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Initial Comments.

An Extended Congregate Care (ECC) Monitoring
Visit and a Revisit to 11/04/19 Complaint
Investigation (Complaint Number: 2019014768)
were conducted at Hyde Park Assisted Living
Facifity on 12/30/19. Deficiencies were identified
at the time of survey.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not

A0DC
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constitute a risk of transmitting a communicable
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Continued From page 1

(b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency o contractor will provide to residents.
{e) For facifities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to obtain evidence of a negative
examination from & health care
provider, as described under chapter 458 or 459,

A078

and 464 of the Florida Statutes, within thirty days
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Continued From page 2

of employment and annually for four employees
{Assistant Administrator and Staff A, B, and C) of
four sampled employees.

Findings Included:

Arecord review for Staff A, conducted on

, revealed that Staff A’s record did not
include evidence that the staff was free from
signs and symptoms of froma
Health Care Provider. Staff A was hired on

Arecord review for Staff B, conducted on

, revealed that Staff B's record did not
include evidence that the staff was free from
signs and symptoms of froma
Health Care Provider. Staff B's
examination dated was read by a
ficensed Practical Nurse and there was no
indication if the test was positive or negative
assessed by the Health Care Provider, Staff B
was hired on

Arecord review for Staff C, conducted on

. revealed that Staff C's record did not
include evidence that the staff was free from
signs and symptoms of froma
Health Care Provider. Staff C's
examination dated was read by a
ticensed Practical Nurse and there was no
indication if the test was positive or negative
assessed by the Health Care Provider. Staff C
was hired on

Acrecord review for the Assistant Administrator,
conducted on , revealed that the

Assistant Administrator's record did not include
evidence that the staff was free from signs and

A078

symptoms of from a Heaith Care
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Continued From page 3

Provider. The Assistant Administrator's

examination dated was
read by a licensed Practical Nurse and there was
no indication if the test was positive or negative
assessed by the Health Care Provider. The
Assistant Administrator was hired on

During an interview with the Administrator and
Assistant Administrator, conducted on at
12:40pm, both agreed that the

exarmination forms for the Assistant Administrator
and Staff A, B, and C did not inciude a positive or
negative assessment by a Health Care Provider
that the employees were free from signs and
symptoms of

Class i

59A-36.015(1) FAC Records - Facility

The facifity must maintain required records in a
manner that makes such records readify available
at the licensee's physical address for review by a
tegally authorized entity, if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
(b} An up-to-date admission and discharge log
fisting the names of all residents and each
residents:

1. Date of admission, the facility or place from

A078
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Continued From page 4

which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha . s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to retum pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

(c) Alog listing the names of alf temporary
emergency placement and respite care residents
if not included on the [og described in paragraph
(b).

(d} The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility’s liability insurance poticy required
in rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.A.C.
{h) If the facility advertises that it provides speciai
care for persons with s or
related . a copy of all such facility
advertisements as required by section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, F.AC.

A180
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{j) Al food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years.
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.8,, and chapter 64E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to section 429.35, F.8., alf

survey, i ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0} The facility's documented resident elopement
response drills.
{p) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to maintain an Admission and Discharge
Log with all required admission and discharge
data for six Residents (#2, #3, #4, #5, #6, and #7)
of six sampled current and former residents.

Findings Included:

A180

A review and comparison of the Admission and
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Discharge Log to the Resident Roster, conducted
on . revealed that the Admission and
Discharge Log did not include all of the required
data for residents admitted to and discharged
from the Facility. There was no place
documented that Residents #2, #3, #4, and #5
were admitted from. There was no date, reason
or place of Resident #6's discharge. There was
no reason or place that Resident #7 was
discharged to.

During an interview with the Administrator and
Assistant Administrator, conducted on at
12:50pm, both agreed that the Admission and
Discharge Log did not include all of the required
data for Resident #2, #3, #4, #5, #6, and #7's
admissions and discharges.

Class Il

A 162 59A-36.015(3) FAC Records - Resident
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

3. Race,

4. Date of birth,

5. Place of birth, if known,
6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
heaith care provider and case manager, if

A180

A182
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Continued From page 7

applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

HA record that Is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.008, FAC., if
such consent is not included in the resident's
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.

{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in rule 59A-36.018, FAC.

{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 429.27, F.8.

A162
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Continued From page 8

{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |

), CF-ES 1006,
, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gatewayfreference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofa
heaith care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC,
{0} The resident's ,DH
Form 1898, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents.
participating in this arrangement,
2. The resident demographic data required in this
paragraph,

A162
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Continued From page 9

3. The health assessment described in rule
59A-36.006, FAC.,

4. The resident’s contract described in rule
59A-36.018, F.A.C,; and,

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to obtain a -to- health assessment
with all required data documented as described in
rule 59A-36.006 of the Florida Administrative
Code as required for one Resident (#1) of one
sampled resident.

Findings Included:

Arecord review for Resident #1, conducted on

. revealed that Resident #1's health
assessment form did not include ali of the
required data. Resident #1's health assessment
form was not dated; did not include the telephone
and address of the Examiner; and, did not include
the required nursing services of Hospice.

A162
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During an interview with the Administrator and the
Assistant Administrator, conducted on at
12:55pm, both agreed that Resident #1's health
assessment form did not include all of the
required data.
Class Il
AE203 59A-36.021(3) FAC ECC - Staffing Requirements AE203

88=D
{3) STAFFING REQUIREMENTS. The following
staffing requirements apply for extended
congregate care services:
{a) Supervision by an administrator who has a
minimum of two years of managerial, nursing,
social work, ic recreation, or i
experience in a residential, long-term care, or
acute care sefting or agency serving elderly or
persons. if an administrator appoints a
manager as the supervisor of an extended
congregate care facility, both the administrator
and manager must satisfy the requirements of
subsection 59A-36.010(1), F.AC.
1. A baccalaureate degree may be substituted for
one year of the required experience.
2. Anursing home administrator licensed under
chapter 468, F.S., is qualified under this
paragraph.
{b) Provide staff or contract the services of a
nurse who must be available to provide nursing
services, participate in the development of
resident service plans, and perform monthly
nursing assessments for extended congregate
care residents.
{c} Provide enough qualified staff to meet the
needs of extended congregate care residents in
accordance with rule 59A-36.010, F.A.C., and to
provide the services established in each
resident's service plan.
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Continued From page 11

{d) Ensure that adequate staff is awake during all
hours to meet the scheduled and unscheduled
needs of residents.

{e) Immediately provide additional or
appropriately qualified staff, when the agency
determines that service plans are not being
followed or that residents’ needs are not being
met because insufficient staffing, in accordance
with the staffing standards established in rule
59A-36.010, FA.C.

{f) Ensure and document that staff receive
extended congregate care training as required in
rute 59A-36.011, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to contract or employ a registered nurse
that would be available to provide Extended
Congregate Care (ECC) services.

Findings Included:

Areview of the staffing schedule, conducted on

. revealed that there was no Registered
Nurse employed by the Facility to provide ECC
services.

Areview of the Registered Nurse's
record, conducted , revealed that the
confract for the Registered Nurse expired on

During an interview with the Administrator and
Assistant Administrator, conducted on '
both agreed that the contract for the Registered
Nurse fo provide ECC services had expired. The
Administrator stated that the Facility was currently
working on the contract and it was not ready.

AE203

Class Ili
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435.12(2){b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b} Untit such ime as the are enrolled
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of all employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
(d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middie initial, and last name; social
security number; date of birth: mailing address;

; and race. Individuals, persons, applicants,
and controlling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to maintain an up-to-date Background
Screening Employee Roster for two former
employees (Staff D and E) of two sampled
Former employees.

Findings Included:

cz814
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Continued From page 13

Areview of the list of direct care staff, conducted
on , revealed that Staff D and E were not
fisted as cutrent employees of the Facifity.

Areview of the Facility's Background Screening
Employee Roster, conducted on

revealed that Staff D and E were listed as current
employees of the Facility with no termination
dates.

During an interview with Administrator and
Assistant Administrator, conducted on at
12:30pm, both agreed that the Facllity's
Background Screening Employee Roster did not
include termination dates for Staff D and E. At
12:35pm, the Assistant Administrator stated that
Staff D and E were "no longer employed” at the
Facility and "l did not remove them from the
employee roster”.

Unclassified

408.809(2a-c) 435.05(2) 58A-35.090(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's

to the Federal Bureau of Investigation for a

CZ814

€Z818
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Continued From page 14

nationat criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation's national retained print

notification program. If the | of
such a person are nof retained by the
Department of Law Enforcement under s,
943.05(2)(g) and (h}, the person must submit

. slectronically to the Department of
Law Enforcement for state processing, and the
Departmem of Law Enforcement shall forward

the to the Federal Bureau of

Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h) and enroiled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the licensee or the person ., . Untila
specified agency is fully implemented in the
clearinghouse created under 5. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional ficensure requirements of the
agency, the Department of Heaith, the
Department of Eiderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financial Services for an applicant for a
certificate of autherity or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that
{a) The screening and di i
cffenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

CZ816
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Continued From page 16

{b} The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days, and

{c} Such proof is accompanied, under penalty of
perjury, by an attestation of compiiance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requil for covered empl and
employers -Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
cffenses while employed by the employer.

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorparated by
reference, available at
hitp: w.firutes.on ce.asp?No
=Ref-09106, and available from the Agency for
Health Care Administration at:
hitp://ahca.myflorida.com/MCHQ/Central_Service
ind_ i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if forany
disqualifying offense.

CZ816
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Continued From page 16

{e) An administrator or chief financial officer must
be screened and qualified priorto | to
the position.
{3} Results of Screening and Notification.
{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unctaimed, a copy of the letter will be sent by
reqular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency’'s
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility resuits of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
ployee's file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to ensure that an Attestation of Compliance
was signed every five years as required for four
employees (Assistant Administrator and Staff A,
B, and C) of four sampled employee records.

Findings Included:

CZ816

An employee record review for Staff A, conducted
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Continued From page 17

on . revealed that Staff A's record did not
include a signed Attestation of Compliance

ing the 's
screening eligibility dated . Staff A's date
of hire was on

An employee record review for Staff B, conducted
on . revealed that Staff B's record did not
include a signed Altestation of Compliance

ing the employee's
screening eligibility dater . Staff B's date
of hire was on .

An employee record review for Staff C, conducted
on , reveated that Staff C's record did not
include a signed Attestation of Compliance

accC ying the employee's

screening eligibility dated . Staff B's date
of hire was on

An employee record review for the Assistant
Administrator, conducted on , revealed
that the Assistant Administrator's record did not
include a signed Attestation of Compliance

accC ying the employee's

screening eligibility dated . The Assistant
Administrator's date of hire was on

During an interview with the Administrator and
Assistant Administrator, conducted on at
12:35pm, both agreed that the Assistant
Administrator and Staff A, B, and C did not have a
current and signed Attestation of Compliance in
their employee records. Both stated that that they
were unaware that the signed Attestation of
Compliance was required every five years.

Unclassified

CZ816
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