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Initial Comments.

An unannounced revisit to the Relicensure survey
was conducted on at Shirley House
ALF Inc. The facility had uncorrected deficiencies
at the time of the survey.

58A-5.026(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval 1o the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

(b} A new facility as described in Rule 58A-5.023,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.

{c} The facility must review its emergency
management plan on an annuat basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facitities.

{e} Any plan approved by the local emergency
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management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on record review, ohservation and
interview, the facility fatled to ensure that their
D i g A Pian
(CEMP) was up-to-date and/or approved by the
Local County Emergency Management Division.

Findings Include:

During the Re-li Survey Revisit
on 01/15/2020, this surveyor interviewed the
Administrator and requested the facility's current
approved Comprehensive Emergency
Management Plan (CEMP). The Administrator
stated that they still did not have it and provided
this surveyor with a letter from the Local County
Division of Emergency Management dated

. stating: " ... the Plan has
received the Initial Review and it cannot be
approved in its current state.”

In addition, the Administrator provided this
surveyor another fetter from the Local County
Emergency Management Division dated .

. stating the Plan has undergone the First
Revision Review and it cannot be approved in its
current state (attached).

The Administrator stated she has to do the
corrections and resubmit. She also stated she
has never had an approval for this focation but
has an approval at her other facility.

On at 12:25 PM, this surveyor met
with the Administrator to conduct the Exit
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Interview. Discussed were the findings of the
survey; specifically, the CEMP that has never
been approved. The Administrator acknowledged
the findings and stated she will be going down
today.
Class It
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408.809(2)(a-c); 59A-35.080(2)(d)-{3)
Background Screening-Compliance Attestation

408.809
(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
contractuat 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 raust submit
. . electronically 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 bistory 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 s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
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the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
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 compliance with
chapter 435 and this section using forms.
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
hitp/iwww firules.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 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 for any
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disqualifying offense.
(e) An administrator or chief financial officer must
be screened and qualified priorto | 0
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
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(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
unclaimed, a copy of the letter will be sent by
regular 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 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 record review and interview, the facility
failed to ensure all staff completed an Agency for
Healthcare Administration Background (AHCA)
screening Affidavit of Compliance, and the facility
also faited to verify al staff did not have a break in
service of more than 90 days from a position that
requires a Level 2 background screening for 1 of
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2 sampled staff {Staff C).
The Findings Included:

On , this surveyor conducted a
Re-Licensure Survey Revisit at the facility.
Review of facility employee file revealed that staff
C. whose hire date was 05/20/2019, and whose
AHCA background screening on file was dated
07/05/2017. However, there was ne Compliance
of Attestation form on file for the staff C and no
verification that Staff C did not have a break in
service of more than 90 days from a position that
requires a Level 2 background screening. A new
AHCA background screening was not completed
for Staff C upon hire.

On at 12:25 PM, this surveyor met
with the Administrator to conduct the Exit
Interview. Discussed were the findings of the
survey, including the Compliance of Attestation
form for Staff C. She acknowledged the findings
and stated she will get it completed.
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