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Initial Comments.

A blennial re-licensure survey was conducted at
Nueva Vida Corp. on . Deficiencies
were identified at the time of the survey

59A-36.011(7) FAC Training - Nutrition & Food
Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
58A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to have the 2 hours continuing education in
topics pertinent to nutrition and food service for
two out of three (Staff B and C) sampled staff.

Findings included:

Employee record review showed Staff 8 and C
documentation of the minimum of 2 hours
continuing education in topics pertinent to
nutrition and food service was & copy which was.
filled out and did not have the seal from a
ficensed dietician.

On at 11:00 AM, the administrator
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acknowledged that the staff did not have the
original training,
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