO THE APPROPRIATE

OEFICIENCY)

Itis the practice of the facifity
to provide admission packets
which include the admission
agreement with notification of
charges, the resident’s bill of
rights, facility admission ang
discharge policies, and
information on advanced
directives,

The responsible party for
Resident #1 was provided an
admission packet.

The Admission Director and
the Admission Coordinator
were educated on completing
the admission packet.

An audit wag ctompleted on
turrent residents ang patients,
and admission packets were
provided if indicated.

(X3} DATE SuRveY
COMPLETED

117252018

! X5)
! commiere
i paTE

'
¢
'

Hcontinugtion sheet 3 of 7
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DEFICIENCY) :
N3t Continued From page 3 ; NO3t

appropriste. The licensee shall attach to the '
contract a list of services and supplies available
but not covered by the per diem rate of the facility
or by Titlss XVill and XiX of the Social Security |
Act and the standard charge 1o the resident for {
each ilem. The licensee shall provide written i
notification to each party fo the contract of ary

- shanges in any attachment thereto, no fewer than ;
14 days in advance of the effective date of those |
changes. The agency shall specify by rule an f
alternative method for notification of changes in

| the cost of supplies. If the resident s a partyto
the contract, the licensae shall provide him or her |
with 2 written and oral notification of the changes. |

| 89A-4.108(1)(h), FAC
i Each resident admitted to the facility shall have a

| Contract in accordance with Section 400.181, F. 8.
which covers;

o 1 Alist of services and suppliss, complete with & |

list of standard charges, available to the resident, |
 but not covered by the facility's per diem or by !
 Title XVIit and Title XIX of the Soclal Security Act |
Iand the bed reservation and refund policies of the |
i facility.

: continuing care, and is transferred from
{ independent living or
| assisted living fo the nursing home section, a new
contract need not be execyted: an addendum
; shall be attached to describe any additionat |
: Services, supplies or costs not included in the i
most recent contract that is in effect. i
|
:

!

2. When a resident is in 2 facility offering ]‘
i

i

|
T a— T ——
RM

62

!'
|

i
|
!
J
;
|
i
!
1
|
i
|
|
ll

E1XP11

The Admission Director or
designee will complete
random audits of admission
packets weekly x 4 weeks
then monthly x 3 months ;
thereafter. i
i
i
|

Findings will be reported to
the QA Committee by the |
Administrator or Designee x 3 ;
months for review and follow

up as needed. i

Date of Correction:
12/25/2015 F
)

I
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i
N 031" Continued From page 4 [ o i

This Statute or Rule is not met as evidenced by:
Based on interview and recard review the facility

; falled to have an admission agreement/contract
signed upon admission, upon the subsequent
changes of payor source, or upon readmission for:
1 of 5 sampled residents (Resident #1). This

i faiture to communicate up front charges for his

; tay prevented the family from making an

. informed decision about his placement and
resulted in unexpected charges against his funds
after the funds had already been dispursed.

The findings include:

i Record review revealed Resident #1 was first
admitted to the facility on . Resident #1
was unable to make his own medical o financial

| decisions and a femily member acted as his

' representative.

Director on 11/25/15 at 10:44 am. The
dmissions Director explai or their
' representatives are informed upon admission of
: their copays and deductibles when they sign the
: admission packet. She referred 1o the Business
; Manager when asked to view an admission
packet for Resident #1.

. Aninterview was conducted on 11/26/15 at 10:54

am with the Business Manager, who reported she
had been at the tacility for 9 years, The Business

Manager reported Resident #1 was admitted

]
‘ |
, An interview was conducted with the Admissions }
]
]
i

i under . and no admission packet was |
| signed. Upon further questioning the Busingss H | |
SAForm 3020-0061 -

TE FORM bl BIXP11 H continuwton sheet & ot 7
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N031’ Continued From page 5

1

; |

" Manager stated an admission packet should have
been provided and signed for but she did not

; know why the prior admissions team, who no

. longer worked there. did not get this done. The

! Business Manager also explained when a

i resident leaves the facility for more than 15 days

: @ new admission packet must be completed by

| the resident/representative. Although she

. feported Resident #1 was out of the facility from

’ to . the Business Manager

{ admitted no aumission packet was provided or

 Signed upon his readmission on .
Further, the Dusiness Manager admitted Resident

» #1's charges were not discussed with his

i representative when he came off of on

B because she said there was no patient
responsibifity at that time and she didn't know

, there would be 2 patient responsibility. The

' Business Manager stated Medicaid sends a letter

i directly to the responsible party and the facility

i letting them know of the patient responsibility and

! she herself also fells the responsible parly of the

+ patient responsibility after she sees the lefter. The
Business Managsr was unable to provide
documentation of this discussion. The Business

i Manager denied providing Resident #1's
representative a written notification of his charges

; when his payor source changed to
again on B

1 During an interview with the Nursing Home

. Administrator on 11/25/15 at 4:34 pm, shealso |
confirmed there was no admission packet for H

, Resident #1, who had resided in the facility since |

. The Nursing Home Administrator stated

' tnere was nothing signed by Resident #1's

| representative until the facliity refused to readmit i

| Resident #1 from the haspital for nonpayment of {

| charges and his represnetative signed for {
payment arrangements ;

NOHt |

]
\'
|
|

i
|
|
|
|

A Form 3026-0001
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N 031 Continued From page 6 ! N 031
I
: {

DBuring another interview with the Business

. Manager on 11/25/15 at 4:54 pm she stated she
did not have a letter of spproval for for

i Resident #1, therefore she did not receive one

+ and did not know he had a patient responsibility
until they started seeing the bills,

i

1

1

i

i

b

» During further interview with the Nursing Home | |
, Administrator on 11/26/15 at 04:55 pm she !

reported when she started working st the facility | |

! there was a stack of admission packets that had 1 |

1 not been completed and she recruited staff from | |

 other facilities to help get them completed. The J [
" Nursing Home Administrator denied awareness of|

' any attempt o get Resident #1's representative to i |

+ sign an admission packet because she said | |

Resident #1 did not leave the facility long enough, i

since she had been there, to require a new |

i packet be signed. She acknowledged that no I

admission packet was ever provided to Resident
! #1's representative. I‘
i

" Review of tha facility admission packet revealed it |
" contains the admission agreement, room and
board rates, and a list of covered and noncovered
services and supplies. It was also noted that the

i provided fist of noncovered supplies and services | !
H did not include the required listing of standard
; charges.

Class it

i
SKForm 3020-0051
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RICK SCOTT
GOVERNOR

B ELIZABETH DUDEK

V SECRETARY

———— , 2015

Administrator
Heartiand Of Tamarac
5901 NW 78th Avenue
Tamarac, FL. 33321

RE: CCR #2015011763
Dear Administrator:

On , 2015 and , 2015, a comp!ainf survey was conducted in your
facility by a representative of this office.

The purpose of this visit was to determine if your facility was in compliance with requirements
for nursing homes participating in the Medicare and/or Medicaid programs. Your facility was
found not in substantial compliance with the participation requirements.

Enclosed are the provider's copies of Form CMS-2567 (Statement of Deficiencies and Plan of
Correction) and State (3020) Form. These forms reference the deficiencies that were identified
during the visit. You will not receive a copy of this letter and attachments in the mail; you
will only receive this faxed report.

A Plan of Correction (POC) for the deficiencies must be submitted to this Field Office 10 days
after your facility receives the faxed Form CM8-2567. Failure to submit an acceptable POC
within ten (10) days after receipt of the faxed statement of deficiencies may result in the
imposition of remedies. You will be notified by telephone or fax if your POC is found to be
acceptable. If your POC is found to be unacceptable, you will be informed in writing. The
correction date indicated by the facility shall be after the date of survey exit. Deficiencies shall
be corrected no later than , 2015.

Your POC must contain the following:

. What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

. How you will identify other residents having potential to be affected by the same
deficient practice and what corrective action will be taken;

. What measures will be put into place or what systematic changes you will make to
ensure that the deficient practice does not recur; and,

. How the corrective action(s) will be monitored to ensure the deficient practice will not

recur, .., what quality assurance program will be put into place.

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Deiray Beach, FL

Phone:(561) 381-5840; Fax:(561) 496-5924
AHCA MyFilorida.com

Facebook com/ACHAFIorida

- -.... ~COm/AHCAFlorida

- Twitter com/AHCA_FL
SlideShare netAHCAFlorida




Heartland Of Tamarac
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Page 2

Recommended Remedies:

Please note that this letter does not constitute formal notice of imposition of alternative

sanctions or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that termination or any other sanction is warranted, we will
provide you with a separate formal notification of that determination.

Remedies will be recommended for imposition by CMS if your facility has failed to achieve
substantial compfiance by the revisit, Informal dispute resolution for the cited deficiencies will
not delay the imposition of the enforcement actions recommended. A change in the
seriousness of the noncompliance found may result in a change in the remedy recommended.
When this oceurs, you will be advised of any change in remedy.

« Civil Money Penalty, in an amount and duration to be determined by CMS.

« A mandatory denial of payment for new admissions will be imposed , 2016 if
substantial compliance is not achieved by that time.

« Termination of Medicare Agreement. We are recommending to the CMS Regional Office
andfor State Medicaid Agency that your provider agreement be terminated on , 2016
if substantial compliance is not achieved by that time.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, the CMS
Regional Office or State Medicaid Agency will impose the other remedies indicated above, or a
revised remedy, if appropriate.

Informal Dispute Resolution:

In accordance with §488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. To be given such an opportunity, you are required to
send your written request, along with the specific deficiencies being disputed, and an
explanation of why you are disputing those deficiencies, to:

Attention: 1DR Coordinator

Agency for Health Care Administration
2727 Mahan Drive, Mail Stop 9-A
Tallahassee, Florida 32308

FAX (850) 414-6946

or
Phone number: {850) 412-4301
IDRCoordinator@ahca. myflorida.com

The IDR request must be sent during the same 10 days you have for submitting a Plan of
Correction for the cited deficiencies. An incomplete informal dispute resolution process will not
delay the effective date of any enforcement action.
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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://ahca.myfl orida;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 cons application of the survey

process.

Thank you for the assistance provided to the representative. “If you have questions, please

contact this office at (561) 381-5840.
Sincerely,
@ 04 DN

Arlene Mayo-Davi
Field Office Manager

AMD
Enclosure
R6WB



