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Initial Comments.

A Biennial Survey was conducted at Five Stars
ALFon ., .., . Deficiencies were
identified at the time of the survey.

59A-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 facifity's policy and procedures

i within 30 days after

{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 that one out of three sampled

staff (Staff B) was adequately trained regarding
)

Findings included:

Review of Staff B's personnel fife showed that
she completed the training on

at 7:58 AM
is, Staff B

During an interview on
when asked to explain what a
stated "I don't remember.”

Review of resident records revealed two out of six
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