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Alr-C

Contml Survey was conducted on 04/21/2026 at.
Apollo Health and Rehabilitation, a nursing home in
St. Petersburg, Florida in accordance with Florida
Admrinistrative Code 50A-4.1265.

The facility has an onsite alternate power source
(200 kW Generator) that provides power to entire
sitding and Heatmg Ventitating, and

The
are based on s(atements made by the facility staff
and documentation provided by the facility.

There were concerns found at the time of the
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408.821 Emergency management planning;
emergency operations; inactive license.-

(1) Alficensee required by authorizing statutes and
agency rule to have a comprehensive emergency

plan must designate a safety liaison to
serve as the primary contact for emergency
operations. Such licensee shall submit its

plan to the

local emergency management agency, county health
or of Health as follows:

(a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the plan.

(b) Submit the plan annually and within 30 days after
any significant modification, as defined by agency
rule, to a previously approved plan.

(¢) Submit necessary plan revisions within 30 days
after notification that plan revisions are required.

(d) Notify the agency within 30 days after approval of
its plan by the local emergency management agency,
county health department, or Department of Health.

(2) An entity subject to this part may temporarily
exceed its licensed capacily to act as a receiving
provider in accordance with an approved

plan for up
to 15 days. While in an overcapacity status, each
provider must fumish or arrange for appropriate care
and services to all clients. In addition, the agency
may approve requests for overcapacity in excess of
15 days, which approvals may be based upon
satistactory justification and need as provided by the
receiving and sending providers,

(3)(@) An inactive license may be issued to a licensee
subject to this section when the provider is located

in a geographic area in which a state of emergency
was declared by the Governor if the provider:

1. Suffered damage to its operation during the state
of emergency,
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2. 1s currently ficensed.

3. Does not have a provisional license,

4. Will be temporarily unable to provide services but
is reasonably expected to resume services within 12
months.

(b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by the
agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved inactive
period must be submitted in writing to the agency,
accompanied by written justification for the inactive
icense, which states the beginning and ending dates
of inactivity and includes a plan for the transfer of
any clients to other providers and appropriate
licensure fees, Upon agency approval, the licensee
shall notify clients of any necessary discharge or
wansfer as required by authorizing statutes or
applicable rules. The beginning of the inactive
licensure period shall be the date the provider
ceases operations. The end of the inactive period
shall become the license expiration date, and all
licensure fees must be current, must be paid in full,
and may be prorated. Reactivation of an inactive
license requires the prior approval by the agency of
a renewal application, including payment of licensure
tees and agency inspections indicating compliance
with all requirements of this part and applicable
rules and statutes.

(4) .. . Licensees providing residential or inpatient
services must utifize an online database approved by
the agency to report information to the agency
regarding the provider's emergency status, planning,
or operations.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on record review and interviews, the facifity
failed to submit their comprehensive emergency
management plan (CEMP) on an annual basis, in
accordance with the Florida Statute 408 and Florida
Administrative Code 58A-4

On 04/21/2026 between 9:15 AM and 11:00 AM
during record review with the Director of
Maintenance, it was revealed that the comprehensive
emergency management plan (CEMP) submitted from
the facifity expired on 11/01/2024. In an interview
during the exit conferenice, the Administrator
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