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Findings :

Observation, ¢

HCH

A Relicensure survey was conducted on ., 2018. Eve of Kendall Inc had Licensure deficiencies
found at the time of the visit.

Based on obsefvation and interview, the facility failed to maintain a crash cart that was free from expired

contained Verapamit HCI medication that had an expiration date of 02/01/2016.

On , 2016 at 10:51 AM, the technician acknowledged the crash cart contained

AL COMMENTS

c Weat-2d Tri R itative Meds

nducted on L2016 at 10:51 AM, of the facility's crash cart revealed that it

medication that had an expiration date of 02/01/2016.
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
... .,2018
Administrator
Eve Of Kendall, inc
8603 S Dixie Highway Suite 102
Miami, FL 33143
Dear Administrator:
This letter reports the findings of a Relicensure survey that was conducted on , 2016

by a representative 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 thity days of the date of this letter unless the Agency has
approved another timeframe. Please attach a y of your corrective action for each
jeficiency, includi fetion dates, on your letterhead. Also include any additional
documentation to support correction of identified defi i i y and
documents to the Field Office no [ater 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
httg:llahca.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. Should you have any questions please
call Faith Randolph, Registered Nurse Consultant at 305-593-3100.

Sincerely,
Z /O .
N AL e

B
Ariene Mayo-Davis @U’ ’
Field Office Manager, Area 11

Enclosure; State (5000-3547) Form XG0
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