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408.810(5) FS Minimum Licensure Requirement -
Client Notice

408.810 Minimum licensure requirements.

In addition to the licensure requirements specified
in this part, authorizing statutes, and applicable
rules, each applicant and licensee must comply
with the requirements of this section in order to
obtain and maintain a license,

{B)a} On or before the first day services are
provided to a client, a licensee must inform the
client and his or her immediate family or
representative, if appropriate, of the right to
report:

1.C ints. The ide toll-free

number for reporting complaints to the agency
must be provided to clients in a manner thatis
clearly tegible and must include the words: "To
report a complaint regarding the services you
receive, please call toll-free (phone number).”

2 , neglectful, or . | practices.
The statewide toll-free telephone number for the
central hottine must be provided to clients
in a manner that is clearly legible and must
include the words: "To report , heglect, or

, . please call toll-free (phone number).
3. Medicaid fraud. An agency-written description
of Medicaid fraud and the statewide toll-free
telephone number for the central Medicaid fraud
hotline must be provided to clients in a manner
that is clearly legible and must include the words:
"To report suspected Medicaid fraud, please call
toli-free (phone number).”

The agency shall publish a minimum of a 90-day
advance notice of a change in the toli-free
telephone numbers,

{b) Each licensee shall establish appropriate
policies and procedures for providing such notice
to clients.
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Continued From page 1

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide written information to patients for
reporting /Neglect, Complaints, |

and Medicaid Fraud for 10 of 10 patients.
(Patient #1, #2, #3, #4, #5, #6, #7, #8, #9, and
#10).

The findings included:

Review of 10 patient records reveals no evidence
of do fon that written i i

regarding reporting . neglect, . | .
complaints, and medicaid fraud was provided to
patients in a manner that is clearly legible and
includes the required words, on or before the first
day of services.

Interview with the Administrator on ,at
approximately 1:00 PM confirms this information
was not provided to patients. Observation reveals
this information was on a placard at the "check in"
area of the clinic; however the Administrator
states she had no knowledge that the information
must be provided to patients, as mandated in
AHCA (Agency for Health Care Administration)
regulations.
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An unannounced relicensure survey was

conducted on at Miramar Woman

Center. The facility had deficiencies at the time of

the survey.
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