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A 000 Initial Comments AD00

A re-icensure biennial survey was conducted at
Resthaven of Hardee County, Inc. on

The provider had deficiencies at the time of the
visit.

A Q04| 59A-36.004 FAC Licensure - Requirements AC04

{1} SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which itis
ficensed to provide.
{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approvat from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in rule 59A-36.014, F.AC., as well as

ion of i with i fire
safety and sanitation inspection requirements
referenced in rule 50A-36.005, F.A.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approvat from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in rule
59A-36.014, F.A.C,, as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in rule
59A-36.005, F.A.C.
(4) CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property"
means property under the same ownership
AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (x6) DATE

STATE FORM 3 QFRP1 If continuation sheet 1 of 12




Agency for Health Care

PRINTED. 04/30/2021

FORM APPROVED

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

AL11910077

A BUILDING:

B.WING

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

04/20/2021

NAME OF PROVIDER OR SUPPLIER

298 RESTH,

RESTHAVEN OF HARDEE COUNTY, INC

IAVEN ROAD

ZOLFO SPRINGS, FL 33890

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

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

(xe
COMPLETE
DATE

A004

Continued From page 1

separated by no more than a two-lane street that
traverses the property. A licensed location may
be to include addit i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of chapters 408,
Part i, 429, Part |, F.S. and rule chapter 59A-35,
F.A.C., and this rule chapter.

{6} PROCF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
{ater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to chapter 408,
part i, and section 429.14, F.S., and rule chapter
59A-35, F.AC.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to maintain an acceptable annua fire safety
inspection report.

Findings included:

Review of the facility's most recent fire safety
inspection report during the biennial
survey found a document labeled "reinspection
third time, passed: no” and which was dated

. Further review of this report indicated it
was issued by Hardee County Fire Rescue (photo
enclosed).
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Interview with the administrator at approximately
11:45am on confirmed that the inspection
still needed final correction by the fire
department.
Class Ill
A 032 59A-36.007(8) FAC Resident Care - Elopement A032

$8=D | Standards

59A-36.007
(8) ELOPEMENT STANDARDS,
{a) Resk at Risk for .

All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a faility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, F.8., is exempt from this requirement
for up to 30 days,

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or {c).
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
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Continued From page 3

at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

atrisk for it o
admission, The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. Animmediate search of the facility and
premises,
2. The identification of staff responsible for

each part of the

response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
429.41(1)(1), F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
had failed to conduct the minimum required
number of resident elopement drills over the last
year.

Findings included:

A032
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Interview with Staff B at approximately 1:00pm on
reveated that they had not been involved
in any elopement drill over the past twelve (12)
months.
Review of the facility's elopement drilis log found
that the latest two (2) drills were documented as.
being conducted and
Interview with the Administrator at 1:35pm on
onfirmed that no
drills had been completed since
Class Il
A 083 59A-36.011(5) FAC Training - First Aid and A083

88=D
{6} FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all imes.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
(b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medicaf technician or paramedic currently
certified under chapter 401, Part 1|, F.S., shall be
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considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that at least one staff person who
had completed courses in First Aid (FA) and

N . Ywas in the
facitity at all imes with respect to three of three
caregiver staff sampled (Staff C, Staff D and Staff
E).

Findings included:

Personnel file review conducted on

revealed that Staff C, hired , had no
documentation verifying completion of either FA
or , while Staff D and Staff £, hired

and , respectively, had no documented
evidence of receiving training in FA.

Interview with the Administrator at approximately
2:50pm on confirmed that documentation
of these trainings was missing from these
records, and she wasn't sure whether the training
had been given, o the documentation had been
misfited.

Class i

A161| 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

A083
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Continued From page 6

training requirements of this part or applicable
rule, and a copy of all icenses or certification held
by 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
must contain, at a minimum, a copy of the
with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with alf staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
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

A8t
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facility and the staffing agency or contractor as
described in rule 59A-36.010, FAC.

{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by rute 59A-36.010,
FAC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a copy of the job description for
one (Administrator) of four staff sampled for a
facility wit the licensed capacity of 38 residents,

Findings included:

Personnel file review conducted on
revealed that the Administrator’s record contained
no official job description.

Interview with the Administrator at approximately
2:20pm on indicated that she admitted
the job description for the Administrator was
missing from her file.

Class Ili

A 162
88=D

58A-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:

1. Name,

3. Race,

4. Date of birth,

5. Place of birth, if known,
6. Social security number,

A8t

A182
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Continued From page 8

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

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification 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-36.006, F.A.C.

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

{d} Documentation of a resident's refusal 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 thatis 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 unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.008, FAC., if
such consent is not included in the resident's
contract.

{h) For faciiities 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.

A162
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{i) A copy of the resident's contract with the
facility, including any addendums te 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.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
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.

(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |
, ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofs
heaith 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,
F.AC,

{0} The resident's ,DH
Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but

AHCA Form 3020-0001
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who are not receiving any personal, fimited
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-36.0068, FA.C.,

4. The resident's contract described in rule
59A-36.018, F.A.C,; and,

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

{g) 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 fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense 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
failed to obtain an updated health assessment
documentation on the Agency for Healthcare
Administration's Form 1823 (AHCA 1823) when
two Residents (# 7 and # 8) of two sampled
residents was admitted into hospice services.

A162
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Findings Included:

Arecord review for Resident # 7, conducted on
, revealed that Resident # 7 was
admitted into the facility on , and
hospice services on . Resident #7's
most recent AHCA 1823 was dated
and did not have another AHCA 1823 after this
date. There were no orders from Resident #7's
health care provider to admit the resident into
hospice services.

Acrecord review for Resident # 9, conducted on
. revealed that Resident # 9 was
admitted into the facility on , and
hospice services on . Resident # 9's
most recent AHCA 1823 was dated
and did not have another AHCA 1823 after this
date. There were no orders from Resident # 9's
health care provider to admit the resident into
hospice services.

During an interview with the Administrator,
conducted on at 3:45 p. m., the
Administrator agreed that Resident # 7 and
Resident # 9 did not have updated AHCA 1823s
upon admission to hospice services and that
there was no order from Resident # 7's and
Resident # 9's health care provider to admit the
residents into hospice services,

Class Ili
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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed 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 fo 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 alf 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 ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. ission 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 maintain background screening
clearinghouse criminal history checks for four of
four staff sampled {Administrator, Staff C, Staff D,
and Staff £).

Findings included:

CZ814
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A review of the files for the Administrator (hired
}, Staff C (hired ), Staff D {hired
) and Staff £ (hired ) found no
o d evidence of the
i i 16 roster for
any of these individuals.
Interview with the Administrator at approximately
2:55pm on indicated that "she was pretty
sure the screenings had been done for the
above-referenced staff but was not clear where
the related documentation had been filed."
Unclassified
C7816) 408.809(2) 435.05(2) 59A-35.090(2d-3b) cz816

Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require fevel 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 enrolied in the Federal
Bureau of [nvestigation’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
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Continued From page 2

. electronically 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 | , shalf 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 national criminal history records checks
required by tevel 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 level 2 screening standards submitted within
the previous 5 years to meet any provider or
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 and disqualifyi
cffenses 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:

CZ816
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Continued From page 3

{2) Every employee must attest, subject to
penalty of perjury, fo meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
cffenses while employed by the employer.

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorparated by
reference, available at
hitp: w.firutes.on ce.asp?No
=Ref-09106, and available from the Agency for
Health Care Administration at:
hitp://ahca.myflorida.com/MCHQ/Central_Service
ind_ i ions_Forms.sht
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 position that requires
Level 2 screening, and they agree to inform the
employer immediately if forany
disqualifying offense.
{e} An administrator or chief financial officer must
be screened and qualified priorto . ., 1o
the position.
{3) Results of Screening and Notification.
{a) Final resuits 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 located at;
apps.ahca.myflorida.com/SingleSignOnPortal.

CZ816
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{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
unctaimed, a copy of the letter will be sent by
reqular 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.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an Attestation of Compliance

with Lol
Form 3100-0008, p for one of four
staff sampled (Staff C).

Findings included:

Personnel file review conducted on

revealed that Staff C, hired , had no
documented evidence verifying an Attestation of
Compliance with Background Screening
Requirements had been obtained.

Interview with the Administrator at approximately
2:30pm on confirmed that this
documentation was missing from the record of
Staff C, and she wasn't sure where it was.

Unclassified

CZ816
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