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 M 000 INITIAL COMMENTS  M 000

On 03/26/2026, Surveyor completed a standard 
and complaint survey at Angel House 1.  As a 
result, 3 deficiencies were identified.  One of 1 
complaint was unsubstantiated.

Census: 4

 

 M 344 88.05(4)(d)2.a FIRE SAFETY EVACUATION 
PLAN REVIEW

The licensee shall review the fire  
safety evacuation plan with each new  
resident immediately following  
placement and shall evaluate the  
resident using a form provided by the  
department to determine whether the  
resident is able to evacuate the home  
without any help within 2 minutes.

This Rule  is not met as evidenced by:

 M 344

Based on record review and interview, the 
provider did not review the fire safety evacuation 
plan with 3 (Resident 1, Resident 2, and Resident 
3) of 4 residents reviewed immediately following 
his/her placement.  

Resident 1, Resident 2, and Resident 3 did not 
have a fire evacuation plan within 3 days of 
admission.

Findings include:

On 03/24/2026 at approximately 10:00 AM, 
Surveyor reviewed residents' records.  The 
following was identified:

Resident 1 was admitted to the facility on 
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 M 344Continued From page 1 M 344

05/21/2025.  Resident 1 did not have evidence of 
a fire safety evacuation plan completed within 3 
days of admission.

Resident 2 was admitted to the facility on 
01/24/2025.  Resident 2 did not have evidence of 
a fire safety evacuation plan completed within 3 
days of admission.

Resident 3 was admitted to the facility on 
01/24/2025.  Resident 3 did not have evidence of 
a fire safety evacuation plan completed within 3 
days of admission.

On 03/24/2026 at approximately 10:30 AM, 
Surveyor interviewed Licensee A.  Licensee A 
was not aware fire safety evacuation plan was not 
reviewed with Resident 1, Resident 2, and 
Resident 3 in 2025, within 3 days of their 
admission.  Licensee A reported the previous 
house manager was responsible for reviewing the 
fire safety evacuation plan with each resident, 
however, the previous house manager was 
terminated.  Licensee A believes the previous 
house manager did not review the fire safety 
evacuation plan with each resident out of spite.  
Licensee A reported it was his/her responsibility to 
ensure the previous house manager reviewed the 
fire safety evacuation plan with each resident, 
and will ensure the fire safety evacuation plan is 
reviewed with each resident moving forward.

 M 502 88.09(1)(d)7 RESIDENT RECORD-MEDICAL 
EXAMINATIONS

The report of the medical examination  
required under s. HSS 88.06(2)(a).

 M 502
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 M 502Continued From page 2 M 502

This Rule  is not met as evidenced by:
Based on record review and interview, the 
provider did not ensure 3 (Resident 1, Resident 2, 
and Resident 3) of 3 resident's records reviewed 
included the report of his/her health examination, 
including a communicable disease screen and a 
tuberculosis screen, by his/her physician within 
90 days prior to or within 7 days after his/her 
admission.

Findings include:

On 03/24/2026 at approximately 10:00 AM, 
Surveyor reviewed resident's records.  The 
following was identified:

Resident 1 was admitted to the facility on 
05/21/2025.  Resident 1's record did not contain 
evidence of a health examination completed for 
Resident 1 by his/her physician within 90 days 
prior to or within 7 days after his/her admission. 

Resident 2 was admitted to the facility on 
01/24/2025.  Resident 2's record did not contain 
evidence of a health examination completed for 
Resident 1 by his/her physician within 90 days 
prior to or within 7 days after his/her admission. 

Resident 3 was admitted to the facility on 
01/24/2025.  Resident 3's record did not contain 
evidence of a health examination completed for 
Resident 1 by his/her physician within 90 days 
prior to or within 7 days after his/her admission. 

On 03/24/2026 at approximately 10:30 AM, 
Surveyor interviewed Licensee A.  Licensee A 
reported he/she completed a change of 
ownership in January 2025.  Resident 2 and 
Resident 3 were residents of the adult family 
home prior to the change of ownership.  Licensee 
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 M 502Continued From page 3 M 502

A was not sure where Resident 2's and Resident 
3's health examination report could have been 
placed but would work on completing a new 
communicable disease screening, including TB 
for Resident 2 and Resident 3.  Licensee A 
confirmed Resident 1 received a health 
examination prior to admission but could not state 
where the health examination report was placed.  
Surveyor asked that the health examination 
report be emailed to this Surveyor by 8:30 AM on 
03/25/2026.  Surveyor received additional 
documents, however, Resident 1's health 
examination report was not included in the 
additional documents.

 M 532 88.09(2)(a)9 HEALTH SCREENING

The results of screening for  
communicable disease.

This Rule  is not met as evidenced by:

 M 532

Based on record review and interview, the 
provider did not ensure each service provider 
record contained documentation of a completed 
communicable disease screening, including the 
results of a TB test for 2 (Caregiver B and House 
Manager C) of 2 service providers reviewed. 

Caregiver B's and House Manager C's records 
did not include completed documentation of the 
communicable disease screening, including the 
results of a tuberculosis (TB) test.

Findings include:

On 03/24/2026 at approximately 10:45 AM, 
Surveyor reviewed employee records.  The 
following was identified:
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 M 532Continued From page 4 M 532

Caregiver B was hired on 01/06/2026. Caregiver 
B's record did not contain evidence of a 
completed communicable disease screening or 
the results of a TB test.

House Manager C was hired on 01/05/2026. 
House Manager C's record did not contain 
evidence of a completed communicable disease 
screening or the results of a TB test.

On 03/24/2026 at approximately 11:00 AM, 
Surveyor interviewed Licensee A.  Licensee A 
confirmed Caregiver B and House Manager C 
received a TB test prior to hire, and the company 
nurse screened company staff for communicable 
disease.  Licensee A reported the company nurse 
had the results of Caregiver B's and House 
Manager C's TB test as he/she needed it to 
complete the communicable disease screening.  
Licensee A called the company nurse while 
Surveyor was onsite requesting the results be 
emailed to him/her to forward to this Surveyor.  
Surveyor asked that the TB results and 
communicable disease screening be emailed to 
this Surveyor by 8:30 AM on 03/26/2025.  
Surveyor received additional documents, 
however, Caregiver B's and House Manager C's 
TB test results and communicable disease 
screening was not apart of the additional 
documents.
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