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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 . |
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 .. i
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.

are

1o

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain the employment status on it's
roster in the background screening clearinghouse
system for one of four sampled staff, (Staff D).

Findings included:

CZ814
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Review of the facility's background screening
clearinghouse roster showed Staff D with a hire
date and no end date.
On . at 10:45 AM, when the
administrator was asked where Staff D was, he
stated, "She does not work here anymore; she
teft before COVID, she left around .
Unclassified
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Initial Comments.

ACOVID-19 control monitoring visit was
conducted at Jesus Home Care, Inc. on .

. Deficiencies were identified at the time of
the visit.

429.27(2) FS; 559A-36.013(3) FAC Fiscal -
Surety Bonds

429.27
{2) Afacility, or an owner, administrator,
employee, or representative thereof, may not act
as the guardian, trustee, or conservator for any
resident of the assisted living facility or any of
such resident's property. An owner, administrator,
or staff member, or representative thereof, may
not act as a competent resident's payee for social
security, veteran's, or raifroad benefits without the
consent of the resident. Any facility whose owner,
ini . of staff, or reps ive thereof,
serves as representative payee for any resident
of the facility shall file a surety bond with the
agency in an amount equal to twice the average
monthly aggregate income or personal funds due
to residents, or expendable for their account,
which are received by a facility, Any facility whose
owner, administrator, or staff, or a representative
thereof, is granted power of attorney for any
resident of the facility shall file a surety bond with
the agency for each resident for whom such
power of attorney Is granted. The surety bond
shaif be in an amount equal to twice the average
monthly income of the resident, plus the value of
any resident's property under the control of the
attorney in fact. The bond shall be executed by
the facility as principal and a licensed surety
company. The bond shalt be conditioned upon
the faithful compliance of the facility with this
section and shall run to the agency for the benefit
of any resident who suffers a financial loss as a

A0DC

A125
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Continued From page 1

result of the misuse or misappropriation by a
facility of funds held pursuant to this subsection.
Any surety company that cancels or does not
renew the bond of any licensee shall notify the
agency in writing not less than 30 days in
advance of such action, giving the reason for the
cancellation or nonrenewal. Any facility owner,

ini , or staff, or ive thereof,
who is granted power of attorney for any resident
of the facility shall, on a monthly basis, be
required to provide the resident a written
statement of any transaction made on behalf of
the resident pursuant to this subsection, and a
copy of such statement given to the resident shail
be retained in each resident's file and available
for agency inspection.

59A-36.013

{3) BURETY BONDS. Pursuant to the
requirements of section 429.27(2), F.8.:

{a) For entities that own more than one facility in
the state, one surety bond may be purchased to
cover the needs of af residents served by the
entities.

{b} The following additional bonding requirements
apply to facilities serving residents receiving

1. If serving as representative payee for a
resident receiving . the minimum bond
proceeds must equal twice the value of the
resident's monthly aggregate income, which must
include any supplemental security income or
social security . income plus the
payments, including the personal needs
allowance.

2. If holding a power of attorney for a resident
receiving . the minimum bond proceeds
must equal twice the value of the resident's
monthly aggregate income, which must include

A125
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Continued From page 2

any supplemental security income or social
security , income; the payments,
including the personal allowance; plus the vaiue
of any property belonging to a resident held at the
facitity.

(¢} Upon the annual issuance of a new bond or
continuation bond, the facility must file a copy of
the bond with the Agency Central Office.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a surety bond with the minimum
bond proceeds equal twice the value of the
resident’s monthly aggregate income for one of
two sampled residents, (Resident 1).

Findings included:

Review of Resident 1's record showed an
admission ; the resident received the
amount of $1,000.00 from social security, The
facility received this amount directly. Review of
the facility's records showed a surety bond for the
amount of $10,000.00 dated . with an
expiration date of

On . 20201 at 10:40 AM, the
administrator stated the facility received Resident
1's social security of $1,000.00 directly, and that
he would renew the bond.

Class i

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.
{a) All facilities must:

A125

A152
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1. Provide a safe living environment pursuant to

section 429.28(1)(a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to section 428.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

tess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or ficor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facifities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment, free of
hazards; the facility failed to ensure that afl

A152
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Continued From page 4

existing architectural, structural systems were
maintained in good working order.

Findings included:

On . at 10:25 AM, observed inside

. which it was shared by two residents,
the floor tiles were broken in the comer of the
room,

On at 10:25 AM, the Administrator
stated, “The house used to have a chimney;  am
in the process of purchasing the house, then | am
going fo start making repairs.”

Class Il

429.075(1) FS; 59A-36.011(9) FAC LMH -
Training

429.075

{1} To obtain a limited mental health license, a
facitity must hold a standard ficense as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mentat
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or reficensure or upon request in writing
by a licensee under this part and part l{ of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by

A152
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Continued From page 5

the Department of Children and Families.

59A-36.011

{9} LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 429.075, F.S., the

administrator, managers and staff, who have

direct contact with mental health residents in a

ficensed limited mental heaith facility, must

receive the following training:

1. Aminimum of 8 hours of specialized training in

working with individuals with mental health

diagnoses.

a. The training must be provided or approved by

the Department of Children and Families and

must be taken within 8 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

health facility,

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for ini

managers pursuant fo section 428.52(5), F.8.,

and subsection (1) of this rule.

2. Aminimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

enline, or through distance learning, biennially

thereafter in subjects dealing with one or more of

the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

{1} Mental health needs, services, behaviors and

appropriate interventions;

{11y Resident progress in achieving treatment

goals;

{1i) How to recognize changes in the resident's

status or condition that may affect other services

received or may require intervention; and,

{ ) Crisis services and the

procedures.

AL243
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3. For administrators and managers, the
continuing education requirement under this
subsection wili satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(6}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
o & months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

(a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview the facility
with limited mental health (LMH) component,
failed to ensure that two of four sampled staff,
{Staff A, and C) completed the continued three
hours of specialized training in working with
individuals with mental health diagnoses. In
addition, the facility failed to ensure that one of
four sampled staff (Staff B) received a minimum
of six hours specialized fraining regarding
working with individuals with mental health
diagnoses.

Findings included:

Review of the facility agency's license showed a
ficense with LMH component.
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Review of Staff A's record showed an initial 8 hrs.
LMH training dated . and 3 hrs, of
continued training dated . The record
did not have the updated training scheduled to be
renewed by

Review of Staff C's record showed an initial 8 hrs.
LMH training dated ,and a 3 hrs. of
continued fraining dated . The record
did not have the updated training scheduled to be
renewed by .

Review of Staff B's record showed a hire date of
. The record did not have
documentation of the initial 6 hrs. required for an
individual working in a facifity with the LMH

specialty license.

On . at 10:55 AM, the Administrator
stated, "We have not done it because everything
was closed due to COVID. It's a jot of things; it
just needs to be done.”

Class i

AL243
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