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Initial Comments.

An unannounced Relicensure survey was
conducted on at Golden Age Seniors
of Sunrise, inc. The facility had deficiencies at the
time of the survey.

429.26( &%) FS; 59A-36.006(4) FAC
Admissions - Continued Residency

429.26
{1) The owner or administrator of a facility is

ible for i the appropri:
of admission of an individual to the facility and for

ing the i approp: of
residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
in faw or rule related to admission criteria or
continued residency for the type of license held
by the facitity under this part. A resident may not
be moved from one facility to another without
consultation with and agreement from the
resident or, if appticable, the resident's
representative or designee or the resident's
family, guardian, surrogate, or attorney in fact. in
the case of a resident who has been placed by
the department or the Department of Children
and Families, the administrator must notify the
appropriate contact person in the applicable
department.
(2} A physician, physician assistant, or nurse
practitioner who is employed by an assisted living
facitity to provide an initial examination for
admission purposes may not have financial
interest in the facility.
{9A , it resident who no longer meets
the criteria for continued residency may remain in
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the facility if the arrangement is mutuatly
agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of a
physician who agrees that the physical needs of
the resident are being met.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
59A-36.002, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
in with that 3

Exceptions to the requirement to meet the criteria
for continued residency are:
(8) The resident may be bedridden for no more
than 7 consecutive days.
{b} A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
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the facility.
©A , ilt resident who no longer meets

the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
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Based on observation, interview and record
review, the facility failed to ensure that they

the i of ission of an
individual fo the facility and for determining the
continued appropriateness of residence of an
individual in the facility. They also failed to ensure
that the determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy for 2 of 2 sampled
resident records reviewed. {Specifically, Resident
#1 and Resident # 4).

The findings included:

On at 10:00 AM, an observation was
made of Resident # 1 and # 2. They were
observed sitting in the activity room of the facility.
They were non-verbal and did not respond to the
interview questions. She was observed thin and
frail.

On a review of the Florida Health
Assessment form (AHCA 1823 form) was
conducted. It was revealed that Resident # 1 was
admitted into the facility last exam date for the
AHCA 1823 form was . The
Interdisciplinary Care Plan was missing from the
file, The date of the hospice admission was
unknown. The file was missing any notes
regarding any hospice care. It was unclear what
services were being provided by Hospice Care.
The Hospice Physician certification form was also
missing from the file. it was unknown what the
Hospice admitting diagnosis were. The last
taken by the staff was taken on

. At this time, the resident

. ltwas revealed that the

was missing or unknown.
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Continued From page 4

On a review of the AHCA 1823 form

was conducted for Resident # 4. Resident# 4.

She was admitted on . She suffers

from the following diagnosis: .
. ,Major | s

o . Polytheism,
P . Gaston v oew

' . ,and
Aphasia. Sheisa adult, suffering from
the infirmities of aging. The AHCA exam date
was . Under the section of
Nursing/treatment and services, it shows that the
resident receives assistance with medication
management and assistance with Activities of
Daily Living (ADL's). The section on special
precautions was left blank. A review of the Home
Health folder revealed that the resident was
receiving , .- the AHCA 1823 form
nor the progress notes reflect third party services
received by the resident, The significant change
was not documented on the AHCA 1823 form.
Further review of this form revealed that the last

was taken on

On an interview was conducted with
the Manager. She acknowledged the findings and
stated she would have the AHCA 1823 forms
updated to reflect the accurate information.

Class Ili

59A-36.007(2) FAC Resident Care - Social &
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educational and other
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Continued From page 5

activities within the facility and the community.
(a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident's needs, abilities, and interests.

(b} The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{c) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

(d} If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure scheduled activities are available
at least 8 days a week for a total of not less than
12 hours per week , or 4 of 4 sampled residents
observed. (Resident# 1-#4).
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Continued From page 6

The findings included:

On at 09:50 AM - 04:17 PM, an
observation was made of the facility's staff and
residents. There was Staff A and the Manager
present with four (4) residents present. it was
observed that scheduled group activities were not
conducted for the day. The calendar read: Card
game, Lunch, Group discussion, Dinner time and
V.

Areview of the activity calendar revealed that the
times nor the durations were noted on the activity
calendar. It was unknown if the activity calendar
contained 12 hours of scheduled activity took
place for the week.

On at 04:17 PM, an interview was
conducted with the Manager. She stated that she
was busy with the Surveyor. She stated she
couldn’t conduct activities.

Class Ili

59A-36.007(8) FAC Resident Care - Elopement
Standards

59A-36.007

{8) ELOPEMENT STANDARDS.

(@) i at Risk for .
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision, All residents must be assessed
for risk of elopement by a heaith care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
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Continued From page 7

has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415,105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10){a) or {¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
atall imes.
2. The facility must have a photo identification of
at risk residents on file that is accessible fo alt
facitity staff and law enforcement as necessary.
The facility's filte must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
prerises,
2. The identification of staff responsible for
H each part of the
response policies and procedures, including
specific duties and responsibilities,
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Continued From page 8

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b}1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review. the facility
failed to conduct the required Facility Resident
Mock Elopement Drills. The facility also failed to
conduct and document resident elopement drills
conducted twice per year for all direct care staff
and administration.

The findings included:

On at 09:50 AM, an interview was
conducted with the Manager of the facility. She
was requested to provide evidence of the 2 mock
elopement drills for the year of 2018 and 2019.
She did not provide the evidence of in-service
mock drills by at 04:17 PM.

On at 04:17 PM, an interview was
conducted with the Manager. She acknowledged

the findings.

Class Il

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

(2) STAFF.
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Continued From page 9

{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 § 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 docurmented 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 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 col i . such individuat
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 itting a ¢ i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, 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,

A078
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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, F.AC.

(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:
Based on interview and record review, the facility
failed to ensure that alt direct care staff provide
evidence of a negative

statement on an annual basis, for 2 of 4 sampled
employee records reviewed (Staff A and the
Administrator).

The findings included:

On , a review of the employee
personnel records was conducted. it was
revealed that the Administrator was hired on

. She provides direct resident care
occasionally. The last annual
statement reviewed was dated on . No
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Continued From page 11

further documentation could be located indicating
acurrent  statement.

On . a review of the employee
personnel record was also conducted. i was
revealed that Staff A was hired on .
She provides direct resident care. A review of the
statement revealed the last date of
. No further documentation could be
iocated indicating a current  statement.

On at 04:17 PM, an interview was
conducted with the Manager. She acknowledged
the findings.

Class i

429.62( ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52

{1} Effective . . each new assisted
fiving facility employee who has not previously
completed core training must attend a preservice
orientation provided by the facility before
interacting with residents. The preservice
orientation must be at least 2 hours in duration
and cover topics that help the employee provide
responsible care and respond to the needs of
facitity residents. Upon completion, the employee
and the administrator of the facility must sign a
statement that the employee completed the
required preservice orientation. The facility must
keep the signed statement in the employee's
personnel record.

{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.

A078
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This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shail develop a competency test and a minimum
required score to indicate successful completion
of the training and educational requirements. The
required training and education must cover at
ieast the following topics:
{a) State law and rules relating to assisted living
facilities.
{b} Resident rights and identifying and reporting
. neglect, and | .
{c} Special needs of elderly persons, persons with
mental iliness, and persons with .
and how to meet those needs.
(d) Nutrition and food service, including
itation practices for prep: N
storing, and serving food.
{e) icati ping, and
proper technigues for assisting residents with
self-administered medication.
{f} Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's and
refated
59A-36.011
{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a} The assisted living facility core training
qui nts i by the
pursuant to section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must
AHCA Form 3020-0001
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Continued From page 13

successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. inistrators who
have attended core training priorto ., |

and managers who attended the core training
program prior to | . . shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part #, F.8., are exempt from this requirement.
{c} Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d} A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test,

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that Administrators and
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managers shall participate in 12 hours of
continuing education in topics related to assisted
fiving every 2 years {the Administrator).

The findings included:

On , a review of the employee
personnel record was conducted. It was revealed
that the Administrator was hired on

She passed the Competency test on .
The evidence of the last training certificate was
completed in 2015. No further evidence of
continuing education could be located indicating
compliance with this requirement every two years.
The most recent 12 hours of continuous training
was due in 2019,

On , an interview was conducted with
the facility Manager. She acknowledged the
findings.
Class Ill
A081| 59A-36.011( ) FAC Training - Staff in-Service A081

88=D
{2) STAFF PRESERVICE ORIENTATION.
{a) Facilities must provide a preservice
orientation of at ieast 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1.
(b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the

pl the preservice ori i
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
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Continued From page 16

the facility administrator, the preservice
orientation must cover:
1. Resident’s rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living faclity.
2. Recognizing and reporting resident .
neglect, and . The facility must use its

A081
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prevention policies and procedures when
cffering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handfing practices.
{fy All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.
1. All facility staff shall be provided with a copy of
the facifity's resident elopement respense policies
and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that staff had received the
required in-service trainings within 30 days of
hire, for 3 of 4 sampled employee records
reviewed {Staff A, B and Staff C).

The findings included:

a) Areview of the employee personnel record for
Staff A was conducted. It was revealed that Staff
Awas hired on . She provides direct
AHCA Form 3020-0001
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Continued From page 17

resident care. A review of her employee
personnel file revealed that Staff A was missing
the following training certificate: ADL and
Behavioral Needs Training (3 hours).

b} Areview of the employee personnel record for
Staff B was conducted. it was revealed that Staff
B was hired on . She provides direct
resident care. A review of the employee
personnel file revealed that Staff B was missing
the following training certificates: elopement
response fraining (1 hour), Reporting major
incidents, reporting adverse incidents, and facility
emergency procedures {1 hour).

c) Areview of the employee personnel record for
Staff C was conducted. # was revealed that Staff
C is also the Manager of the facility. She was
hired on . She provides direct
resident care. Areview of the employee
personnel file revealed that the following training
certificate were missing: elopement response
training (1 hour).

On at 04:17 PM, an interview was
conducted with the Manager. She acknowledged
the findings.

Class i

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of compliance with all

A081
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Continued From page 18

training requirements of this part or applicable
rule, and a copy of all icenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in section
429.174, F.S., and rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the

A8t
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Continued From page 19

facitity and the staffing agency or contractor as
described in rule 59A-36.010, FAC.

{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by rute 59A-36.010,

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that a copy of the employment
apptication, with references furnished for 1 of 4
sampled staff employment records reviewed:
(Specifically, Staff A).

The findings included:

On a review of the employment
personnel record was conducted. It was revealed
that Staff A was hired . She provides
direct resident care. A review of the employee
personnel file revealed that the employment

fcation was | The ication was
not signed or dated. The application did not
contain the names and contact information for
references on the application.

On at 04:17 PM, an interview was
conducted with the Administrator. She
acknowledged the findings.

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

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 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 interview and record review, the facility
failed to ensure that 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
dlearinghouse. initial employment status and any
changes in status must be reported within 10
business days, for 1 of 5 sampled staff records

CZ814
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reviewed. (Staff D).
The findings included:
On . areview of the staff schedule
was conducted. It was revealed that there are a
total of 5 staff employed in the facility.
Areview of the Provider Background Screening
Clearinghouse was conducted. it was revealed
that Staff D was hired on She worked
in the facility as a Home Health Aide (HHA). She
provided direct care to the residents.
On at 04:17 PM, an interview was
conducted with the Manager. She stated the
Staff had stopped working at the facility a long
time ago. She could not provide the exact date.
She acknowledged the findings.
Unclassified.
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