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Initial Comments.

A revisit to a biennial survey and a complaint
investigation (# 2020014494} and a
COVID-19/generator monitoring was conducted
at A Senior Living Dream LLC on .
Deficiencies were identified at the time of survey.

59A-36.008(8) 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 fisting with the ipti
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 seif-administration of
oations or medicati nistration. 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 health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recerding 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
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medication.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to maintain an accurate daily medication
observation record for each resident who
receives assistance with self-administration of
medications that include any known . . the
resident may have for two out of seven sampled
residents (Resident #4 and Resident #6),

Findings included:

Record review of Resident #4's medication
observation record showed that Resident #4 had
been identified as with "No Known Drug

. . .- Further record review of Resident #4's
health assessment revealed that Resident #4 had
to , beestings, . and

Record review of Resident #6's medication
observation record showed that Resident #6 had
been identified as with "No Known Drug

. .. Further record review of Resident # 6's
health assessment revealed that Resident # 6
had. . .fo
On at 11:65 AM the Administrator
stated, "l am going to have to talk to the doctor.”
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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{byUntif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of all employees within the clearinghouse,
Initial employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth: mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of three sampled
staff with a break in service from a position for
more than 90 days submitted an updated, eligible
tevel Il background screening when the person
returned to a position (Staff B).

Findings included:
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break-in-service."

Review of background screening database
showed that the facility hired Staff B on

. Staff B stopped working on

and did not start working again on

at a place that required level il
background screening . The background
screening database also showed that there was
no employment history for Staff C from

On at 11:45 AM the Administrator
stated, “She gave me the background and she
was eligible. | did not understand the citation." At
11:48 AM after reviewing the roster he stated,
"Now | understand what happened. She had a

Uncorrected unclassified

AHCA Form 3020-0001
STATE FORM

s

TKMNE2

f continuation sheet 2 of 2



