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£ 000! INITIAL COMMENTS £ 000 The s!a'temems made in tl?zs Aplan of
. correction are not an admission to
An unannounced Recertiication ‘survey was and do not constitute an agreement
conductad on 5/16/16 to 5/19/16 at Heartiand with the alleged deficiencies herein.
Health CT?:: and Rehabilitation Center o:’Bmm To remain in compliance with all
Raton. facility is not in compliance with 42 s
CFR Part 483, Requirements for Long Term Care Federal and State regulations, the
Faciiitles. center has taken or will take the
F 364 | 483,35(d){1)-(2) NUTRITIVE VALUE/APPEAR, €364] actions set forth in the following
$9=0 | PALATABLE/PREFER TEMP plan of correction. The following
Each resident receives and the faciity provides plen of correction constitutes the
food prepared by methods that conserve nutritive center allegation of compliance. All
va:uo:. :‘:vor, and appeadrar;%?; and food that is alleged deficiencies cited have been
palatable, attractive, and at the praper 2
e oy or wﬂl be: corrected by the date or
dates indicated.
This REQUIREMENT is not met as evidenced F364 - It is the practice of the center |
iby: . N ! -
Byasad on observation, interview, and record to ensure tl3a_t each resident receives :
! review itwas determined the facility failed to and the facility provides food !
| provide ert? food IP'"PG':"" by m'sth:di g“" prepared by methods that conserve *
i eonsewza":\:ud ive va uaw'a.:;‘ o avar for or';ered nutritive value and flavor. :
! pureed diet i
i o X Pureed vegetables will be reviewed |
| The findings included: 3x week for 4 weeks to ensure they |
: Dyring the kitchenffood service sanitation tour are prepared as close to meal service|
P ducted on 05/16/16 at 9 AM It was noted that hours as possible. ]
4 14 steam table pan of what appeared to be PSS A e
! purred vegetabies was located within the walkin In-service will be conducted with
i mﬂlge;&ar. An interview conducted with staff A, the Cooks on appropriate l
| the facility cook revealed the pan was pureed arafion ti o
i rrixed vegetables. The cook further stated that prep on time frames for pure d i
| she cooked and pureed the mixed vegetables vegetables. :
l early in the morning of 05M6/16 and then |
| refrigerates the pureed vegetables for several i
ESERTATE S SIGNATURE TE _ C3)
///
that

Any deficiancy statement ending with
othet saleguards provide sufficlent prataction to iha patients. (See Instructions.) Except
following the Gats of survey whether of not a pian of cof
days following the date these ducuments sre made gvsilable ta the
program participation.

‘an asterigk (7} denctes a defidlency “which (he Institution may ba excused from comacting providing it s deta

for nursing homes, the findings stated above are distiosable 90 days
trection is provided Far nursing homes, the above findings and pians.
facilty. if deficloncies are cited, an approved plan of correction is requisite to continued

of corraclion are disclosable 14
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F 364 Continued From page 1 £ 3g4| Dietitian and {or des?gnee will
hours, then reheats the pureed vegetables, then randomly audit trayline as ?1055 to
holds them on ;he steam tables, to be served at meal service hours as possible to
12 PM. It was discussed with the cook the N i i
prolonged cooking, and reheating of vegetables c.nsuie apprfopnatc preparam‘vx'z
negatively effects the nutrient content of the ) or p 2
vegetables. The cook stated that this procedure times per week for a period of four
is done on a daily basis and was unaware that all 4} weeks and randomi; thereafter
vegetable should be cooked as close to meal (f ) 2 th Y
service hours as possible. or 2 months.
Areview of the facility’s diet census for 05/16/16
revealed there were 4 facility residents with The Dietitian and/or designee will
physician ordered pureed diet " the
F 371 | 483.35() FOOD PROCURE, F 371 ‘e% findings ﬁ“;“}mly by ?d“’ al
SseF | STORE/PREPARE/SERVE - SANITARY QAk&A committee for additio

i The facillty must -
{(1) Procure food from sources approved or
| considered satisfactory by Federal, State or local

authorities; and
{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
b

Y \

Based on observation and interview it was
W the facility failed to store, prepare,

[stribute and serve food under sanitary
conditions that included: failure to hold hot and
cold foods at reguiatory temperatures, proper
handling of food to prevent contamination, and
discarding of womn food preparation equipment.

The findings included:

recommendations if watranted.

Correction date: 06/19/2016

F371 - It is the practice of the
facility to store, prepare, distribute
and serve food under sanitary

. conditions

1a) Frozen ice packs were obtained
the same day and placed in the
thermal bags.

1b) The storage rack was replécsd
the same day.

1c) A new set of cutting boards was
purchased.

H
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i

£ 371 Continued From page 2 Fart l 2) The service from the satellite
1) During the Kitchervfood service observation kitchen has been suspended, Food is
tour conducted on 05/16/16 at 8:55 AM delivered via a food cart on ;
accompanied with the Food Service Director the individual trays to patients who take

i following were noted: N . N .
their meals in the main dining room.

{ (a) During the kitchenffood service observation

{ tour it was noted that 2 thermal bags were .
idocumentedas , lunch for 2 tacility | . .
| residents {1 non-sampled and Resident #97) on To-service will be conducted with
0516/16 and 05/17/1:0.d Soth bagcgled lunches the Cooks and dietary staff on
included perishable foods that in uded an egg 1anemént ofice acks into thermal -
aiad sandvwich and a turkey sandwich. Futher s containi e oblo ceal for -
observation and inferview with the Food Service & Ing p ]
Directer revealed that the bagged lunches were patients receiving offsite. ¢
nat going to be sent with a frozen;e pack to i
ensure that the cold perishable food remained at : . .

@1 degrees Fahrenheitor below. The director Tn-service will be conducted with
stated thet the dietary depariment does not have the Cooks and dietary staff on

any of the frozen ice packets to be included with potifying appropriate staff of need
the bagged lunches. for repairs or replacement of

(b) Observation of the 3 shelf storage rack where equipment. H
clean food preparations pots, pans, and gerving

utensils were being stored was notgrd to have an In-service will be conducted with
area of chipping and peeling paint. ‘here was the N

potantial that the peeling paint could fall nto the | the Cooks and dietary staff on faod
pots, pans, and serving utensils ~ sapitation

{¢) Five of five ccn‘\mercial colored cutting boards Lo . .

wate noted to have numerous large cut grooves Dietitian and /or designee will

t could potentially harpor bacteria fesulting in randomly audit thermal bags for

food contamination. | | = , _.; patients for the placerment of]
2) Duting the abservaiion of the lunch meal in the ice packs into thermal bags .
tmain dining foom on 05//16/16 at 12:38 PM itwas containing portable meal for patients
noted that the hot focds ’I:{ the lunch were . receiving offsite 3 times per
deiivered 1o the sateliite kitchen in the main dining K ur W and
room . Instead of placing the pans of hot foods in Wezk::lr aﬂ;:en ZgOfffo y meek';

the steam table wells o keep the food hot the randomly thereafter for 2 months.

FORM CMS.2567(52:89) Previous Versiens Cbsolete Event {0:DLEKIT Facilty 10: 95044 i continuation shest Page 3of 9




FromIFLORIDA AGENDY HEALTH 567 406 5924 08/27/2016 14:37 4248 P.00B/ 05

PRINTED: 057272016

DEPARTMENT OF HEALTH AND HUMAN SERVICES R APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 09380391
OF ®y JERICLIA (X2) #ULTIPLE CONSTRUCTION
AND PLAN OF e ER: A, BUILDING
105852 8. WING U 05/49/2016
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e 1D "SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION 51
PREFIX (EACH DEFICIENCY MUST 8€ PRECEOED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULD BE COMPLETION
YAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 58 TOT oATE '
DEFICIENCY)
[_— ietitian and for designee will
F 371 Continued From page 2 Fant Dmctll ::11 a:udi: stora; g:racks and
i cook placed the pans of the entrge, starch, and ran ,D Y in th 2 itchen f
vegetable on top of the covers to the steam table cutting boards in the ‘?m en 101
‘é”:if; 8 th : possible chips or peeling paint 3
urther observation noted staff B, the coak plated 3 week for a perjod of four
up 3 Tuna Noodle Casserole’s to bs served to the times per 4 randoml the?r eafter for 2 :
residents. It was then noted that the cook realized weeks and randomly theres :
jthat an incorrect serving spoon was being utilized months N H
| for a serving of Tuna Noodle Casserole and
{ proceeded to pick up the casserole with gloved e . "
! hands and place the entrees back into the steam Dietitian and /,or designee Ynn
table pan of Tuna Noadle Gasserole. The cook randomly audit 5 trays dunn_g
was then observed fo s;ge the rest of the funch trayline for appmpria:e serving of
meal without changing gloves after handling the food 3 times per week fora period
foods with his gloved hands. of 4 weeks a:d tomly the reafter
This deficiency had the potential to effect 74 of for 2 months.
tha facility's 76 residents. :
F 425 ] 483.60(a),(b) PHARMACEUTICAL SVC - F425 ‘etiti - designee will
‘s5=0 | AGCURATE PROCEDURES, RPH The Dietitian and/o o g’; Py
. report findings monthly X tothe
The facility must provide foutine and emergency QA&A committee for additional
drugs and biologicals to its residents, or obtain dations if d
them under an agreement de{:cr'med n
§483.75(h) of this part, The ility may permit N
anicensed personne! to administer drugs if State Correction date; 06/ 19/2016
Taw permits, but only under the generat
supenvision of a ieensed nurse. F425 - It is the practice of the center
Afacility must provide pharmaceutical services to ensure that medications are
ggyuding procedures that assure the accurate available as prescribed.
cquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet . . N ;
the needs oig each ,esigfnt ogieale) Resident #50 §tﬂl resides at t.he .
facility. A review of his medications
The facifity must employ or obtain the sesvices of was conducted to ensure
a licensed pharmacist who providas consultation ilabili
on all aspects of the provision of pharmacy availability.
services in the facility.

FORM CMS-2567(02.99) Pravious Virsians Dosolele Evaet ID:OLBKY Facllty (D: 35044 i continuation sheet Page 4 of §
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F 425 Continued From page 4

by.

Rased on observation, interview and poicy

review, the facility failed to provide prescribed
medications in a timely manner for 1of $

; (i #50), as evidenced by an
: ilabl during the i
administration observation.
The findings included:

3t 09:30 AM with Staff C, a Licensed

| Practical Nurse (LPN), it was noted that the box

¢ the prescribed medication 28
| medication that treats

: (
[ Resident #50 was empiy ana e

| medication was not available to be given. StaffC
i checked the emergency medication kit tg see if
| the medication was avallable and it was not. Staff

; € then called the pharmacy to refill the daily
! routinely ordered medication. Staff C was

{ Informed that the medication was already calied

Hin. '

| During an interview with Staff C directly after the

i ggdlwion administration observation, it was
! the medication gets down 1o 4 or 5 doses left.

!

§ Duting a0 interview on 05/19/16 at 11112 AM the
! Diractor of Nursing (DON) stated the medication

-for Resldent # 50 was requested on

unday,

This REQUIREMENT is not met as evidenced

During medication administration observation on

vealed that it is the nurse's responsibility to call
1 in refills fo the pharmacy. Staff C further stated
| medication refill requests should be done when

at 2:55 PM. The DON further

F 425 Like residents were identified and

reviewed.

In-service will be condugted with
the licensed nursing sta‘g on
ensuring medications are vailable
as prescribed.

: A review of the medjcation carts
was completed to ensure
medications are available as

 prescribed.

| Assistant Director of Nursing and/or

f designee will randomly audit the

i medications of five patients 2x week

! for a period of four (4) weeks to
ensure medications are available as
prescribed.

The Assistant Director of Nursing |
and/or designee will report findings |
monthly x 3 to the QA&A
committee for additional i

dations if d

Correction date: 06/19/2016

I

7(02-48) Pravious

Event NOLIKH

Faciliy 1: 95044
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!
£ 425 | Continued From page § F 425
stated the medication shouid have arrived on
Monday morming, . prio 1o the next due
dose. The DON stated she spoke with the *
pharmacy manager to inquire as to why the \

rmedication had not been delivered, and was told
ft was too s00n for the refill. The pharmacy sends .
2 2 week supply of this category rmedication . The R
surveyor questioned it any communication was
sent denying the medication refill The DON
stated that the pharmacy usually will send a note
ifa medication was not issued .The DON further
stated that no communication was sent because
pharmacy realized it was their mistake and
issued the medicalion that avening. The
medication was administered on at8:18
PM.

Review of facilty documentation in the
rriedication room revealed medications must be
reordered timely to avoid the resident running out

and missing doses. \ .
F 431 | 483.60(b), (3), (&) DRUG RECORDS, Fa3t . .
55=p | LABEUSTORE DRUGS & BIOLOGICALS F431 - It is the practice of the center
to ensure proper storage of ... ;
The faciity must emplay or obtaln the services of and . :
a licensed pharmacist who establishes 2 system !
of records of receipt and disposition of all . . . H
controlled drugs in sufficient detail to enable an Resident #86 still resides at the :
accurate reconciidtion; and determines that drug facility. was removed and H
rgllords are in order and that an account of all dered
Snirolied drugs is ined and p " reordered. was
reconciied. discarded. :

Drugs and biologicals used in the facility must be
Jabeled in accordance with currently accepted
! professional principles, :"nud include the :

| app! f Y
| instructions, and the expiration date when i

‘FORM CMS-246T{02-59) Previous Versions Obssiate Evont 10:DLEKT Fatlty 1 85044 1f cantinyation sheet Pags §of 9
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Like residents have been identified
and reviewed.

F 431} Continued From page 6 £431

i applicable.

{ In accordance with State and Federal laws, the
 facility must store all drugs and biologicals in

{ locked compartments under proper temperature
i controls, and permit only authorized personnel to
; have access (o the keys.

A review of the medication carts
was completed to ensurétproper
storageof  and .

In-service will be conducted with
the licensed nursing staff on proper
storage of and

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule It of the

C ive Drug Abuse Prevention and

CGontrol Act of 1976 and other drugs sublect to - ;

abuse, except vghqn the facility uses single unit 1 !
package drug distribution systems in which fhe ! Assistant Director of Nursing and/or

quanily stored e pinimal and a mEsng dose can designee will randomly 2udit the
medication records of five patients
with orders for ) |
This REQUIREMENT is riot met as evidenced and 2x per week for a period
by of four (4) weeks to ensure proper
: Based on observation, interview, and reyiew of storage of medication.

1 the facllity's own policies and procedures, itwas
i determined the facility failed to snsure proper

; storaae per manufacturer recommendatians of 1
H and 1 o for

The Assistant Director of Nursing
and/or designee will report findings |

: .1

| Resident #36. | monthly x 3 to the QAKA

i inas | ! committee for additional

i 'I}Y,E\ﬁndmgs include: dations if L

i An observation of the medication cart in the
| hall beginning on at 11:18 AM with staff
; D, 3 licansed Practical Nurse (LPN) and staff €. 2
H Registered Nurse (RN) Supervisor revealed the i
E following: i
! i
oA of ( ) labeled for g
| Resident #86 with a fil date of was {
FORM CMS-2557(02:88) Previcus Versions Obsolete

Correction date: 06/19/2016

Event1D:DLIKTY Fociity 1D; 95044 1f continuation sheet Page 7 of 8
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"SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL

X4y '& !
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREF
a6

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECWE,A‘ST&J SHOULD 8E
i

o
PREFIX
TAG
UEFICIENCY)

I
i
|
T

s)
COMPLETION
DATE.

p
!
F 431 : Continued From page 7
! stored at room temperature although it was
fabeled "refrigerate.”

i« Avial of
i an open date of and tabel directions

{ under the open date to “discard after 28 days.”
E which Nurse confirmed during that observation
| was the only currently in use for

| Resident #86. Wnen asked when this

'
! have to check because she dign't want to give
| wrong information, After talking fo a manager,
. she retumed to say it should be discarded 28

! days from the opened date and admitted that this

 time had passed. Review of Resident #86's
 Miedication Adrinistration Record showed she
 recelved 10 doses of since the
{ have been expired: on
1 11:30 AR an

on .at 14:30 AM; on at 1130
AM; on at 07:30 AM, at4:30
PM; on &t 07:30 AM and 4:30 PM.

&n nonpened

cart at room temp

tabeled for Resident #86 had

should be discarded Nurse replied she would

should
at 7:30 AM and
at 11:30 AM and 4:30 PM;
23

with a fill date of
, labeled for Resident #86, was stored in
the although
It was labeled t refrigerate on arrival, Nurse B
admitted there was no means to determine when

. was stable at room temperature and
admitted the should be refrigerated untll
opened.

The Director if Nursing provited the Policy and
Procedurs titied 5.3 Storage and Expiration
Dating of Drugs, Biologicals, Syringes and
Needles, effective date 01/01/08, which directs
the following:

the was rom reftige
Nurse E reported she did not know how long the

F 431

57(02-36) Provious

Event 0. DLIKI

Faciy 1D 93044

\f continuation shest Page 30f 9
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F 431 Continued From page 8 F 431

i — 8. The Nursing Center should ensure that
 drugs and biologicals that: (1) have an axpiration

| date on the fabel; (2) have not been refained
 longer than recommended by manufacturer or

| supplier guidetines; or (3) have not bean

| contaminated or deteriordted, are stored separate
! from other medications until destroyed or
 retumed to the supplier.

_- 3.1 Once any drug or blological package is
opened, the Nursing Center should foliow
manufacturer/supplier guidelines with respect to .
expiration dates for opened medications.

i :
! |
1f continuation sheet Page 9 of 9
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The nursing home licensee must adopt
procedures that assure the accurate acquinng,
i i i ini of all

D and
drugs and biclogicals, to meet the needs of each
resident.

This Statute or Rule is not metas evidenced by.
Based on observation, interview and policy
review, the facility failed ta provide prescribed
medications in a timely manner for 1 of &
residents (Resident #50), as evidenced by an

iable medication during the medicat
administration observation.

The findings included:

Nurina medication administration observation on
 at 08:30 AM with Staff C, a Licensed
ctical Nurse (LPN), it was noted that the box

or the prescribed medication .a
{ medidation that treats _ {
i ....) for Resident #50 was empty and the

medication was not available to be given. Staff C
checked the emergency medication «itto see if
the medication was available and it was not. Staff
C then called the pharmaty to refill the daily
routinely ordered medication. Staff C was
informed that the medication was already called
in.
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7225 BOCA DEL MAR DRIVE
H EAl Al L
EARTLAND HEALTH CARE AND REHABILITA BOCA RATON, FL 33433
X4)10 ‘SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | prerx (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
6 KEGULATORY OR LSC IDENTIFYING INFORMATION) i TRe CROSS-REFERENCED TO THE APPROPRIATE oTE
DEFICIENCY)
N 000! INITIAL COMMENTS N©COo
An unannounced Relicensure sufvey was
condueted on 5/16/16 to 5/19/16 at Heartland
Health Care and Rehabilitation Center of Boca
Raton. The facilty had deficiencies at the time of \
the vist, )
N 090 59A-4.112{1), FAC Pharmacy Policies and Noso [N 090 - It is the practice of the
$5=D! Pracedures center to acquire, receive, dispense
: o e

&

iand drugs and t
to meet the needs of each resident.
Resident #50 still resides at the
facility. A review of his medications
‘was conducted to ensure
availability.

Like residents were identified and

reviewed.

! In-service will be conducted with
the licensed nursing staff on

as prescribed.

A review of the medication carts
was completed to ensure
medications are available as
prescribed.

ensuring medications are available )
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NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, 3P CODE
7225 BOCA DEL MAR DRIVE
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"G | SUMMARY 3 ™ PROVIDER'S PLAN OF CORREGTION )
PREFIX | (EAGH DEFICIENCY MUSY BE PRECEDED 8Y FULL { pREFIX {EACH CORRECTIVE ACTION SHOULD 8€ CoMPLETE
TAG | REGULATORY ORLSCIDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE OATE
H OEFICIENCY) §
N 090 Continued From page 1 No8o . ot |
i i and/or !
During an interview with Staff C directly after the Assistant D.xtector of Nurs:ir!g Py :
medication administration observation, it was designeo will randomly auditthe .
revealed that it is the nurse's responsivility to call |~ medications of five patients 2x week
in refills to the pharmacy. Staff C further stated : four (4) weeks to
medication refill requests should be done when fora penod.of f gxl ‘zvailable w !
the medication gets down to 4 or § doses left. ensure medications 4 :
prescribed. .
During an interview on 05/19/16 at 11:12 AM the
Director of Nursing (DON) stated the medication - : ¢
_...._. .for Resident # 50 was requested on The Assxst@nt Dugctor ofNurs;Ag
Sunday, at 2:55 PM. The DON further and/or designee will report findings |
stated the medication should have arfived on monthly x 3 to the QAZA ;
Monday morning, . prior to the next due committee for additional

dose. The DON stated she spoke with the
pharmacy manager to inquire as to why the
medication had not been defivered, and-was told 4
it was too soon for the refill, The pharmacy sends i : - 6
a2 week supply of this categery medication . The I Correction date: 06/191201
' gurveyor questioned if any communication was
sent denying the medication refill. The DON
stated that the pharmacy usually will send a note
ifa medication was not issued . The DON further
stated that no communication was sent hecause
pharmacy realized it was their mistake and
issued the medication that evening. The

fecommendations if warrasted.

medication was administered on at8:18
PM.
Review of facility documentation in the

pdication room revealed medications must be
f&—);dered timely to avoid the rasident running out
and rhissing doses.

i
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RICK SCOTT
GOVERNOR
ELIZABETH DUDEK
W SECRETARY
May 27, 2018
Administrator
Heartland Health Care And Rehabilitation Center OF
Boca Raton
7225 Boca Del Mar Drive

Boca Raton, FL. 33433
Dear Administrator:

On May 16, 2016-May 18, 2016, Recertification, Licensure and Life Safety Code surveys were
conducted in your facility by representatives of this office.

The purpose of this visit was to determine if your facility was in compliance with requirements
for nursing homes particlp ing in the Medi and/or Medicaid prog Your facility was
found not in substantial pli with the participati qui

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 deficlencies 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 CMS-2567. Failure to submit an acceplable 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 ble, you will be i d in writing. The
correction date indicated by the facility shall be after the date of survey exit. Deficiencies
shall b corrected no fater than June 19, 2016.

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 correciive 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 correcti tion(s) will be itored to ensure the deficient practice will not

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

Delray Beach

Fleld Office
5150 Linton Boulevard, Suite 500 Facabook.comACHAFIorda
Dekay Beach, Fl, 33484 Youtusbe, com/AHCAFIaride
Phone:(561) 381-8840; Fax:{561) 496-5924 rwitter, com/AHCA_FL
i $lideShare. net/AMCAFlorida

AHCA MyFlorida.com
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Recommended Remedies:

Please nots that this lotter does not constitute formal notice of imposition of alternative
1 or i of your provider ag t. Should the Centers for Medicare &

Medicaid Services ine that ination or any other on is warranted, we will

provide you with a separate formal notification of that determination.

dies will be ded for imposition by CMS if your facility has failed to achieve
substantial compliance by the revisit. Informal dispute resolution for the cited deficiencies will
not defay the i ition of the t actions ded. A change inthe
i ofthe I found may result in a change in the remedy recommended.
When this occurs, you will be advised of any change in remedy.

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

A datory denial of payment for new ions will be i d August 18, 2016 if
stantial pli i$ not achieved by that time.
Termi of Medi Ag i We are g to the CMS Regional Office
andlor State Medicaid Agency that your provider agreement be terminated on November
19,2016 tial pli is not achieved by that time.

M P

.

hiavead

if, upon the subsequent revisit, your facility has not i i {he 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: IDR Coordinator

Agency for Health Care Administration
2727 Mahan Drive, Mail Stop 8-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 incompiete informal dispute resclution process will not
delay the effective date of any enforcement action,

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

nﬂg:I/angg.mﬁoﬁda‘wm/Pghligﬁons/Fngshtml as a first step in providing a web-based

i jon survey system. You may access the questionnaire through
the fink undar Health Facillties and Providers on this page, Your feedback is encouraged
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and valued, as our goal is to ensure the p jonal and istent icafion of the survey
process.

Thank you for the assi ided to the rep i If you have guestions, please

contact this office at (561) 381-5840.

Sincerely,

Ariene Mayo-Davis
Field Office Manager

AMD/dmb
REWS

#245 P.008/015




