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408.809(2a-c) 435.05(2) 59A-35.090(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
esmployment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status, For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |, |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolted in the Federal
Bureau of Investigation’s national retained print
notification program. Ifthe ., . of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h), the person must submit
v slectronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check, The | shalt be retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be borne by
the licensee or the person . The
agency may accept as satisfying the
requirements of this section proof of compliance
with levet 2 screening standards submitted within
the previous 5 years to meet any provider or
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professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

(2} Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for quatifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.080 Background Screening.

(2) Processing Screening Requests, Required
Documents and Fees.

{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at

hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
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mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified priorto | 1
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
's file, maintai by the

provider.

This Statute or Rule is not met as evidenced by:
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Based on interview and record review, the facility
failed to verify that one out of 6 sampled staff
received a new background screening after a 90 -
preak in service {Staff ).

Findings Include;

A review of Staff E's personnel records showed a
job application dated and the fast level |
Packground screening was conducted on

A review of Staff E's background screening
showed she was previously hired at a different
Assisted Living Facility (ALF) from through

and rehired at Home Away ALF, LLC on

. Staff E had a break in service for 127
days and there was no documentation that
showed Staff £ received a new levet l
background screening before working at the
facitity.

On al 9:29 AM, the Administrator stated,
"She had a full time job taking care of a lady ata
private residence. She got let go because the
family couldn't pay. | rehired her”.

Unclassified
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Initial Comments.

A complaint investigation (complaint numbers
2020017378 and 2020020557) was conducted at
Home Away ALF, LLC on .

and concluded on . - Deficiencies
were identified at the time of the survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident ' s representative
or designee of the need for health care services
and must assist in making ., for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident ' s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007

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

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

{a) Monitoring of the quantity and quality of

A0DC

A025
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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 general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(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 ilnesses
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 record review and interview, the facility
failed to maintain a written record after one out of
six sampled residents had a significant change
(Resident #2).

Findings include:

A review of Resident #2's records revealed a
health assessment (AHCA Form 1823) comp!eted
on showing diagnoses of
. cand . The resident needed
precautions and supervision with ambulation,
bathing, . loiteting, and transferring.

A025
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Continued From page 2

A review of Resident #2's record revealed a
progress note dated stating "The
resident refused to get up for dinner. The resident
was a liftle bit combative and with her unsteady
gaitshe . She was unable to get up alone.
Rescue checked the resident, and everything was
okay with her, no,  , no injury. Family and
doctor informed."

During an interview on at 9:36AM,
Resident #2's primary care physician stated "l
was never informed that the resident . at the
assisted living facility. | last saw the resident on
and for routine visits. When |

saw her on she did not have any marks
on her . The resident has 's

, but she does not have a history of being
combative, she has no -

During an interview on at 11:01AM,
the administrator stated " | did not call the dector
to inform him the resident was being combative
because the doctor already knows she suffers
from and is on medication for it.

Further review of Resident #2's record revealed
no documentation of follow up with the primary
care physician after Resident #2's on

and no documentation of Resident #2's
combative behavior.

Class i

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

A025
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Continued From page 3

1. Name,

2. '

3. Race,

4. Date of birth,

5. Place of birth, if known,

8. Social security number,

7. Medicaid and/or Medicare number, or name of
other heaith insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, F.A.C.

{c} Any orders for medications, nursing setvices,
therapeutic diets, ,or
other services to be provided, supervised, o!
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusat of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their . , .recorded
semi-annually.
{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.006, F.AC, if
such consent is not included in the resident's

A162
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Continued From page 4

contract.
(h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facitity, including any addendums o the contract
as described in rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.S,
{k} For any facility that maintains a separate trust
fund to receive funds or other property beionging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ( ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the ... ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,

A162
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F.AC.
(0) The resident's | DH
Forrn 1886, if applicable.
{p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents
participating in this arrangement,
2. The resident demographic data required in this
paragraph,
3. The health assessment described in rule
59A-36.006, FAC.,
4. The resident's contract described in rule
59A-36.018, FA.C; and,
5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facility,
{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a tonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.
{r} it resident records for
facitities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.
This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
AHCA Form 3020-0001
STATE FORM e NMSTH It continuation sheet 6 of 13
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Continued From page 6

failed to have an accurate health assessment for
one out of six sampled residents (Resident #3),

Findings included:

Review of Resident # 3's record revealed a health
assessment completed on stating that
the resident required total care with ambutation,
pathing, . grooming, toileting, and
transferring and required supervision with eating.

On at 10:23 AM | the administrator
stated "Resident #3 can walk but it's very difficult
for her because she has very bad . She
can eat and undress herself on her own. She
needs assistance with bathing and going to the
toitet”.

Class Il

Dem Ererg Order 20-011 Visitation

1. Every facility must continue to prohibit the
entry of any individual to the facility, except in the
following circumstances:

A. Family members, friends, and individuals
visiting residents in end- of-life situations
including any resident enrolled in hospice;

B. Hospice or, care workers caring for
residents in end-of-life situations including any
resident enrolled in hospice;

C. Any individuals or providers giving
necessary health care to a resident, provided that
such individuals or providers: (1) comply with the
most recent Centers for Control and
Prevention (CDC) requirements for personal
protective equipment (PPE), (2) are screened for
signs and symptoms of COVID-18 prior to entry,
and (3) comply with the most recent

A162

A1300
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Continued From page 7

control requirements of the CDC and the facility;

D. Facility staff;

E. Facility residents;

F. Attorneys of Record for residents in Aduit
Mental Health and Treatment Facilities or forensic
facilities for court-related matters if virtual or
telephonic means are unavailable;

G. Public Guardians as set forth in chapter
744, Florida Statutes, Professional Guardians as
defined by subsection 744.102(17), and their
professional staff pursuant to subsection
744.361(14), Florida Statutes;

H. Attorneys and their legal staff who are
acting in their capacity as the legal
representatives of residents where (a) the
residents and fawyers are engaged in an active
attorney-client relationships, (b) the visit is related
to representation in legal proceedings or in
consultation on legal matters, and {c} virtual or
telephonic means are unavailable,

1. Representatives of the federal or state
government seeking entry as part of their official
duties, including but not fimited to Long-Term
Care Ombud; program, ives of
the Department of Children and Families, the
Department of Health, the Department of Elderly
Affairs, the Agency for Health Care
Administration, the Agency for Persons with

, a protection and advocacy
crganization under 42 U.5.C. §15041, the Office
of the Attorney General, any law enforcement
officer, and any emergency medical personnel;

J. Compassionate care visitors who meet the
following definitions and satisfy the following
criteria:

i. Compassionate care visitors provide
support, including emotionat support, to help
residents deal with difficult transition or loss,
upsetting events, end-of-life situations, significant
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changes {such as recent admission to the
facility), the need for assistance, cueing or
encouraging with eating or drinking, or emotional
distress or decline.

ii. Regarding compassionate care visitors,
the facility shall:

1. Establish policies and procedures for

ion and utilizations of ionate
care visitors;

2. Set a limit on the total number of
visitors allowed in the facility based on the ability
of staff to safely screen and monitor visitation;

3. Develop an agreeable schedule in
concert with the residents and visitors, including
evening and weekends, to accommodate work or
childcare barriers;

4. Provide instructional signage
throughout the facility and prevention
and controf education, including education on
proper use of PPE, hygiene, and social
distancing;

5. Designate key staff to support

prevention and control training;

8. Screen compassionate care visitors to
prevent possible introduction ofCOVID-19;

7. Maintain a visitor log for signing in and

out;

8. Monitor visitor adherence to
appropriate use of masks, PPE, and social
distancing, especially for those who may have
difficulty with compliance such as children; and

9. After attempts to mitigate concerns,
restrict or revoke visitation if the compassionate
care visitor fails to foliow prevention and
control requirements or other COVID-19-related
rules of the facifity.

iii. Compassionate care visitors shall:

1. Wear a surgical mask and other PPE

as appropriate. PPE for compassionate care
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visitors must be consistent with the most recent
CDC guidance for health care workers;
2. Participate in facility-provided training
prevention and control, use of PPE,

use of masks, sanitation, and social

i ing, and sign tof
completion of training and adherence to the
facitity's prevention and control policies;

3. Comply with facitity-provided
COVID-1¢ testing, if offered;

4. Visitin the resident’s room or in
facitity-designated visitation areas within the
building; and

5. Maintain social distance of at least six

with staff and other residents and limit
movement in the facility except compassionate
care visitors are not required to maintain social
distance from the resident being visited.

. The facility may require compassionate
care visitors to submit to facility-provided
COVID-19 testing so long as use of testing is
based on the most recent CDC and U.S. Food
and Drug Administration (FDA) guidance.

K. General visitors, i.e. individuals other than
compassionate care visitors, under the criteria
detailed below:

i. To accept general visitors, the facility must
meet the following criteria:

1. Other than in a dedicated wing or unit
that accepts COVID-18 cases from the
community, the facility must have no new
facitity-onset of resident COVID-19 cases in the
previous fourteen (14) days;

2. The facility must have fourteen (14)
days with no new facility-onset of staff COVID-19
cases where a positive staff person was in the
facitity in the ten {10) days prior to the positive
test;

on

3. Sufficient staff to support
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management of visitors;

4. Adequate PPE for staff, ata
minimum;

5. Adequate cleaning and -
supplies; and

8. Adequate capacity at referral hospitals
for the facility.

ii. General visitors must:

1. Weara mask and perform proper

hygiene;

2. Sign an acknowledgement form noting
receipt and understanding of the facility's
visitation and prevention and control
policies.

3. Comply with facility-provided
COVID-18 testing, if offered;

4. Visitin a resident’'s room or other
facility-designated area; and

5. Maintain social distance of at least six

with staff and residents, and limit movement
in the facility.

iii. Before allowing general visitors, the
faciiity shatl:

1. Set a policy to prohibit visitation if the
resident receiving general visitors is .
positive for COVID-19 and not recovered {(as
defined by most recent CDC guidance), or

for COVID-18;
2. Screen general visitors to prevent
possible introduction of COVID-18;

3. Establish limits on the total number of
visitors allowed in the facility, or with a resident at
one time based on the ability of staff to safely
screen and monitor visitation;

4. Establish limits on the length of visits,
days, hours, and number of visits aliowed per
week:

5. Schedule visitors by | | only;
6. Maintain a visitor log for signing in and
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out;

7. Immediately cease general visitation if
a resident--cther than in a dedicated wing or unit
that accepts COVID-19 cases from the
community--tests positive for COVID- 19, or is
exhibiting symptoms indicating that he or she is
presumptively positive for COVID-19, or a staff
person who was in the facility in the prior ten (10)
days tests positive for COVID-19;

8. Monitor visitor adherence fo
appropriate use of masks, PPE, and social
distancing;

9. Notify and inform residents and their
representatives of any changes in the facility's
visitation policy;

10. Clean and visiting areas
between visitors and maintain handwashing or
sanitation stations; and

11. Designate staff to support

-prevention and control education of
visitors on use of PPE, use of masks,
sanitation, and social distancing.

. Facilities allowing general visitation shall
enable general visitation as described in either or
poth paragraphs 1 and 2 below:

1. Provide outdeor visitation spaces that
are protected from weather elements, such as
porches, courtyards, patios, or other covered
areas that are protected from heat and sun, with
cooling devices if needed. The provisions of K.(i}
{1} and (2) are not applicable to outdoor visitation.

2. Create indoor visitation spaces for
residents in a room that is not accessible by other
residents, or in the resident's private room if the
resident is bedbound and for health reasons
cannot leave his or her room.

v. Limit the number of visitors per resident at
one time,
vi. Each facility may require general visitors
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to submit to facility- provided COVID-19 testing
so long as use of testing is based on the most
recent CDC and FDA guidance.

L. Barbers and beauty salons may resume
services to residents with the following
precautions:

i. Services are permissible only ift

1. Other than in a dedicated wing or unit
that accepts COVID-19 cases, the facility has had
no new facility- onset of resident COVID-19
cases in the previous fourteen (14) days; and

2. Fourteen (14) days have passed with
no new staff COVID-19 cases where a positive
staff person was in the facility in the ten (10) days
prior to the positive test.

ii. Barbers and salon staff must wear
surgical masks, gloves, practice proper
hygiene, and follow the same requirements as
compassionate caregivers;

ii. Waiting customers must follow social
distancing guidelines;

. Residents receiving services must wear
masks;

v. Services are only provided to facifity
residents, not outside clients or guests;

vi. Services may not be provided to a
resident who tests positive for COVID-19 or is
exhibiting symptoms indicating that he or she is
presumptively positive for COVID-19; and

vii. Service and salon areas must be properly
cleaned and . and equipment must be
sanitized between residents.

2. Individuals seeking entry to the facility, under
the above section 1, will not be allowed to enter if
they meet any of the screening criteria listed
below:

A. Any person with COVID-19 who
does not meet the most recent criteria from the
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CDC to end isolation.
B. Any person showing, presenting signs or

of, or disclosing the ofa
, including

, chills, B

N repeated shaking wrth chills, new
foss of taste or smell, or any other COVID-19
symptoms identified by the CDC.

C. Any person who has been in close contact
with any person(s) known to be with
COVID-19, who does not meet the most recent
criteria from the CDC toend ,

3. Ali faciliies must require any individual who is
entering the facility and who will have physical
contact with any resident to wear PPE pursuant
to the most recent CDC guidelines. Persons
without physical contact with any resident must
wear a mask. All facilities are encouraged to
provide regular COVID-19 testing for staff and
visitors.

4. Any resident leaving the facifity temporarily for
medical |, or other activities, and any
resident receiving visits from health care
providers, must wear a mask, if tolerated by
that resident's condition. All residents must be
screened upon return to the facility.
protection should also be encouraged.

should be scheduled through the
faclhty or group home to ensure proper screening
and adherence to ~control measures.

5. Al visitors must immediately inform the facility
if they develop a or symptoms consistent
with COVID-19 or test positive for COVID-18
within fourteen (14) days of a visit to the facility.

6. Documentation showing compliance with the
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following requirements must be kept for al
visitation within a facility:

A. individuals entering a facility must be
screened. To achieve this purpose, a facility may
use a standardized questionnaire or other form of
documentation.

B. The facility is required to maintain

ion of all ident indivi
entering the facility. The documentation must
contain:
i. Name of the individual entering the facility;
ii. Date and time of entry; and
iii. The screening mechanism used by the
facifity to conclude that the individual did not meet
any of the enumerated COVID-19 screening
criteria. This documentation must include the
screening employee's printed name and
signature.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facillty failed to adequately
intervene or revoke visitation for one out of six
sampled residents' family members who did not
foliow the facility's COVID-19 control
policies and procedures (Resident # 1),

Findings Include:

On al 8:10 AM, observed a document
posted outside of the facility's door that showed
the faciiity's COVID-19 visitation rules. The
document showed thatan ., must be
made in advance, visitors must practice social
distancing and must wear a mask, there will be
no visitation atiowed after 5 PM, visitation time is
allotted to 1 hour, and only 3 visitors from the
same family can visit at a time.

On at 8:39 AM, the Administrator stated
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in regard to Resident # 1's family visits, “They
don'tcall for . When | say no visit,
they call 911. They've call 911 and every time the
police come, they make a big scene. The police
said that they can't do nothing because the family
has to follow the rules. They call DCF
{Department of Children and Family) and DCF
deny everything. She's only been here for two
months and 'm caught in the middle. | only have
ene Power of Attorney for her”. [sic}

Areview of Resident # 1's records showed
Resident # 1 was admitted on and a
45 - day notice of discharge dated was.
given, due to "many conflicts with family
members”.

Further review of records showed a printed copy
of an email to the Administrator dated

from Resident # 1's Power of Attorney (POA) that
stated "The police advised that since | have
power of attorney, | should explain to you that you
cannot authorize anyone from entering the ALF
{assisted living facility) to see [Resident # 1], or
contact [Resident # 1] through phone, unless they
receive prior approval from myself, her
designated caretaker. if anyone attempts to
remove [Resident # 1], you must call the locat
authorities.

On at 9:57 AM, during a second
interview with the Administrator, she stated, "in
the beginning, [POA] gave me a paper stating
that no one can come visit her until | give you the
authorization. When the other sister, | don't
remember her name, they have like 7 - 8 kids,
they don't get along. When they come, | say
"listen | can't let you in because of the POA”.
They call the police. They've called the police 5
times. After a few days, {POA] gives me a list of
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people that can come. They stilf come without
.. . Visitors are to stay in the living room
and supervised by me".

Additional review of Resident # 1's records
showed a second printed copy of an emait from
the POA to the Administrator dated

which identified a list of Resident # t's children
and grandchildren that are authorized to visit
Resident # 1. However, there was no
documentation of the name of Resident # 1's
daughters that was known to foliow the rutes.

A review of the facility's COVID-19 visitation fog
showed Resident # 1's family members last visits
were on B , and

On at 11:35 AM, one of Resident # 1's
daughter stated that during one of the visits, she
was with her mother in her room and heard a loud
“thud” coming from the room next door. The
daughter stated that she found Resident # 2
taying on the floor and was prohibited by Staff D
to enter Resident # 2's room to heip her off the
floor.

On at 11:40 AM, referring to Resident # 1
family's visit, "that day ( ) no one was
supervising them. | was working by myself'. Staff
D confirmed that Resident # 1's visitation was
unsupervised by the Administrator.

On at 10:06 AM, the Administrator
stated, "It was [Staff D] that was working. She
was alone.  had a doctor's | That
day, [Resident # 1's daughter] was here. She
tried to go into the room. She heard the . . [Staff
D} told her that she cannot touch the resident or
go inside the room and then closed the room.
[Resident # 1's daughter] then calfled 911",
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On at 11:50 AM, the Administrator

stated, "l have the rul

anything in writing”.

les posted outside of the

door and inside the house. They do whatever
they want. | always tell them verbatly. | don't have

Further review of facifity's records showed no
o ion that the Admini

An additional review

showed she has a m
with behavioral abnos

ioss, poor vision, dry

to mitigate, restrict, or revoke visitation visits if the
family continued to not follow the facility's
COVID-19 visitation rules.

of Resident # 1's records

showed a heaith assessment dated that

edical history of
rmality, memory loss,

with aphasia, . . , history of
. history of . with pace maker
placement, |, PR .
Type 2, , hearing

( ) with,  pains, s
and . . Resident # 1 needed assistance
with bathing.
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