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A 000 Initial Comments AD00

A re-licensure survey was conducted at Merrift
Gardens at Solivita Marketplace Assisted Living
Facility on . The facility had
deficiencies at the time of the visit.

A Q78| 59A-36.010(2) FAC Staffing Standards - Staff A078
88=D
(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 net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.

1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider certifying that there is a shortage of

testing materials satisfies the annual

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 col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
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Continued From page 1

assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith 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 Lto
provide services 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
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
() For faciiities 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 alf staff.
{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 1 of 4 staff (A) provided
evidence of a negative yearly.

Findings:

Personnel record review for staff A, a caregiver,

A078
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and was hired revealed her last
freedom from  was dated
The Business Office manager said on
at 3 PM that her understanding was that because
the staff got the Covid . she would need to
wait 4 to 6 weeks tobe able to have a test
done.
Class Ill
A08Q| 429.52( ) FS; 59A-36.011(1) FAC Training - A 080

88=D| Core & Competency Test

429.62
{2} Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
develop core training requirements for
istrators consisting of core training leaming
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
{b) Resident rights and identifying and reporting
,neglect, and | .
{c} Special needs of elderly persons, persons with
mental ilness, and persons with .
and how to meet those needs.
{d) Nutrition and food service, including
itation practices for preparing,
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storing, and serving food.

(e) Medicati rec ping, and
proper technigues for assisting residents with
self-administered medication.

{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.

{g) Care of persons with
related

's and

59A-36.011

{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

{a) The assisted living facility core training
requirements established by the depariment
pursuant to section 429.52, F 8., shall consist of
a minimum of 26 hours of training plus &
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. inistrators who
have aftended core training prior to

and managers who attended the core training
program prior to | . . shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part #, F.8., are exempt from this requirement.
{c} Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d} A newly hired administrator or manager who
has successfully completed the assisted living
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facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to maintain a copy of the
Administrator's assisted living facility core training
of minimum 26 hours and documentation of
successfully passing the CORE competency
exam as required in the record.

Findings:

The administrator has a hire date of .
The facility did not have a record on file onsite for
the Administrator. The Business Office Manager
had to request his record to be faxed to the
facitity from the corporate office. The only
documentation was retrieved was the Level 2
Background Screening eligibility results of

, the background screening compliance
attestation dated , and
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negative results with a statement free from
communicable . There was no
documentation of the CORE training class or
CORE exam was completed.
On at 3 PM, an interview with the
Business Office Manager confirmed the findings.
Class lli
A081| 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081

$8=D| - Staff In-Service

429.52(1)

{1)Each new assisted living facility employee who
has not previously completed core training must
attend a preservice orientation provided by the
facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011
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{2) STAFF PRESERVICE ORIENTATION.
(a} Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
).
{b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employee and the facility
administrator must sign a statement that the

o the p . NN
which must be kept in the employee’s personnel
record.
{d} In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
.\ .. »may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
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Continued From page 7

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facifity.

2. Recognizing and reporting resident .

neglect, and | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 53A-8.0098,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

() Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

(30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement response policies

and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

A081

AHCA Form 3
STATE FORM

20-0007

s

VROT11

If continuation sheet 8 of 23




PRINTED. 04/30/2021

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
AL11969003 8. WING 04222021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4600 MARIGOLD AVE
MERRILL GARDENS AT SOLVITA MARKETPLACE
KISSIMMEE, FL 34758
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH 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}
A081| Continued From page 8 AD081

implementation of the elopement response
policies and procedures,

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to obtain 3 of 4 sampled staff (A,
B and C) two (2) hour pre-service orientation
training with required agenda and signed by the
both the Administrator and employee hefore
interacting with the residents as required.

Findings:

1. Staff C's personnel record review revealed a
hire date of . Staff C was a Licensed
Practical Nurse (LPN); however, a 2-hour
certificate was found dated but did not
meet the regulation requirement spegcifying of 1.
resident rights, 2. facility type, and 3. services
offered by the facility. Furthermore, staff C did not
have documented evidence that elopement
training, 1-hour major adverse incident reporting
training, 1 hour incident reporting training, 1 hour
recognizing , neglect, and . |

training, and 1-hour safe food handling training
were completed.

On at 2:30 PM, an interview with the
Business Office Manager confirmed the findings.

2. Personnel record review for staff A, hired

revealed she was a caregiver. The
review revealed a 2-hour pre-service certificate
dated

A certificate dated indicated 2-hour
in-service training regarding activities of daily
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fiving {ADLs). there was no evidence she
attended 3 hours of in-service training that
covered the following subjects: 1. Resident
behavior and needs. 2. Providing assistance with
the activities of daily living (ADLs). there was no
evidence she was a Home Health Aide (HHA), or
Certified Nursing Assistant (CNA) therefore
exempt from this training.

There was no evidence to confirm she received
an in-service training regarding the facility's
prevention policies and procedures, a
1-hour in-service in safe food handling practices,
There was no evidence she attended core and
was therefore exempt from this requirement.

The Business Office manager presented a
certificate that indicated 1 hour in-service in
Human Needs and Development Thought the
tifespan and said the certificate completed the
3-hour ADL and Residents' needs. She was
unable to provide documentation as to how that
training met the requirement of Resident behavior
and needs. She presented an agenda that
indicated the following subjects were covered in
the pre-service orientation. Residents Rights,
facliity license type, . Evacuation policy, fire
policy, elopement policy, and facility tour.
However, the agenda did not indicate the length
of each in-service.

3. Review of the personnel record for staff B,
caregiver hired , did not reveal a
certificate for the required 2 hour pre-service
orientation that was signed and dated by the
trainer and the employee. No documentation for
training specific to the facility's poficies and
procedures for emergency including chain of
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command and evacuation, incident reporting, the
facility's policies for recognizing and reporting
,neglectand | , the facility's
elopement policy, and safe food handling were
found in the record.
On at 2:45PM, the business office
manager confirmed the finding.
Class Il
A 086 59A-36.011(10) FAC Training - ADRD A 086

88=D
(10) AND RELATED
{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 61G20-1.001, FAC,,
Florida Building Code Adopted, must ensure that
facitity staff receive the foliowing training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care o such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | . and
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirement. Initial training, entitied *

and Related Level | Training,"
must address the following subject areas;

1. Understanding 's and related

2. Characteristics of H
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Continued From page 11

3. Communicating with residents with
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
(b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facitity and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.

and Related Level

I} Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
“Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incarporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
{e) Direct care staff shall participate in 4 hours of

A088

AHCA Form 3
STATE FORM

20-0007

s

VROT11

f continuation sheet 12 of 23




PRINTED. 04/30/2021

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
AL11969003 R ———— 04/2212021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4600 MARIGOLD AVE
MERRILL GARDENS AT SOLVITA MARKETPLACE
KISSIMMEE, FL 34758
(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}
A086 | Continued From page 12 A D086

continuing education annuatly as required under
section 429.178, F.8. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F 8., and subsection
(1) of this rule, or 3 of the & hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3) months of
employment. "Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care fo persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimurn of two years of practical experience in a
program providing care to persons with

or related
(h) With 1o requi in
{g), a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience, Years of teaching
experience related to the subject matter of this
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training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 3 of 4 staff (A, B and
C) received the required and
Related (ADRD} tralnmg.

Findings:

1. Review of the personnel record for staff B,

caregiver hired , revealed a certificate for
Level | training dated

The certificate did not include the name or

signature of an approved trainer. No

documentation was found to show 's

Level Il training was completed within 9 months of

hire, as required.

{photographic evidence obtained)

On at 2:45PM, the business office
manager confirmed the finding.

2. In an interview with the Business Office
Manager on at 1:00 PM whe said that
staff A worked in the memory care unit.

Personnel record review for staff A, revealed she
was a caregiver, and was hired
certificate dated indicated Flonda
Assisted Living level 2 and
Related . There was no evidence she
attended and Related
level §. The certificate did not contain
the signature and or credential of the trainer.

3. Staff C's personnel record review revealed a
hire date of . Staff C was a Licensed

A088
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Practical Nurse (L.PN), however the certificates
dated on file of 4 hours Level 1

and Related (ADRD) training
dated and the 4 hours Level 2 ADRD
training dated was not signed and
documented by an approved 's trainer
as required.

On at 3 PM, an interview with the
Business Office Manager confirmed the findings.

Class Ili

59A-36.011(11) FAC Training -

{11

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

(b} Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shail consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 3 of 4 staff (A, B and
C) received the required 1-hour training in the
facility's policies and procedures for

) within 30 days of
hire.

A088
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Findings:

1. Review of the personnel record for staff B,
caregiver hired , did not reveal any
documentation for training in

On at 2:45PM, the business office
manager confirmed the finding.

2. Personnel record review for staff A, hired

revealed she was a caregiver. The
review revealed a 2-hour pre-service certificate
dated

There was no evidence to confirm she received
an in-service training regarding the facility's

) policies and
procedures.

The Business Office manager presented an
agenda that indicated the following subjects were
covered in the pre-service orientation. Residents
Rights, facility license type, . Evacuation
policy, fire policy, elopement policy, and facility
tour. However, the agenda did not indicate the
tength of each in-service.

3. Staff C's personnel record review revealed
hire date . Staff C was a Licensed
Practical Nurse (LPN), however did not reveat
any documentation for training in

} training.

On at 3 PM, an interview with the
Business Office Manager confirmed the findings.

Class Il

A0S0
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A 093 59A-36.012(2) FAC Food Service - Dietary A093

$8=D | Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidelines for Americans, 2010,
which are incorporated by reference and
avallable for review at:

nttp:/iwww flrules.org/Gateway/reference.asp?No
=Ref-04003, and the current summary of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2010, which are
incorporated by reference and avaiable for

review at:

i mmaryDRIs/~
'media/Fi ivity%20Fites/Nutrition/DRIs/New
%20 DRI%20Values%20! yTable

$%2014.pdf. Therapeutic diets must meet these
nutritional standards to the extent possible.

{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 18 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Alf reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
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facitity files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or mere meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

(e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facifities that offer residents a varisty of food
choices through a setect menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
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food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen faciliies,
snacks must be offered at least once per day.
Snacks are not considered fo be meals for the
purposes of .. the time between meals.
(g} Food must be served atiractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaplive equipment if needed by any
resident, must be on
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents fo serve, must be on

at all imes. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration, Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, facility dietary record
review, and interview the facility failed to maintain
the required minimum amount of water to be
used in the event of an emergency.

Findings:

The facility had 176 residents on . which
would require a minimum of 525 gallons of water
to be maintained. During a tour of the facitity's
emergency food and water supply on at
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1:30PM, it was observed the facility had 240
gallons of water and a number of collapsible
. The dietary manager said they would

use the if an emergency was

announced. Review of the facility's emergency

plan did not address the use of the coltapsible

water or how the facility would obtain

additional water in an emergency.

On at 3:00PM, the administrator

confirmed the finding.

Class i

A161

A 161 420.275(2) FS; 59A-36.015(2) FAC Records -
$8=D| 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
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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 personnel record review and interview,
the facility failed to obtain a copy of the

ini 's ication, also

there was no documentation of the job
description.

Findings:
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The administrator's date of hire is . The
faciiity did not have a record on file onsite for the
Administrator and requested by fax from the
corporate office. There was no evidence of the
il with and job
description as required.
On at 3 PM, an interview with the
Business Office Manager confirmed the finding.
Class Ili
A 181 59A-36.019(2) FAC Emergency Plan Approval A181

§8=D
(2) EMERGENCY PLAN APPROVAL. The plan
rust be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b) A new facility as described in Rule
59A-36.014, F.A.C,, and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

{c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
focal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
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management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facitiies.

{e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on the facility's documentation and
interview, the facility fatled to submit the

D i g Plan
(CEMP) to the local emergency management
agency for review annually.

Findings:

The facility provided a copy of a CEMP letter
dated last year . There was no
documented evidence that the CEMP was
submitted and reviewed for current year 2021 as
required.

{Photographic Evidence Obtained)
On 11:35 AM, an interview with the Administrator
confirmed the findings. He further stated that he

had forgot and overlooked submitting on time.

Class Il
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