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Initial Comments. AD00

An unannounced Relicensure and Generator
Monitoring survey was conducted on
at Christe! Care Inc.

The facility had deficiencies identified related to
the Relicensure at the time of the survey.

»
@
=1

59A-36.006(3) FAC; 400.0078(2) Admissions - ADO9
Admission Package

(3) ADMISSION PACKAGE.

{a) The facility must make available to potentiaf
residents a written statement(s) that includes the
following information listed below. Providing a
copy of the facility resident contract or facifity
brochure containing all the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provided by the facility for that
rate;

3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, if any;

4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate speciaf diets;

6. The availability of transportation and additionat
costs to the resident, if any;

7. Any other special services that are provided by
the facility and additionat cost if any;

8. Soclal and leisure activities generally offered
by the facility;

9. Any services that the facility does not provide
but will arrange for the resident and additionat
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cost, if any;
10. The facility rules and regutations that
residents must follow as described in Rule
59A-36.007. FAC,;
11. The facility policy concerning

pursuant 1o Section 429,255,
F.8., and Rule 59A-36.009, F.A.C., and Advance
Directives pursuant to Chapter 765, F.S.;
12. if the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents receiving extended congregate care
services. The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facility
including additional costs and any limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in Rule 58A-36.021, FAC,;
13. If the facility advertises that it provides special
care for individuals with 's and
related . awritten descnptlon of those
special services as required in Section 429.177,
F.8.; and,
14. The facility's resident elopement response
policies and procedures.
{b} Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:
1. A copy of the resident’s contract that meets the
requirements of Rule 59A-36.018, FA.C,,
2. Acopy of the facility statement described in
paragraph (a} of this subsection, if one has not
already been provided,
3. A copy of the resident’s bill of rights as required
by Rule 89A-36.007, F.A.C,; and,
4. ALong-Term Care Ombudsman Program
prochure that includes the telephone number and
address of the district office.
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{c} Pocuments required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and translated
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

400.0078

{2) Upon admission to a fong-term care faciity,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program,

{b) The statewide toli-free telephone number and
e-mail address for receiving complaints.

{c} Information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right.

{d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the resident contract contained
the required components for 1 of 2 sampled
residents, for Resident #4.

The findings included:

Review of Resident #4's record revealed an
admission date of . Further review
revealed the following components were missing
from the resident's contract: a signed and dated
Informed Consent for unticensed staff to assist
with medications; Resident Bill of Rights; and 45

AD0OS

Day Notice of Discharge.
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During an interview conducted on at
3:15 PM with the Administrator and the Owner,
they acknowledged the findings.

Class

408.809(2) 435.05(2) 59A-35.090(2d-3b)
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 level 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 Investigation’s national retained print
notification program. If the .. of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and {n}, the person must submit
v 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
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the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the licensee or the person ., . The
agency may accept as satisfying the
requirements of this section proof of compfiance
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

offenses 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 penalty 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:

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

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required

CZ816
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Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorporated by
reference, available at
hitp:/iwww. firules.ol asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
i, 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
rnore than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to || to
the position.
{3} Results of Screening and Notification,
{a) Final results 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
ticensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b} If a Level 2 criminal history is incomplete, a
ocertified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unciaimed, a copy of the letter will be sent by
regular 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 o the individual is subject to
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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 ensure all staff completed a Background
Screening Affidavit of Compliance for 2 of 3
sampled staff, for the Administrator and Owner.
The findings included:
Review of the employee personnel record for the
Administrator revealed a date of hire of
. Further review revealed no Affidavit
of Compliance with Background Screening
requirements on file available for review.
Review of the employee personnel record for the
Owner revealed a date of hire of
Further review revealed no Affidavit of
Compliance with Background Screening
requirernents on file available for review.
During an interview conducted with the
Administrator and the Owner on at
3:30 PM, they acknowledged the findings.
Unclassified
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