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435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif 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 alf 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 review of the facility's online
background clearinghouse employee roster,
personnel record reviews, and interview, the
facility failed to update the employment status for
3 of 5 sampied staff (F, G, J) within 10 business
days of a change.
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Findings:

Review of the facility's online background
clearinghouse employee roster on at
12:45 p.m. revealed caregivers F and G
remained active with no employment end date
however, the health and weliness director said
neither caregiver worked at the facility anymore.

At 1:40 p.m. the business office manager said
caregiver F's employment end date was
and caregiver G's was

In addition, caregiver J, who was hired on

. was not listed on the roster. At 1:50 p.m.
the business office manager confirmed the
findings.

Photographic evidence obtained.

Unclassified

€z821| 59A-35.110 FAC Reporting Requirements;
$8=C| Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.

{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under chapter 408, part I,
F_S., or authorizing statutes for the provider type
as specified in section 408.803(3), F.S., during
the ficense application process must be reported
to the Agency within 21 days of occurrence of the
change, including:

{a} Insurance coverage renewat;

{b} Bond renewal;

{c} Change of administrator or the similarly titled
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person who is responsible for the day-to-day
operation of the provider;

{d) Annual sanitation inspections;

{e) Fire inspections; and,

{fy Approval of revisions to emergency
management plans.

{2) Electronic submission of information.

{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portat located at
hitps://lapps.ahca.myflorida.com/SingleSignOnPo
rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in section 400,147, F.S. on Nursing
Home Adverse Incident, AHCA Form 3110-0010
oL, . which is hereby incorporated by
reference and avalliable at:
hitps:/iwww.firules.org/Gateway/reference.asp?N
o=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency’s Single Sign On
Portal located at:
hitps:f/apps.ahca.myflorida.com/SingleSignOnPo
rtal.

2. Assisted living facilities:

a. Adverse incident reports rmust be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
days after the occurrence of the incident as
required in section 429,23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1028 OL, | , which is hereby
incorporated by reference and availiable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and through the Agency's adverse
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incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitpsi//apps.ahca.myflorida.com/SingleSignOnPo
rtal.
b. Liabifity claim reports required pursuant to
section 429.23(5), F.S., and rule 58A-5.0242,
FAC.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on Hospital
Adverse Incident, AHCA Form 3140-5001 OL.,

; , which is hereby incorporated by
reference and availiable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
ks . -ahca.myflorida i ignOnPo
rtal.
4. Ambulatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in section 395.0197, F.S., on Ambutatory
Surgical Center Adverse Incident, AHCA Form
3140-5004 OL, | . which is hereby

by and i at:

https:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
{b) The licensee must retain a copy of all
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documentation generated at ime of reporting as
rmation of e o
{c} If the Agency's Single Sign On Portal or the
oniine adverse incident reporting system is
temporarily out of service the licensee may
conlact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
onlfine access is restored.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on record reviews and interviews, the
facility failed to electronically submit to the
agency, a preliminary report within 1 business day
and a full report within 15 days of a resident
elopement.

Findings:

Review of a facility preliminary report, dated

, revealed that resident #1 eloped from
the facifity on that same date. However, the report
indicates that on , the Agency requested
additional information from the facility and on

, the Agency closed the report because
the requested information was not received from
the provider. Therefore, a preliminary report was
not successfully submitted.

In addition, the facility did not submit a full report
within 15 days of the elopement.

On at 12:40 p.m. the interim executive
director confirmed the findings.
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Unclassified
Initial Comments

Arevisit to Complaint investigation 2019006793
was conducted at Brookdale West Melbourne on

. Deficiencies were identified at
the time of the survey.

58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFE.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heaith 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 health care
provider certifying that there is a shortage of
testing materials satisfies the annuat
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 individ

must be immediately removed from duties untit a
written statement is submitted from a health care
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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 ion, 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 58A-5.0191, FA.C.
(d) An assisted living facility Lto
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 or contractor will provide to residents.
() For faciiities 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 alf staff.
{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

{A078)

Based on personnel record reviews and interview,
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the facility failed to ensure the personnef record
for 2 of 5 sampled staff (H and 1) contained
documented evidence of a negative

{ )exam on an annual basis.

Findings:

1. Caregiver H was hired on .The

P record i a written

from a health care provider documenting freedom
from communicable , dated and
did not contain documented evidence of &
negative . exam on an annual basis for 2018
and 2018.

2. Caregiver | was hired on . The

P record i a written

from a health care provider documenting freedom
from communicable , dated and
did not contain documented evidence of &
negative . exam on an annual basis for 2019.

On at 2:10 p.m. the business office
manager confirmed the findings.
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