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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

April 2, 2015

Administrator

A Eve's Clinic & Referral Service, Inc.
3900 Northwest 79th Avenue

Miami, FL. 33156

Dear Administrator:

This letter reports the findings of a re-licensure survey that was conducted on Aprii2,2015by a
representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that
were identified on the day of the visit.

Please provide a plan of correction to this Field Office, in accordance with enclosed
instructions, for the identified deficiencies within ten calendar days of receipt of this faxed
report. You will not receive a copy of this report in the mail, you will only receive this faxed
report. All deficiencies shall be corrected no later than May 2, 2015.

The plan of correction must include the following:

1. Identify how corrective action will be accomplished for those residents found to have been
affected by the deficient practice.

2. Describe how the facility will identify other residents having the potential to be affected by
the same deficient practice.

3. Explain measures fo be put into place or systemic changes made to ensure that the
deficient practice will not recur.

4. Identify how the facility will monitor its corrective action to ensure the deficient practice is
being corrected and will not recur; i.e., what program will be put into place to monitor the
continued effectiveness of the systemic change.

5. Ensure that no protected or other confidential information (i.e., resident or staff names) are
included in the plan.

6. State the completed date; the date that the facility identifies compliance can be achieved,
which must be after the exit date.

7. You must sign the bottom of page 1 of the statement of deficiencies; include your title and
date.

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

Miami Field Office

8333 N.W. 53rd Street, Suite 300 Facebook.com/ACHAFiorida

Miami, FL 33166 Youtube.com/AHCAFiorida
Phone:(305) §93-3100; Fax{(305) 593-3121 Twitter.com/AHCA_Fl.
AHCA.MyFlorida.com SlideShare.net/AHCAFlorida
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following survey activity. This form has been placed on the Agenoy's website at
http://ahca.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
contact Faith Randolph, Registered Nurse Consultant at (305) 593-3100,

Sincergly,
Jlp KT

Ariene Mayo-Davis ,ﬁ\/ )

Field Office Manager, Area 11

Enclosure: State (3020) Form, and POC guidelines
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