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AQCQ] Initial Comments

Unannounced Comptaint investigation
#2020005694 was conducted from

Golden Pond Communities had deficiencies
found at the time of the visit.

A025( 429.26(7) FS$; 59A-36.007(1) FAC Resident Care
88=D| . Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services o
treat the condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule
59A-36.012, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.
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Continued From page 1

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review, the
facility ptaced 1 of 5 residents at-risk by falling to
maintain a written record of documentation
regarding care (#1).

Findings:

Resident #1's progress note reflected thata
health care provider was on site on at
1:48 PM providing care for resident #1. No
other documentation regarding care for
the resident was found in her file. {photographic
evidence #5).

On at 2:35 PM, resident #1 stated she
was receiving care for a on her left heel.
She stated a nurse comes to the building a
couple of days a week to treat the

Oon at 4 PM, copies of the care
notes for resident #1 were requested from the
administrator for review.
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Resident #1's care notes reflected that
they were faxed to the facility on by the
health care provider. The care notes
reflected that resident #1 was given a prescription
for care by a treating physician on

. Resident #1's care notes
refleted that the treatment was provided by the
health care provider and that the was.
healing. (photographic evidence #7).

On at 2:39 PM, the administrator and
director of nursing (DON) could provide the status
of the current condition of the resident #1's

. The administrator stated the facility had
copies of the resident's care notes. The
DON stated the fax was sent to the facility on

, so the facility could provide the

information.  The administrator later stated the
information from the heaith care provider, who is
providing the care, was completed
verbally, not included in the file, and no additional
records were available.

Class Ili

A Q30| 59A-36.007(6) FAC; 429.28( ) FS 420.27
$8=D| Resident Care - Rights & Facility Procedures

59A-36.007

{6) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

(a) A copy of the Resident Bill of Rights as
described in section 429.28, F.8., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to rule
59A-36.006, F.A.C.

{b} In accordance with section 428.28, F.S_, the
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Continued From page 3

facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes fo facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
impltemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toli-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilitie:
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. ini ive and he

and requirements;

7 control, sanitation, and universal
precautions; and,

8. The requirements for coordinating the delivery
of services o residents by third party providers.
{e) Residents may not be required to perform any
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Continued From page 4

work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility confract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f} The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant 1o section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capagcity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

{g) In addition to the requirements of section
429.41(1)(k}, F.S., the use of physical

by a facility on a resident must be reviewed by the
resident’s physician annually. Any device,
including half-bed rails, which the resident
chooses to use and can remove or avoid without
assistance, is not considered a physical

429.28 Resident bill of rights.~

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Flarida, or the Constitution of the United States
as a resident of a facifity. Every resident of a
facitity shall have the right to:

(a} Live in a safe and decent living environment,
free from and neglect.

{b} Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
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other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
[ access to a . and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
simitar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ion within the 8
{fy Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
aftorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429.27.
(g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate heaith care. For purposes of this
paragraph, the term "adequate and appropriate
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health care" means the management of
medications, assistance in making , ,
for heaith care services, the provision of or
arrangement of transportation to health care

e . and the performance of health
care services in accordance with s, 429.2585
which are consistent with established and
recognized standards within the community.
{k} At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facitity providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. in the
case of a resident who has been adjudicated
mentally .\ . the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation shatl be set forth in writing. In order for
a facility to terminate the residency of an
individual without notice as provided herein, the
facility shatf show good cause in a court of
competent jurisdiction.
{l) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.
{2) The administrator of a facility shall ensure that
a written notice of the rights, . .and
prohibitions set forth in this part is posted ina
prominent place in each facllity and read or
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explained to residents who cannot read. The
notice must include the statewide toli-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Famifies, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or & focal
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Eider

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1){a} A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

.\ or ) under state law,
managing his or her own affairs.
(b} The adrission of a resident to a facility and
his or her presence therein sha not confer on the
facitity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shail
such admission or presence confer on any of
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such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility placed 1 of 5 residents
at-risk by failing to provide a safety plan to
prevent {#3), and failed to provide normat
safety steps to prevent the spread of the
CovViD-1¢ among residents.

Findings:

1. Resident #3's file contained an updated
Agency for Health Care Administration (AHCA}
1823 health assessment, dated . The
AHCA 1823 health assessment reflected that
resident #3 was a risk. Resident #3's progress
notes reflected that the resident . on

with notification to family and primary care
physician, on sustaining a .
and notification to family and primary care
physician, on with notification to family
and primary care physician, on with
notification to family and primary care physician.
Resident #3 was transported to the hospital for a
higher tevel of care on fora . but
there was no notifications made to family.
{photographic evidence #8)

On at 11:46 AM, resident #3 stated he
had severat times and did not know if he
has a safety plan in place.

On at 2:39 PM, the administrator
stated no safety plan was put into place to help
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reduce resident #3 from having future

2. On at 6:45 AM, while entering the
facitity, it was observed that the facility front door
was uniocked, aflowing entry to anyone. Sign on
the front desk stated, ”  Alert”. (photographic
evidence #1). The facility did not have signage or
a staff person stopping visitors and staff for
screening.

On at 6:45 AM, three staff members
entered the building and headed to workstations,
not stopping at the front desk to be screened.
The three workers did not wear gloves or mask.

On at 6:55 AM, staff G stated he was
responsible until the administrator arrived. staff G
iocated the unscreened staff and brought them to
the front desk. The unscreened staff were
identified as staff B and staff |. While staff G was
screening staff B and staffl, a third worker, staff
D, entered and had to be stopped and told she
needed to be screened for COVID-18. A fourth
worker entered and tried to avoid the screening
process. Staff G stopped her before she entered
the kitchen and had her return to be screened.

On at 6:58 AM, staff B stated she did
not need to be screened because she was going
home. Staff | stated she too was going home.
Staff | was later identified as a medication
technician and was just "coming” to work. Staff D
refused to provide her name or make a
statement.

On at 7 AM, in an inferview by
telephone, the administrator was asked about the
protocol for visitors and staff to the facility during
the COVID-19 pandemic. The administrator
stated everyone entering the facility is screened.
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The administration was told about the open door,
the  alert sign, and observation of staff ignoring
being screened. He stated he could not provide
an explanation.

on at 7:48 AM, while touring the facility
for safety concerns, five female residents were at
a table waiting for breakfast, all sitting to

. Staff present did not ask them to “social
distance” themselves to help reduce the spread
of the coronavirus.

Class i

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection {2), the facility must keep
either the original labeled medication container;
ora ication listing with the iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-admmustraixon of
ications or medication i A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. - - the resident may have;
2. The name of the resident's health care
provider and the heaith care provider's telephone
number;
3. The name, strength, and directions for use of
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each medication; and,
4. Achart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication efrors.
{c} For medications that serve as chemical

. the facility must, pursuant to section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facitity placed 1 of 5 residents at-risk by failing to
ensure Medical Observation Records (MORs)
were completed immediately each time the
medication is administered (#2).

Findings:

Resident #2's MORs reflected the following dates
as late administration and charting for the month
of . {photographic evidence #9).
Sample listed below.

Scheduled Date  Scheduled Time Charted Date

8:00 PM at
10:32 PM

8:00 AM at
9:24 AM

8:00 PM at
718 PM

8:00 PM at
7:20 PM

2:00 PM at
7:49 PM

8:00 PM at
7:21 PM

8:00 AM at
11:57 AM

8:00 AM at

A0B4
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9:53 AM
8:00 PM at
7:44 PM
8:00 PM at
745 PM
8:00 PM at
7:44 PM
8:00 PM at
7:49 PM
8:00 PM at
7:23PM
8:00 AM at
9:08 AM
8:00 AM at
1:21 PM
8:00 PM at
9:56 AM
8:00 PM at
9:45 PM
8:00 PM at
7:25 PM
On at 2:39 PM, with the administrator,
director of nursing (DON) and regional clinicat
manager (RCM), the administrator stated most of
the Iat charting is on the night shift, they only have
one nurse on duty and she does not have access
to a laptop. The RCM stated she does have
access to a laptop at night. When asked, both the
administrator and DON stated they had not
addressed the late charting with the nurses.
Class i
A190 59A-36.023( ) & (3)(b) FAC; 429.14(6) A190
$8=D | Administrative Enforcement
59A-36.023( )& (3)(b) FAC
Facility staff must cooperate with agency
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personnel during surveys, complaint
investigations, monitoring visits, license
application and renewal procedures and other
activities necessary to ensure compliance with
Part #f, Chapter 408, F 8., Part |, Chapter 429,
F.8., Rule Chapter 59A-35, F.A.C., and this rule
chapter.

{1} Abbreviated Survey.
(a) An applicant for license renewat who does not
have any class { or class | violations or
uncorrected class lii violations, confirmed
fong-term care program plaints,
or confirmed licensing complaints within the two
ticensing periods immediately preceding the
current renewal date, is eligible for an
abbreviated biennial survey by the agency. For
the purpose of this rule, a confirmed long-term
care ombudsman program complaintis a
complaint that is verified and referred to a
regulatory agency for further action. Facilities that
do not have two survey reporis on file with the
agency under current ownership are not eligible
for an abbreviated inspection. Upon arrivaf at the
facility, the agency must inform the facility that it
is eligible for an abbreviated survey, and that an

i survey will be
{b} Compliance with key quality of care standards
described in the following statutes and rules will
be used by the agency during its abbreviated
survey of eligible facilities:
1. Section 429.26, F.S., and Ruie 58A-5.0181,
F.A.C., relating to residency criteria;
2. Section 429.27, F.S., and Rule 58A-5.021,
F.A.C,, relating to proper management of resident
funds and property;
3. Section 420.28, F.8., and Rule 58A-5.0182,
F.AC., relating to respect for resident rights;
4. Section 429.41, F.8,, and Rule 58A-5.0182,

A180
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F.A.C., relating to the provision of supervision,
assistance with the activities of daily living, and
arrangement for and transportation

to . H

5. Section 429.256, F.S., and Rule 58A-5.0185,
F.A.C., relating to assistance with or
administration of medications;

6. Section 429.41, F.S,, and Rule 58A-5.018,
F.A.C., relating to the provision of sufficient
staffing to meet resident needs;

7. Section 429.41, F.8., and Rule 58A-5.020,
F.A.C., relating to minimum dietary requirements
and proper food hygiene;

8. Section 429.075, F.8., and Rule 58A-5.029,
F.A.C,, relating to mental health residents’
community support living plan;

9. Section 429.07, F.8., and Rule 58A-5.030,
F.A.C., relating to meeting the environmental
standards and residency criteria in a facility with
an extended congregate care license; and

10. Section 429.07, F.8., and Rule 58A-5.031,
F.A.C., relating to the provision of care and
staffing in a facility with 2 limited nursing services
ficense.

{c} The agency will expand the abbreviated
survey or conduct a full survey if violations which
threaten or potentially threaten the bealth, safety,
or welfare of residents are identified during the
abbreviated survey. The facility must be informed
when a full survey will be conducted, If one or
more of the following serious problems are
identified during an abbreviated survey, a full
biennial survey will be immediately conducted:

1. Violations of Rule Chapter 69A-40, FAC.,
relating to firesafety, that threaten the iife or
safety of a resident;

2. Violations refating to staffing standards or
resident care standards that adversely affect the
health, safety, or welfare of a resident;

A180
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3. Violations refating to facility staff rendering
services for which the facility is not licensed; or
4. Violations refating to facility medication
practices that are a threat to the health, safety, or
welfare of a resident.

{2) Survey Deficiency.

{a) Before or in conjunction with a notice of
violation issued pursuant to Part il, Chapter 408,
F.S., and Section 429.19, F.S., the agency shall
issue a statement of deficiency for class |, 1t, 11}
and  violations which are observed by agency
personnel during any inspection of the facility.
The deficiency statement must be issued within
10 working days of the agency's inspection and
must include:

1. A description of the deficiency;

2. Acitation to the statute or rule violated; and
3. Atime frame for the correction of the
deficiency.

{b) Additional time may be granted to correct
specific deficiencies if a written request is
received by the agency before the expiration of
the time frame included in the agency's
statement.

{3(b) Dietary Deficiencies.

1. If a class 1, class |l or uncorrected class 1l
deficiency directly related to dietary standards as
established in Rute 58A-5.020, FA.C.,is
documented by agency pursuant to an inspection
of the facility, the agency must notify the facility in
writing that the facility must employ or confract
the services of a registered or licensed dietitian,
or a licensed nutritionist.

2. The initial on-site consultant visit must take
place within seven working days of the notice of a
class | or Il deficiency or within 14 working days
of the notice of an uncorrected class Ili

A180
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deficiency. The facility must have available for
review by the agency a copy of the license or
registration of the consuitant dietitian or
nutritionist and the consultant's signed and dated
review of the facility's corrective action plan, if a
plan is required by the agency, no later than 10
working days after the initial on-site consuitant
visit.
3. If a corrective action plan is required, the
facitity must provide the agency with, ata
minimum, quarterly on-site corrective action plan
updates until the agency determines after written
notification by the dietary consuitant and facility
ini , that defici are and
staff has been trained to ensure that proper
dietary standards are followed and consultant
services are no longer required. The agency must
provide the facility with written notification of such
determination.

429.14

{6} As provided under s, 408.814, the agency
shail impose an immediate moratorium on an
assisted living facility that fails to provide the
agency with access to the facility or prohibits the
agency from conducting a reguiatory inspection.
The licensee may not restrict agency staff from
accessing and copying records at the agency's
expense or from conducting confidential
interviews with facility staff or any individual who
receives services from the facility.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to cooperate with Agency for Health
Care Administration staff during a compfaint
investigation.

Findings:

A180
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On at 8:25 AM, in an entrance with the
administrator and the director of nursing {DON),
the administrator stated the current DON is new
to the facility. The administrator stated the former
DON's employment ended on . Acopy
of the former DON's contact information was
requested at that time and again at 1 PM.

Review of the facility background screening web
site confirmed the former DON's employment end
date from the faciiity roster was

On at 2:39 PM, the administrator was
asked to provide the contact information for the
former DON. The administrator stated, "l am not
comfortable giving out information on a former
employee who tried to make my life difficult."

Class Il

C2815( 408.809; 435.02(2); 435.06 FS Background
88=C| Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Level 2 background screening pursuant to
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 licensee, if an individual.

(b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.

{c} The financial officer or similarly titled 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

A180
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statutes, seeking employment with a licensee 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
fiving areas; and any person, as required by
authorizing statutes, . with a licensee
or provider whose responsibifities 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.

QyAn ., must be provided in efectronic
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 retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in 5. 435.04,
all persons required to undergo background
screening pursuant {o this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guiity
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinguent and the record not
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.

CZ815
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{b) This chapter, if the offense was a felony.

{c) Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
(f) Section 777.04, relating fo attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 817.034, relating to frauduient acts
through mail, wire, radio, electromagnetic,
photoetectronic, 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.

{j) Section 817 .50, relating to fraudulently
obtaining goods or services from a health care
provider.

{k} Section 817.505, relating to patient brokering.
{l) Section 817.568, relating to criminat use of
personal identification information.

{m) Section 817.60, 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, relating 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
pank bills, checks, drafts, or promissory notes.
(s) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{t) Section 831.31, refating fo the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense

CZ815
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was a felony.
() 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 licensee 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 fast 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 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 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
qualified according to standards specified in s.
435.03 or s. 435.04 must be rescreened by

. , in compliance with the following
schedule. If, upon rescreening, such person has
a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, butis 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 untit 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
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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 . B
must be rescreened by |, | .
{b} Individuals for whom the last screening
conducted was between . , and

, must be rescreened by ..

{c} Individuals for whom the last screening
conducted was between . B
through .., . . must be rescreened by

{6) 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. 943.063(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 professional 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
ticense 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
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 Heaith or a regulatory
board within that department and that person is

CZ815
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providing a service within the scope of his or her
ticensed or certified practice.

{8) The agency and the Depariment 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 {o s.
943.05(2).

(9} There is no reemployrment assistance or other
monetary liability 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 to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility 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
otherwise allow an employee to have contact with
any person that would place the
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
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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 employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i jon necessary {0 plete the ing,
including | | if required, must be
disqualified for employment in such position or, if
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employed, must be dismissed.

(4} There is no reemployrment 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 whorm the report
was issued or who was , regardless 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 interviews, the
facitity placed residents at-risk by failing to ensure
2 of 6 staff had completed updated background
screenings following a 80-day gap in employment
from a position which required a level 2 screen (G
& H).

Findings:

1. On , review of the facility
background screening roster reflected that staff G
had a 90-day gap in employment from a position
which requires a level 2 background screen. The
background screening roster reflected that staff
G's last level 2 screening was completed

, and staff G's end date from the prior
fevel 2 employer was on . Staff G's
date of hire at the current facility is

On at 12:34 PM, the adminsitrator and
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staff G reviewed the information on the
background screening roster and stated it was

2. On . the facility background
screening roster reflected that staff H had a
90-gap in employment from a position which
requires a fevel 2 background screen. The
packground screening roster reflected that staff
H's last level 2 screening was completed on

, and staff H's end date from the prior
tevel 2 employer was on . Staff H's date
of hire at the current facility is .

On at 12:41 PM, in a telephone
interview with Staff H and the administrator, staff
H confirmed the information provided on the
background screening roster as correct.
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