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Initial Comments.

A Standard Biennial Survey was conducted at
Coral Vilta Adult Care Inc on .
Deficiencies were identified at time of the survey:

59A-36.011(7) FAC Training - Nutrition & Food
Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
58A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide
documentation of two hours of nutrition and food
service training for two out of two (Staff A and B)
sampled staff.

Findings included:

On at 12:00 PM Staff B was observed in
kitchen preparing and serving lunch to resident
#1 %2, #3. and #4.

Review of the personnel files showed Staff B did
not have an approved nutrition and food service
training with a a seal from the dietician but
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Continued From page 1

instead had an unverifiable copy.

On at 2:15 PM Administrator stated, "
called the dietician and left her message to send
ittome.”

Class Il

58A-36.011(11) FAC Training -

an

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 faciiity's policy and procedures
regarding within 30 days after
employment.

{c} Training shall 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 record review and interview, the facility
failed to ensure staff received training regarding

{ ) for one out of
two (Staff B) sampled staff,

Findings included:

A review of Staff B's personnel file file found she
had no documentation of the training.

On at 2:17 PM with Administrator after
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review of records contacted trainer and stated, "it
is scheduled for staff to take on Monday at 12
PMY
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