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Initial Comments.

An unannounced licensure complaint survey,
complaint number 2019016037, was conducted
on at Mary's Extreme Care. The
facitity had deficiencies at the time of the survey.

429.26(11) FS; 59A-36.006(1) FAC Admissions -
Criteria

429.26

{11} No resident who requires 24-hour nursing
supervision, except for a resident who is an
enrolled hospice patient pursuant to part . of
chapter 400, shall be retained in a facility licensed
under this part.

59A-36.006

(1) ADMISSION CRITERIA,

{a} An individual must meet the following
minimum criteria in order to be admitted to a
facitity holding a standard, fimited nursing
services, or imited mental health license:

1. Beatleast ., -

2. Be free from signs and symptoms of any
communicable that is likely to be
transmitted to other residents or staff. An
individual who has .

) may be admitted to a facility,
provided that the individual would otherwise be
eligible for admission according to this rule.

3. Be able to perform the activities of daily living,
with supervision or assi;
4. Be able to transfer, with assistance if
necessary. The assistance of more than one
person is permitted.

5. Be capable of taking medication, by sither
self-administration, assistance with
self-administration, or administration of
medication.

a. If the resident needs assistance with

if necessary.
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self-administration of medication, the facility must
inform the resident of the professional
qualifications of facility staff who will be providing
this assistance. If unlicensed staff will be
providing assistance with self-administration of
medication, the facility must obtain written
informed consent from the resident or the
resident’s surrogate, guardian, or attorney-in-fact.
. The facility may accept a resident who requires
the administration of medication if the facility
employs a nurse who will provide this setvice or
the resident, or the resident's legat
representative, designee, surrogate, guardian, or
attorney-in-fact, contracts with a third party
ficensed to provide this service to the resident.

6. Not have any special dietary needs that cannot
be met by the facility.

7. Not be a danger to self or others as
determined by a physician, or mental health
practitioner ficensed under chapter 490 or 491,

8. Not require 24-hour licensed professional
mental health treatment.

9. Not be bedridden.

10.Nothaveany .. ,. . or4, LA
resident requiring careofa |, |

may be admitted provided that:

a. The resident either.

{1} Resides in a standard or fimited nursing
services licensed facility and contracts directly
with a licensed home health agency or a nurse to
provide care; or

{11} Resides in a limited nursing services licensed
facility and care is provided by the facility
pursuant o a plan of care issued by a health care
provider;

b. The condition is documented in the resident's
record and admission and discharge logs; and,

¢. If the resident's condition fails to improve within
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30 days as documented by a health care
provider, the resident must be discharged from
the facifity.

11. Residents admitted to standard, limited
nursing services, or limited mental heaith
ficensed facilities may not require any of the
following nursing services:

a. airway management of any kind,
except that of continuous positive airway
pressure may be provided through the use of a
CPAP or bipap machine;

b. Assistance with -

<. Monitoring of gases,

d. Management of post-surgical drainage tubes
and vacuum devices;
e. The administration of
facifity; or

f. Treatment of surgical f
uniess the surgical or and the
underlying condition have been stabilized and a
plan of care has been developed. The plan of
care must be maintained in the resident’s record.
12. In addition to the nursing services listed
above, residents admitted to facilities holding only
standard and/or limited mental health licenses
may not require any of the following nursing
services:

products in the

or

and performed

a . .
in the facility;
. ., performed in the facility.
13. Not require 24-hour nursing supervision.
14. Not require skilled rehabilitative services as
described in rule 59G-4.290, F.A.C.
15. Be appropriate for admission to the facility as
determined by the facility administrator. The

it must base the ination on:
a. An assessment of the strengths, needs, and
preferences of the individual;
b. The medical examination report required by
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section 429.26, F.S., and subsection (2} of this
rule, if available;
¢. The facllity's admission policy and the services
the facility is prepared to provide or arrange in
order to meet resident needs. Such services may
not exceed the scope of the facility's license
uniess specified elsewhere in this rule; and,
d. The ability of the facility to meet the uniform
fire safety standards for assisted living facilities
established in rule chapter 69A-40, F.A.C.
{b) A resident who otherwise meets the
admission criteria for residency in a standard
ficensed facility, but who requires assistance with
the administration and regulation of portable

L. orassistance with routine , care
of site . placement, may be admitted
to a facility with a standard license as long as the
facility has a nurse on staff or under contract to
provide the assistance or to provide training to
the resident on how to perform these functions
themselves.
{c) Nursing staff may not provide training to
unlicensed persons, as defined in section
429.256(1)(b}, F.S., to perform skilled nursing
services, and may not delegate the nursing
services described in this section to certified
nursing assistants or unlicensed persons. This
provision does not restrict a resident or a
resident's representative from Lwitha
ficensed third party to provide the assistance if
the facility is agreeable to such an arrangement
and the resident otherwise meets the criteria for
admission and continued residency in a facility
with a standard license,
{d) An individual enrolled in and receiving hospice
services may be admitted to an assisted living
facitity as long as the individual otherwise meets
resident admission criteria.
{e) Resident admission criteria for facilities
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holding an extended congregate care license are
described in rule 59A-36.021, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, it was
determined that the facility falled to follow the
state guidelines for appropriate resident
admission; as evidenced in 1 of 7 sampled
residents’ records reviewed (Resident #1),

The findings included:

Review of the Health Assessment {AHCA form
1823) dated revealed that Resident #1
had the following diagnoses and conditions:

v Unspecified,
with behaviorat disturbance and was

bed bound, and disoriented. Resident
#1 required assistance with all activities of daily
fiving (ADLs} and meal consumption, She was
non-verbal and required medication
administration. Additionally, the record revealed
that the resident was not appropriate for
admission into an assisted licensed facility (ALF),
as a result of being bedridden and requiring
24-hour nursing or |, care. Despite ,
aforementioned fimitations, the residents was
admitted to the facility.

On , an assessment for hospice Care
and services was ordered by a physician
secondary to Resident #1's functional decline,
being Bed bound, having

. , being dependent,
and having . Later, an updated
AHCA form 1823 dated signed by
aforementioned physician revealed that the
resident’s needs could be met at the facility
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despite her debilitating conditions and requiring
24-hour nursing or, care, However, the
iast updated health assessment dated s
revealed that the resident's diagnoses did not
change, and indicated that the resident's needs
could not be met at an ALF,
The Pre-admission Screening form completed by
the facifity on indicated that Resident
#1 did not have any . Her skin was intact
(no . no ) and she was bed-bound
and had lower extremities .
Review of the ECC monthly Nurse Evaluation
dated . ., revealed that the resident was
sent to the hospital on for Acute

. and returned to the facility two
days later as verified by the Alternate
Administrator.

A Nursing note dated revealed the
resident had a measuring {(1x.5x.3).
On . the facility's discharge note indicated
that Resident #1 had a state Hl | on
the . She required high ievel of care fo be
provided by a nursing home. The note indicated
that the facility's clinician would continue to see
the resident 2 x week until transferred to a new
facility.

Review of the Nurses' progress Notes, from a
home health nursing services revealed that
Resident #1 was seen on , 13, 14,20, 21, 24,
and for reatmentofa

care. The Administrator provided evidence that
the was healing at the time the resident
was discharged to the hospital. According to the
Home Health Agency the size on

was 1.5x1x.5 and on the was
.25x.25x.3 showing healing progress.

Review of the Physician's progress notes dated
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indicated that the resident was seen at the
request of the Facility and the resident's sister,
The physician noted that the resident had
the area, and a that was
healing slowly according to the care team.
According to the record, continuity of care for the

was recommended, and
medications was ordered to treat the fungal
in the resident’s area.

in

Nursing notes dated showed that
Resident # 1 had breathing difficulty, 911 was
cailed and Resident #1 was fransferred to the
hospital for , insufficiency and
subsequently was discharged from the facility.

During an interview with the Administrator on

at 2:25 PM, she reported that after she
met with the resident's family member on

, the Nurse Practitioner present during
that meeting informed them that the resident
needed higher level of care at a nursing home
because of the . Yet, the resident remained
at the facility until . The Administrator
then added when asked that she did not give a
written 45-days discharge netice to the family
member. In addition, the Administrator said she
refused to accept the resident because the
Physician, at the time the hospital was getting
ready to discharge the resident  to the
facility, had informed the hospital's Social Worker
that the resident was no longer appropriate for
the facility. The Administrator reported that she
then sent a notice on 1o the Resident's
tegal Power of Attorney to inform that Resident #1
would not be accepted into the facility.

Class Il
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Continued From page 7

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
constitute a risk of transmitting a communicable

(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

A078
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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
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide sefvices 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 or contractor will provide to residents.

{e) For facilities 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 interviews, the
facility failed to ensure that 1 of 4 employees

A a written from
a health care provider indicating freedom from
communicable

The findings included:

During an interview conducted with Employee A
on at 12:00 PM, she reported that she
has been living in this country for almost three

A078

years. She said that she completed her home
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health aide (HHA) training. Employee A also
indicated that she has been working at this facility
since - She stated that she did not
yet complete her physical.
Review of the . staffing schedule
revealed that Employee A works at the facility,
Thursday through Monday (five-in). Review of
her Employment Application confirmed a hire date
of
During an interview with the Administrator on
at 3:45 PM, she affirmed that Employee
A did not yet complete her heaith screening.
Class Ili
AHCA Form 3020-0001
STATE FORM e PVIDN #f continuation sheet 10 of 10
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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b) Unti such time as the are enrolied
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, middle initial, and last name; social
security number; date of birth: mailing address;

; and race. Individuals, persons, applicants,
and controfling 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 interviews, it was
determined that 3 of 4 employees (Employee A,
B) and the Administrator, were not registered in
the background screening clearing house.

The findings included:

Review of Employee A's file indicated that she

CZ814
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Continued From page 1

was hired in ., . and had not yet
completed a background screening.
Connsequently, she was not registered in the
Background Screening Clearninghouse.

Review of Employee B's file revealed that she
completed a background screening and her last
eligibility determination was made effective

. Although she was registered in the
Clearinghouse, she was not registered as an
employee of the facility where she currently is
employed. Review of Employee B's employment
application indicated that she was hired in

Review of the Administrator’s record indicated
that she was not registered in the Background
Screening Clearinghouse. However, her
background screening eligibitliy was verified.

During an interview conducted with the
Administrator on at 4:00 PM, she
reported theat she would promptly address these
issues.

Unclassified

408.809; 435.02(2); 435.06 FS Background
Screening; Prohibited Offenses

408.809 Background screening; prohibited

offenses.-

{1) Level 2 background screening pursuant to

chapter 435 must be conducted through the

agency on each of the following persons, who are
i for the of

conducting screening under chapter 435:

{a) The licensee, if an individual.

{b} The administrator or a similarly titted person
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who is responsible for the day-to-day operation of
the provider.

{c} The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

(d} Any person who is a controlling interest.

{e) Any person, as requited by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, _ with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or _ with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

3yal must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in 8. 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

(4) In addition to the offenses listed in 5, 435.04,
all persons required to undergo background
screening pursuant fo this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardiess of adjudication, or entered a plea of
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nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

(a} Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c} Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{0) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoetectronic, or photooptical systems.

{h) Section 817.234, relating to false and
fraudulent insurance claims.

{i) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{j) Section 817.50, relating to fraudulently
obtaining goods or services from a health care
provider.

{k} Section §17.505, relating to patient brokering.
{I) Section 817.568, relating to criminal use of
personal identification information.

{m) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{n) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

{0} Section 831,01, relating to forgery.

{p) Section 831.02, relating to uttering forged
instruments.

{g) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{r} Section 831.09, relating to uttering forged
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bank bills, checks, drafts, or promissory notes.
(s) Section 831.30, relating fo fraud in obtaining
medicinal drugs.
{t) Section 831.31, relating fo the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
{u} Section 895.03, relating to racketeering and
collection of untawful debts,
{v} Section §96.101, relating to the Florida Money
Laundering Act.
If, upon rescreening, a person who is currently
employed or with a licensee as of

| , and was screened and qualified
under ss. 435.03 and 435.04, has a disqualifying
offense that was not a disqualifying offense at the
time of the last screening, but is a current
disqualifying offense and was committed before
the tast screening, he or she may apply for an
exemption from the appropriate licensing agency
and, if agreed to by the employer, may continue
to perform his or her duties until the licensing
agency renders a decision on the application for
exemption if the person is eligible to apply for an
exemption and the exemption request is received
by the agency no later than 30 days after receipt
of the rescreening results by the person.
{6} A person who serves as a controlling interest
of, is employed by, or contracts with a licensee on

| , who has been screened and
qua fified accordmg to standards specified in s.
435.03 or s. 435.04 must be rescreened by .. ,

. in compliance with the following
schedu le. If, upon rescreening, such person has
a disqualifying offense that was not a
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
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or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
duties untit the licensing agency renders a
decision on the application for exemption if the
person is eligible to apply for an exemption and
the exemption request is received by the agency
within 30 days after receipt of the rescreening
results by the person. The rescreening schedule
shall be:
{a} Individuals for whom the last screening was
conducted on or before . B
must be rescreened by .., . ., .
(b} Individuals for whom the last screening
conducted was between . ,and

, must be rescreened by

{c) Individuals for whom the last screening
conducted was between . N
through , must be rescreened by

(8} The costs associated with obiaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(7){a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or certification.

{b) As provided in chapter 435, the appropriate

AHCA Form 3020-0001
STATE FORM

s

FVODTT

If continuation sheet 6 of 14



PRINTED: 01/15/2020

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11966302 R ———— 0110212020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6107 SW 26TH STREET
MARY'S EXTREME CARE
MIRAMAR, FL 33023
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
C€Z818 | Continued From page 6 CZ815

regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification o a
person who is subject to this section and who has
received a professional license or certification
from the Department of Heaith or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

(8} The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
refating to retaining . pursuant to s.
943.05(2).

{9) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-
{1) If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2){a} An employer may not hire, select, or
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otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening untit the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b} If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a rote that requires
packground screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c} The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or piace the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
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no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i jon necessary {0 plete the ing,
including | | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or who was , regardiess of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2} "Employee" means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule Is not met as evidenced by:
Based on interview and record review, it was
determined that 2 of 4 sampled employees
(Employee A & B) did not complete a background
screening prior to being hired by the facility.

The findings included:

During an interview conducted with Employee A
on at 12 PM, it was discovered that
Employee A needed to have a background
screening, as she infermed. Employee A reperted
that she has been living in this country for almost
three years. Employee A acknowledged that she
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has been working at the facility since .,
and that she did not have a chance to complete
her background screening.

Review of the . staffing schedule
revealed that Employee A does in fact work at the
facility Thursday through Monday (live-in}).
Review of her Employment Application confirmed
ahire date of ., . .
In an interview with Employee B on at
3:20 PM, she reported that she had completed
her background screening. She also reported that
she last worked for a different company since

, . She stated that she had not
worked for any other health services company
since.

Review of Employee B's Background confirmed
that she fast worked for another company and
that her employment ended . However,
because employee had a gap in employment
fonger than 90 days, she needed to have a new
background screening completed which was not
done.

Review of the AHCA Background screening
revealed the information reported above
regarding Employee B's background and no data
was found for Employee A.

During an interview with the Administrator on

at 3:45 PM, she agreed with the
findings. She acknowledged that Employee A had
not completed her background and that
Employee B needed an updated background
screening.

Unclassified
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408.809(2a-c) 435.05(2) 59A-35.090(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
(2} Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground 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
national 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
Department 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 enrolled 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
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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
Financiat Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 6561, provided that:

(8) The screening and ifyi
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

{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 penaity of
perjury, by an attestation of compiiance with
chapter 435 and this section using forms
provided by the agency.

435.05 for covered 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

CZ816
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Screening Requirements, AHCA Form
3100-0008, . . herein incorporated by
reference, available at
hitp/iwww firutes.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
q_: i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to aftest
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 for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and qualified prior to 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.
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{c} The eligibility results of employee screening

and the signed Attestation referenced in

subsection 59A-35.090(2), F.A.C., must be in the
's file, maintai by the

provider.

This Statute or Rule is not met as evidenced by:
Based on records review and interviews, the
facility failed to ensure that 3 of 5 employees

AB,&C) the ion of
compliance with Background Screening AHCA
form 3100-0008, upon hire.

The findings included:

Review of Employee A, B and C's files revealed
that none had a completed AHCA form
3100-0008. The form was not included in their
employment documents.

Employee Awas hired in .., 2019; Employee
B was hired in ) and Employee C
has been working at the facility since N

During an interview with the Administrator on

at 3:45 PM, she confirmed that she did
not have the listed employees complete the
required form. She however reported that she will
promptly correct this oversight.

Unclassified.
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