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AQCQ] Initial Comments

An unannounced complaint survey for allegations
contained within compfaint number 2020006531
was conducted on at Canterfield of
Tallahassee. Deficient practice was identified at
the time of the survey.

AQ08 429.26( )FS; 59A-36.006(2) FAC Admissions -
$8=D | Health Assessment

429.26
{4} If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facHity. The signed and completed medical

ination report shall be i tothe
owner or administrator of the facility who shal
use the information contained therein to assist in
the ination of the i of the
resident's admission and continued stay in the
facility. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfils the i for @ medical inati
under this subsection and s. 429.07(3)(b)6.
{5) Except as provided in s. 429.07, if a medical

ination has not been within 60
days before the admission of the resident to the
facility, a licensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within
30 days following the admission to the facility to
enable the facifity owner or administrator to

ine the i of the i
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The medical examination form shall become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
(8} Any resident accepted in a facility and placed
by the department or the Department of Children
and Families shall have been examined by
medical personnel within 30 days before
placement in the facility, The examination shall
include an assessment of the approptiateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Famshes must provide documentation that the

i has been by a p! 3
clinical psychologist, clinical social worker or

. nurse, or an individual who is
superv»sed by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health restdenl has been admitted to the facllity.
An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as 8 mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
mformatnon about the resident that would help the
meet his or her responsi

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
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operator whom to call should problems arise. The
applicable department shall advise and assist the
facility administrator where the special needs of
residents who are recipients of |

. require such assistance.
59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-to- medical examination completed by a

health care provider as specified in either
paragraph (a) or (b} of this subsection.
{a) A medical examination completed within 80
calendar days before the individual's admission to
a facility pursuant to section 429.26(4), F.S. The
examination must address the following:
1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of dally living,
3. Any nursing or
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of ,

., services required by the

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
provider, the individual's needs can be metin an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
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ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

{b} A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, , which is
incorporated by reference and avaliable onfine at
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the
administrator using AHCA Form 1823 within 30
days after admission.

(d} Medical examinations of residents placed by
the department, by the Department of Children
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and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rufe.
{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida
Form, for residents who do not wish

. . to be administered
in the case of or . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilles pursuant to section 415.105 or
415.10561, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that 4 of 26 resident's 1823 forms

i Health ) were 3
{residents #4, 12, 13, and 14)

AHCA Form 3020-0001
STATE FORM

s

TWPR11

If continuation sheet 5 of 26




PRINTED: 08/01/2020

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
AL11969551 R ———— 03/30/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
208 £ THARPE ST
CANTERFIELD OF TALLAHASSEE, LLC
TALLAMASSEE, FL 32303
(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}
A008| Continued From page 5 A008

The Findings included:

1. Arecord review was conducted of resident #4
1823, to find section one, health assessment
blank (known . . . ,medical
history and diagnoses, physical or sensory

fimitations, or behavioral status,
nursing/treatment/ ., service requirements
and special precautions), and date of examination
blank.

2. Arecord review was conducted of resident #12
1823, dated . The instructions for whether
to assist with self-administration of medication or
medication administration was found to be blank.

3. Arecord review was conducted of resident #13
1823, dated . The instructions for whether

fo assist with self-administration of medication or
medication administration was found to be blank.

4. Arecord review was conducted of resident #14

1823, dated . The instructions for
whether to assist with self-administration of
cation or medicati inistration was

found to be blank.

On at approximately 12:00 PM record
review conducted of all (26) resident's medical
records concentrating on 1823 with staff member
If medication technician. She verified resident # 4
1823 date of examination was blank, residents
#12 & resident #13 1823's were incomplete giving
no instructions of the resident's assistance with
\administration o medicati Inistration

was required.

On at approximately 4:00 PM, interview
was conducted with the Executive Director (ED)
AHCA Form 3020-0001
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who was informed of the incomplete 1823's.
During this interview the ED was not aware of the
incomplete 1823's, stating that his previous
Director of Nursing handied the resident's
medical records.
Class Il
A 053 59A-36.008(4) FAC Medication - Administration A053

88=6G
{4) MEDICATION ADMINISTRATION.
(a} For facilities that provide medication
administration, a staff member licensed to
administer medications must be avaitable to

ni ications in act with a
heaith care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident’s record and
reported immediately to the resident's health care
provider. The contact with the heaith care
provider must also be documented in the
resident’s record.
{c} icati i ion includes
any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.
{d) A facility that performs clinical laboratory tests
for residents, including o testing,
must be in compliance with the federal Clinical
Laboratory Improvement Amendments of 1988
{CLIA) and chapter 483, part {, F.S. A valid copy
of the State Clinical Laboratory License, if
required, and the federal CLIA Certificate must be
maintained in the facility. A state license or
federal CLIA certificate is not required if residents
perform the test themselves or if a third party
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assists residents in performing the test. The
facility is not required to maintain a State Clinical
Laboratory License or a federal CLIA Certificate if
facitity staff assist residents in performing clinical
faboratory testing with the residents’ equipment.
Information about the State Clinical Laboratory
License and federal CLIA Certificate is available
from the Laboratory Unit, Agency for Heailth Care
Administration, 2727 Mahan Drive, Mail Stop 32,
Tallahassee, FL 32308; telephone
{850)412-4500.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that 8 of 26 residents received
medication administration by a ficensed staff
memberin accordance with 1823's health

to receive i ini
{residents #3, 5, 6,7, 8,9, 10 and 11)

The findings included:

Arecord review was conducted of 26 resident's
medical records, reviewing section 2 B, which ask
“does the resident need help with taking his or
her medications and if yes, place a checkmark in
front of the appropriate box as indicated." The
three boxes indicated, "needs assistance with
self-administration indicating this aliows
unlicensed staff to assist with oral and

eation: nesds medicati .
indicating not all assisted living faciliies have
ficensed staff to perform this service; and able to
administer without assistance.” Resident's 1823's
for residents #3, 5, 6,7, 8, 9, 10 and 11 boxes
were checked to require medication
administration.

Record review of resident #3's 1823 dated
indicated medical history and diagnoses:
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severe PR, . feft
., gaitis , mild hearing loss, no upper
to Iumber.

Physical or sensory limitations: corrective tenses,
unable to stand for long without gait with tilt to left
support. Crush medications with milk shake
vanilfa. Needs Medication Administration.

Resident # 5/memory care unit, 1823 dated
needs medication administration.

Resident #6/assisted care, 1823 dated
needs medication administration.

Resident #7/assisted care, 1823 dated
needs medication administration.

Resident #8/memory care unit, 1823 dated
needs medication administration.

Resident #9/memory care unit, 1823 dated
needs medication administration.

Resident#10/memory care unit, 1823 dated
needs mediation administration.

Resident #11/memory care unit, 1823 dated
needs mediation administration

A record review was conducted of the medication

administration record (MAR) for residents #3, 5,

6,7,8,9, 10 and 11 to find signatures of staff 1, a
icati 1 for 8:00 AM icati

pass.

On at approximately 11:48 AM, an
interview with staff |, a medication technician,
stated that she was not aware of 1823's of
residents where examination has indicated that
these resident's medications were to be
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administered. Staff | reported that she had given
medication to all residents this morning at 8:00
AM, administering, pills, .. and cream.
Staff | reported that the facility has nurses that
worked shifts 7:00 AM until 7:00 PM and 7:00 PM
untit 7:00 AM and she works if these nurses are
not available. Staff, I, a medication technician
couid not provide evidence of the initial 6-hour
training for assistance with medication
self-administration.

ARecord review was conducted for staff member
|, medication technician, personnel fite to find no
certification of completion for initial 6- hour
training to assist with seif-administration of

ication by regi: nurse or i

On at approximately 4:00 PM, interview
with Executive Director who confirmed that the
initial 6-hour training was not in staff I's personnel
record and he could not produce the initial 6-hour
training prior to assisting with self-administration
of medication.

Class Il

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

AD053
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when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. 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 individual
must be immediately removed from duties untif 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 experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, 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.AC.
{d) An assisted living facility Lo
provide setvices 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

A078
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Continued From page 11

and the staffing agency or contractor must
specifically describe the services the staffing
agency ot contractor will provide to residents.

{e) For facifities 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 interview, the facility
failed to provide evidence of a written statement
form a health care provider documenting that the
individual did not have any signs and symptoms
of communicable within 30 days of hire
for 1 of 7 staff records reviewed (Administrator)
and failed to provide evidence of a negative
examination for 2 of 7 staff records
reviewed (Staffl F and the Administrator).

The findings include:

On at approximately 11:30 AM during
record review of Staff F, Resident Care
technician, it was noted that he had a hire date of
. The facility was unable to provide

evidence of a training record which included

and neglect prevention. The facility was
also unable to provide evidence of a negative
tuberculous screening in the employee record.

Review of the facility's Administrator employee file
showed that he had a hire date of with
no evidence of a negative screening

A078

result nor a physician signed examination stating
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the empl was free from icable

On at approximately 4:09 PM during
interview with the facility Administrator and Sales
and Marketing Manager, the facility Administrator
confirmed they were unable to provide evidence
of a negative screening for himself or
staff F, and was unable to provide evidence of a
free of communicable statement for
himself at that time.

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
training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
py 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
rust contain, at a minimum, a copy of the
~ ication, with
furnished, and documentation verifying freedom
from signs or symptoms of communicable
- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff

A078
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Continued From page 13

training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alt
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
facitity and the staffing agency or contractor as
described in rule 59A-36.010, FAC.
(c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to maintain records of required
training for 2 of 7 employee records reviewed
{Staff F and O).

The findings include:

On at approximately 11:30 AM during

A8t
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record review of Staff F, Resident Care
Technician, it was noted that he had a hire date of
. The facility was unable to provide
evidence of a training record which included
and neglect prevention or other required
training.

On at approximately 11:56 AM during

interview with staff O, Resident care technician,

she stated that she had worked at the facility from
through

On at 12:54 PM during interview with
the facility Administrator he stated he had no
employee records for Staff O, Resident Care
Technician, including any fraining records.

On at approximately 4:09 PM during
interview with the facility administrator and Sales
and Marketing Manager, the facility administrator
confirmed that the facility was unable to provide a
training record for Staff F or Staff O to include
evidence of and neglect prevention training
or other required training.

Class Ill

CZ814| 435.12(2)(b-d), FS Background Screening
88=C| Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{byUntit suchtime asthe ., 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

A8t
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Continued From page 16

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 o
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 reviews and interviews, the
facility failed to register and update the
employment status within 10 days of change into
the background screening clearing house for 2 of
7 staff records reviewed (Staff Aand E)

The findings include:

On at approximately 10:55 AM during
employee record review of staff A, Maintenance
Director, it was noted that the staff member was
added to the Agency's Background Screening
roster on with a permanent hire date of

On at approximately 11:17 AM during
interview with staff A, maintenance director, she
stated that she had been working since

and that since that time she had been working on

CZ814
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the floor making repairs, seeing over the grounds,
and cleaning.

On at approximately 11:30 AM during
employee file review of staff i, food service
worker, it was noted that the employee had a hire
date of . Review of the Background
Clearing House roster showed that at the time of
review Staff E was not on the facility's roster.

On at approximately 11:42 AM during
interview with the facifity Administrator, he stated
that staff A's official start date was

On at approximately 4:09 PM during
interview with the facifity administrator and Sales
and Marketing Manager, the facility administrator
confirmed that Staff A was added to the
Background Clearinghouse Roster on

and it was confirmed that Staff £ was not on the
roster.

Unclassified

CZ815 408.809; 435.02(2); 435.06 FS Background
$8=C | Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1} Level 2 background screening pursuant fo
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

(a) The licenses, if an individual.

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

CZ814

Cz81s

AHCA Form 3020-0001
STATE FORM

s

TWPR11

f continuation sheet 17 of 26




Agency for Health Care

PRINTED: 08/01/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11969551

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/30/2020

NAME OF PROVIDER OR SUPPLIER

CANTERFIELD OF TALLAHASSEE, LLC

RPE ST

SEE, FL 32303

STREET ADDRESS, CITY, STATE, ZIP CODE
208 E THA
TALLAHAS!

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

CZ815

Continued From page 17

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

{d) Any person who is a controlting interest.

{e) Any person, as required by authorizing
statutes, seeking employment with a ficensee 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
{iving 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.

@YAl must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in's. 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 refrieval by the licensee or designated
agent on the licensee’s behalf.

{4) In addition to the offenses listed in s. 435.04,
all persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guiity
of, regardless of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not

CZ815
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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, refating to Medicaid fraud.
() 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.

(g} Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, 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.

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

{k) Section 817.508, relating to patient brokering.
(1) Section 817.568, relfating to criminal use of
personal identification information.

{m) Section 817.80, 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, relfating to forgery.

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

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

{r} Section 831.09, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{s} Section §31.30, relating to fraud in obtaining

CZ815
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medicinal drugs.
(1) Section 831.31, relating to the sale,

delivery, or ion with the
intent to self, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
{u) Section 895.03, relating to racketeering and
collection of unfawful debts.
{v} Section 896.101, relating to the Florida Money
Laundering Act,
If, upon rescreening, a person who is currently
employed or with a ficensee 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 last 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 unti! the licensing
agency renders a decision on the application for
exemption if the person is etigible 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.
{5) A person who serves as a controlling interest
of, is employed by, or contracts with a licensee on
, who has been screened and

quahfed accordmg o standards specified in s.
435.03 or 5. 435.04 must be rescreened by .,

. in compliance with the following
schedute If, upon rescreening, such person has
a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, butis a current disquafifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed fo by

CZ815

AHCA Form 3
STATE FORM

20-0007

s

TWPR11

f continuation sheet 20 of 26




Agency for Health Care

PRINTED: 08/01/2020

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11969551

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/30/2020

NAME OF PROVIDER OR SUPPLIER

CANTERFIELD OF TALLAHASSEE, LLC

RPE ST

SEE, FL 32303

STREET ADDRESS, CITY, STATE, ZIP CODE
208 E THA
TALLAHAS!

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

CZ815

Continued From page 20

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
within 30 days after receipt of the rescreening
results by the person. The rescreening schedule
shail be:
{a) Individuals for whom the last screening was
conducted on or before . .
must be rescreened by ., | .
{b} Individuals for whom the last screening
conducted was between .. L and

. must be rescreened by

{c} Individuals for whom the [ast screening
conducted was between P .
through . must be rescreened by

{B) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject o 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 professionat 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
regulatory board within the Department of Health,
or the department itself if there is no board, may

CZ815
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grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
poard within that department and that person is
providing a service within the scope of his or her
ticensed 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
relating to retaining ., pursuant to s.
943.05(2).

{9) There is no reemployment assistance or other
monetary lability 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 Heaith or the
agency.

435.06 Exclusion from employment.~
{1} If an employer or agency has reasonable
cause o believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employse in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibifity 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
ctherwise allow an employee to have contact with
any person that wouid place the
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employee in a role that requires background
screening until 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 role that requires
background 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 place the employee in a position
for which background screening is not required
uniess 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 employse completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons untif the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.
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{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
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 lability 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 record review and interview the facility
failed to ensure that staff were not in a role that
required a background screening prior to the
completion of the background screening process
for 2 of 7 staff records reviewed (Staff A and O)
for which 1 of the 2 were determined ineligible
(Staff ).

The findings include:

On at approximately 10:55 AM during
employee record review of staff A, Maintenance
Director, it was noted that the staff member was
added to the Agency's Background Screening

roster on , the screening process date
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was
was

and the eligible determination date
with a permanent hire date of

Oon at approximately 11:17 AM during
interview with staff A, maintenance director she
stated that she had been working since

and that since that time she had been working on
the floor making repairs, seeing over the grounds,
and cleaning.

On at approximately 11:42 AM during
interview with the facility Administrator, he stated
that staff A's official start date was

On at approximately 11:30 AM during
employee file review and interview with the facility
Administrator of Staff O, Resident care
technician, the facility administrator presented a
tevel 2 background check of Staff O that stated
the individual was ineligible performed on

. The Administrator stated that the
individual never worked as a result of this.

On at approximately 11:56 AM during
interview with staff O, Resident care technician,
she stated that she had worked at the facllity from

through . She additional
stated, "] got fired because they hired me even
though they knew | had a bad background
check.”

On at 12:54 PM during interview with
the facility Administrator he stated he had no
additional employee records for Staff O, Resident
Care Technician, including any training records.

On at approximately 1:19 PM during
interview with staff H, Resident Care Technician,
Staff J, Resident Care Technician, and Staff 1,
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Medication Technician, all three stated that Staff
O worked at the facility and had worked for about
3 weeks on the floor with residents as a Resident
Care Technician. Staff | stated that the tast time
she saw her work was the week prior on
approximately

On at approximately 1:42 PM during
interview with the facility Administrator, he stated
he had investigated whether Staff O had worked
at the facllity further and stated that she had
worked at least one day.

On at approximately 4:09 PM during
interview with the facility Administrator and Sales
and Marketing Director, the facility administrator
confirmed that Staff O was ineligible for a level 2
background screening at the time that the staff
member worked at the facility.

Unclassified
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