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A 000 Initial Comments AD00

An unannounced Reticensure, Complaint
{#2021017237) and Generator Monitoring survey
was conducted on at Jackie's Unique
Care Residential Assisted Living. The facility had
deficiencies identified related to the Relicensure
at the time of the survey.

A082| 59A-36.011(4) FAC Training -/ A082
{4}

{ ). Pursuant to section

381.0035, F.S,, all facility employees, with the
exception of employees subject to the
requirements of section 4566.033, F.S., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

i in with fon (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review, the facility failed to
ensure that 1 of 2 employees (Staff B) completed
training in 1

The findings included:

Records review showed that Staff B was hired on
. The staffing schedule revealed that
Staff B was on the schedule fo work at the facility
on multiple days. However, there was no
evidence within her fite indicating that she
completed the one hour ! training.

During an interview with Staff B on at
10:00 AM, she did not know whether she had
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completed the training.
During an interview with the Administrator on
at 4:15 PM, she reported she omitted
to condugct this training with Employee B.
Class It
A090| 59A-36.011(11) FAC Training - A090

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, the facility failed to
ensure that 1 of 2 employees (Staff B) completed
training in policies and procedures

or ( )
The findings included:

Employee records review showed that Staff B
was hired on . The staffing schedule
revealed that she was on the schedule to work on
multiple days. However, there was no evidence
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that she completed the one hour training.
During an interview with Staff B on at
10:00 AM, she was unable to state and explain
the meaning of the abbreviation . Staff B
admitted to requiring more training.
During an interview with the Administrator on
at4:15 PM, she reported she omitted
to conduct this training with Employee B.
Class It
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