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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 observation, record review, and
interview, the facitity failed to maintain their
employee roster within the Agency's background

i sse within ten-busi days
of hiring one employee (Staff A} of four sampled
employees.
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Findings Included:

During an observation, conducted on

at 12:05pm, Staff A was working in the facility and
actively attending to resident's needs.

Areview of the facility's employee roster,

conducted on . revealed that Staff A
was not listed as a current employee of the
facility,

Arecord review for Staff A, conducted on
. revealed that Staff A was hired on

During an interview with the Administrative
Services Coordinator, conducted on

at 03:40pm, the Administrative Services
Coordinator agreed that Staff A was not listed on
the facility's background screening clearinghouse
roster and would be added.

Unclassified

C2816| 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 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 . |

cz816
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Continued From page 2

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

. 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

CZ816
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perjury, by an attestation of compiiance with
chapter 435 and this section using forms.
provided by the agency.

435.05 Requil for covered empl 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 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.
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Continued From page 4

{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
heaith care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{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 ensure that an Attestation of Compliance
was signed every five years as required with a
background screening for one employee {Staff E}
of four sampled employees.

Findings Included:

Arecord review for Staff E, conducted on

, revealed that Staff £ had a signed
Attestation of Compliance dated
There were no other signed Attestation of
Compliance in Staff E's employee record. Staff £
was hired on .

During an interview with the Administrative
Services Coordinator, conducted on

CZ816

at 03:40pm, the Administrative Services
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Unclassified

Coordinator agreed that Staff E did not sign an
Attestation of Compliance every five years as
required with the background screening.

CZ816
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Initial Comments.

Arevisit to re-licensure biennial
survey and a complaint investigation {complaint
number: 2021017610) were conducted at Arden
Courts of Seminole on . Deficiencies
were identified at the time of survey.

59A-36.010(2) FAC Staffing Standards - Staff

(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 § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider 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 i , such individ:
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

A 000}

AQ78

AHCA Form 3

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

20-0007

TLE

(x5 DATE

STATE FORM

QUVNT2

i continuation sheet 1 0f 9




PRINTED: 01/10/2022

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
R
AL11964663 R ———— 12129/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9300 ANTILLES STREET
ARDEN COURTS OF SEMINOLE
SEMINOLE, FL 33776
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (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}
A078| Continued From page 1 AD78

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
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
health 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 Lo
provide setvices 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 wifl provide to residents,
{e) For facilities 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 all 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.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain evidence of a negative

)} examination annually and a
one-time statement that the employee was free
from communicable from a health care
provider for two employees {Staff C and D) of two
AHCA Form 3020-0001
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sampled employees.
Findings Included:

Arecord review for Staff C, conducted on
, revealed that Staff C did not have a
negative examination annually as required.
Staff C's last negative  was on .
Staff C did not have a one-time statement that the
il was free from icabls
from a health care provider. Staff C was hired on

Arecord review for Staff D, conducted on

, revealed that Staff D did nota
one-time statement that the employee was free
from communicable from a health care
provider. Staff D was hired on

During an interview with the Administrative
Services Coordinator, conducted on

at 03:17pm, the Administrative Services
Coordinator agreed that Staff C did not have a
yearly negative  examination and that Staff C
and D did not have a one-time statement from a
health care provider that they were free from
communicable

Class i

A 162| 59A-36.015(3) FAC Records - Resident A162
$8=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2.,
3. Race,
4. Date of birth,

AHCA Form 3020-0001
STATE FORM o oUVN1Z §f continuation sheet 3 of @



PRINTED: 01/10/2022

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
R
AL11964663 R ———— 12129/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9300 ANTILLES STREET
ARDEN COURTS OF SEMINOLE
SEMINOLE, FL 33776
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (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}
A162| Continued From page 3 A182

5. Place of birth, if known,

6. Social security number,

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

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification 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-36.008, F.A.C.

{c} Any orders for medications, nursing setvices,
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 refusat 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.

{HHA ., . 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 unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.006, F.AC, if
such consent is not included in the resident's
contract.
{h) For faciliies that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of

AHCA Form 3020-0001
STATE FORM o oUVN1Z §f continuation sheet 4 of &



PRINTED: 01/10/2022

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
R
AL11964663 R ———— 12129/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9300 ANTILLES STREET
ARDEN COURTS OF SEMINOLE
SEMINOLE, FL 33776
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (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}
A162| Continued From page 4 A182

the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facitity, including any addendums to 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 beionging
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.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the ... ofa
health 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,
FAC.
{0} The resident's . DH
Form 1898, if applicable.
{p) For independent living residents who recelve

AHCA Form 3020-0001
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meals and occupy beds included within the
ticensed capacity of an assisted living facility, but
who are not receiving any personal, limited
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-36.006, FAC.,

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

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

{q) 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 tonger period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r} it resident records for
facitities holding a limited mental health, extended
congregate care, or limited nursing services
ficense 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 maintain resident records for Hospice
residents with the required interdisciplinary care
plan {  )and failed to obtain -to- health
assessments documented on the Agency for
Heaith Care Administration Form 1823 (1823),
AHCA Form 3020-0001
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with all required data for three Residents (#1, #2,
and #3) of three sampled residents.

Findings included:

A record review for Resident #1, conducted on

, revealed that Resident #3's most
recent 1823 dated did not state the
required nursing services of limited nursing
services (LNS) on page cne and there was ne
medical license number of the Exarminer.
Resident #1 was admitted to the facility and into
LNS services on

Arecord review for Resident #2, conducted on

, revealed that Resident #2 was
admitied to Hospice services on .
There was no that specified and described
the care and services that Hospice provided and
those that the facility provided in Resident #2's
record. Resident #2 was admitted into the Facility
on

Arecord review for Resident #3, conducted on
. revealed that Resident #3 was

admitted to Hospice services on

Resident #3's 1823 had no date of the

examination or telephone and address of the

Examiner. Resident #3 was admitted to the

facifity on

During an interview with Staff A the Resident
Services Coordinator, conducted on

at 03:32pm, Staff A agree that Residents #1 and
#3's 1823 did not have all the required data and
that Resident #2's record did not have an that
specified and described the care and services
that Hospice provided and those that the facility
provided.
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Class Ili

§9A-36.022(3) FAC; 429.07(3)(c)2, FS LNS -
Records

59A-36.022

(3) RECORDS.

(a} Arecord of ali residents receiving limited
nursing services and the type of services
provided must be maintained at the facility.
{b} Nursing progress notes must be maintained
for each resident who receives limited nursing
services from facility staff.

{c} A nursing assessment conducted at least
monthly must be maintained on each resident
who receives a limited nursing service.

429.07 (3)(c)2. FS

Afacility that is licensed to provide limited nursing
services shall maintain a written progress report
on each person who receives such nursing
services from the facility's staff. The report must
describe the type, amount, duration, scope, and
outcome of services that are rendered and the
general status of the resident's health...

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain monthly assessment of one
Resident (#1) of one sampled resident admitted
to limited nursing services (LNS).

Findings Included:

Areview of the Facility's LNS admission log,
conducted on , revealed that Resident
#1 was admitted to the facility's LNS services on

for | ., maintenance
and monitoring.
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Arecord review for Resident #1, conducted on
, revealed that Resident #1's LNS
record did not include a monthly assessment for
his LNS services for the months of
and . The last menthly
assessment in Resident #1's LNS record was
dated . Resident #1 was admitted to
the facility on
During an interview with Staff A the Resident
Services Coordinator, conducted on
at 03:30pm, Staff A agreed that there was no
monthly assessment of Resident #1's LNS
services for the months of and
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