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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 of all

D within the i
Clearinghouse and ensure any changes in
employee status is reported within 10 business
days for 1 {Administrator A) of 1 employee
reviewed who no fonger works at facility.

]

CZ814
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The findings included:
Review of Facility Health Finders on listed
Administrator A as Administrator of the facility .
Interview on at 9:40 a.m., Administrator B
said Administrator A no longer worked there and
had left on
Review of the Agency for Healthcare
g d .
Clearinghouse Roster revealed Administrator A
was listed as still employed with no end date of
reported.
Interview on at 3:15 p.m., Administrator B
said she would begin working on replacing the
Administrator and getting the files up to date.
Class C
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Initial Comments.

An unannounced relicensure survey was
conducted on at Excelsior Omega #2, an
assisted living facility in Sarasota, Florida.

The following is description of the deficiencies.

429.176 FS; 420.52( ),58A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational

q nts and has the
core educational requirements under s. 429.52. A
facility may not be operated for more than 120
consecutive days without an administrator who
has completed the core educational
requirernents.

429.62
{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 429.19.

ini: licensed in act with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.
{5} Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years,

59A-36.010

A0DC

AD077
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Continued From page 1

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of atl staff
and the provision of appropriate care to alt
residents as required by chapters 408, part I,
429, part |, F.S., and rule chapter 58A-35, FA.C.,
and this rule chapter.
{a) An administrator must:
1.Beatleast o
2. If employed on or after
have, at a minimum, a high school dxploma or
GED.;
3. Be in compliance with Level 2 background
screening requirements pursuant fo sections
408.809 and 428.174,F.S;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C, no later than 90 days after
as a facility i
Admmlstralors who attended core training pnor to
. are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements.
pursuant to rule 59A-36.011, FA.C.

who are not in i with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1)(a)4. of this rule, fo temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day periad, the
individual temporarily serving as facility
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administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,; and,
2. Complete all additional training requirements if
the facility maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

ini supervising a d of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
faciiiies.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirerents, and continuing education
requirements as an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program prior to

, are not required to take the

competency test unless specified sisewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(¢) of this rule, and
may not . serve as an administrator
of any other facility.
(e} Pursuant to section 428,176, F.8_, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, , which
is incorporated by reference and available oniine
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at:
hitp:/iwww. firules.ol
=Ref-08393.

.asp?No

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to notify the Agency of a
change of administrator within 10 days, the facility
also failed to ensure an individual serving as a
manager satisfies the same qualifications,
including core training and competency test
requirements as an administrator.

The findings included:

Review of Facility Health Finders on listed
Administrator A as Administrator of the facility.

1. Interview on at9am., Staff D said

i B was the and catled
her upon my arrival. When Staff D was asked
about Administrator A, she hesitated and said he
must be at the office. At 9:35 am., Staff D said
she hadn't seen Administrator A in about a month
or two.

Interview on al 9:20 a.m., Resident #1 said
Administrator A no longer worked there and
hadn't for a long time.

Interview on at ©:40 a.m., Administrator B
said Administrator A no longer worked there and
had left on . She said Staff C
was the manager.

2. Record review on , Staff C's employment
fite revealed a document dated that was
signed by Staff C and a previous Administrator on
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. This document appointed Staff C as
manager and read "Manager means an individual
who is authorized to perform the same functions
as a facility administrator and is responsible for
the operation and maintenance of an assisted
fiving facility while under the supervision of the
administrator of the facility." Further review of
Staff C's file failed to reveal he had taken or
passed the competency examination for core
training.

Record review on , Staff D's employment
file revealed a document dated that was
signed by Staff D and a previous administrator on

. This document appointed Staff D as
manager and read "Manager means an individual
who is authorized to perform the same functions
as a facility administrator and is responsible for
the operation and maintenance of an assisted
tiving factlity while under the supervision of the
administrator of the facility." Staff D's
employment file also contained a job description
for facility manager signed by both Staff O
and a previous administrator. This job
description included under eligibifity requirements:
complete core training and core competency test
requirernents no later than 90 days afier
becoming employed at the facility. Further review
of Staff D's file failed to reveal she had taken or
passed the competency examination for core
training.

On at 3 p.m., Administrator B agreed there
was currently no one qualified at the facility to act
as Administrator or manager. She said she would
begin working on a replacement for the
Administrator and notify the Agency of the
change. Administrator B said Staff C had
previ the core

but had failed. in B said
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Staff D had not taken or attempted the core

training or competency exam,

** Photographic evidence obtained **
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