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Initial Comments.

A revisit to complaint investigations 2022000451
& 2022001696 was conducted at Welisprings
Residence on - The facility had
deficiencies at the time of the survey.

59A-36.008(7) FAC Medication - Labeling and
Orders

(7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 64B16-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:
1. The resident's name; and,
2. The identification of each medicinal drug in the
container.
{b) Except with respect to the use of pill
organizers as ibed in (), no
individual other than a pharmacist may fransfer
medications from one storage container fo
another.
{c} If the directions for use are “as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the

ication and any limitati must be
for example, “as needed for |, not to exceed 4
tablets per day." The revised instructions,
including the date they were oblained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
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medication record, or a revised label must be
obtained from the pharmacist.
{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with self-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident’s health care provider. The new
directions must promptly be recorded in the
resident’'s medication observation record. The
facliiity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e} A nurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati ini ion are filled
or refifled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.008, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they were dispensed,
and the date they were dispensed. if the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
tabel containing the following:
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Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

. Directions for use; and,

. Expiration date.

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

O hwN

o

This Statute or Rule Is not met as evidenced by:
Based on record reviews and interview, the
facitity failed to make every reasonable effort to
ensure medications were refilled in a timely
manner for 1 of 3 sampled residents (#6).

Findings:

Review of resident #6's 1823, dated '
revealed the resident's diagnoses included

. The resident required assistance with
seif-administration of medications.

Review of the resident's | and
medication observation records (MORs) revealed
an entry for 50 milligram (mg) tablets,
one tablet by every evening, The
medication was circled through s
through ,and through B
Documentation on the MORs indicated the

was "not delivered-pharmacy/provider
notified for refill".
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Continued review of the MORs and the resident's
record revealed neither contained documentation
to indicate the facility made any additional efforts
to obtain a refill for the such as, the
outcome of the pharmacy/provider notifications to
indicate why those notifications were not
successful.

On at 12:45 p.m., the administrator
confirmed the findings and said
“phatmacy/provider notified for refill" on the
MORs was the facility's proof of its reasonable
efforts to obtain a refill. She then said she spoke
with the pharmacy via fext messages and email,
but she did not maintain those communications in
the resident’s record.

Class Il

408.809(1)( ) 435.02(2);, 435.06 FS
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited

offenses.-

{1) Level 2 background screening pursuant to

chapter 435 must be conducted through the

agency on each of the following persons, who are
i for the of

conducting screening under chapter 435:

{a) The licensee, if an individual.

{b} The administrator or a similarly titted person

who is responsible for the day-to-day operation of

the provider.

{c} The financial officer or similarly titted individuat

who is responsible for the financial operation of

the licensee or provider,

{d) Any person who is a controlling interest.

{e) Any person, as required by authorizing

statutes, seeking employment with a licensee or

{A056)

€Z815

AHCA Form 3
STATE FORM

20-0007

s

FW1D12

If continuation sheet 4 of 12




Agency for Health Care

PRINTED: 06/10/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11968598

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

R
051212022

NAME OF PROVIDER OR SUPPLIER

700 E WELCH RD
APOPKA, FL 32712

WELLSPRINGS RESIDENCE

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

CZ815

Continued From page 4

provider who is expected to, or whose
responsibifities may require him or her to, provide
personal care or services directly to clients or
have access fo client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, _ with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or _ with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

3yal must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in 8. 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in 5. 435.04,
all persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guiity
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinguent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

(a} Any authorizing statutes, if the offense was a
felony.
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{b) This chapter, if the offense was a felony.

{c) Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
(f) Section 777.04, relating fo attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 784.03, relating to battery, if the victim
isa adult as defined in 5. 415,102 ora
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

{h} Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoetectronic, or photooptical systems.

{i) Section 817.234, relating to false and
fraudulent insurance claims.

() Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k} Section 817.50, relating to fraudutently
obtaining goods or services from a health care
provider.

{I) Section 817.508, relating to patient brokering.
{m) Section 817 568, relating to criminal use of
personal identification information.

{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{0} Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

{p) Section 831.01, relating to forgery.

{a) Section 831.02, relating to uttering forged
instruments.

(r) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s) Section 831.09, relating to uttering forged
pank bills, checks, drafts, or promissory notes.

(t) Section 831.30, refating to fraud in obtaining
medicinal drugs.
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{u) Section 831.31, relating to the sale,

, delivery, or ion with the
intent fo sell, manufacture, or defiver any
counterfeit controtied substance, if the offense
was a felony.

(v} Section 895.03, relating to racketeering and
collection of unfawful debts.

{w) Section 896.101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or with a licensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
ticensing agency renders a decision on the
application for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

{5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject o screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.063(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{B){a} As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professionat license

CZ815
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or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or certification.

(b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
poard within that department and that person is
providing a service within the scope of his or her
ticensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining | pursuant to s.
943.05(2).

{8) There is no reemployment assistance or other
monetary lability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-

{1} If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
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the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a} An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.
{b} If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a rote that requires
packground screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.
{c} The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or piace the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.
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{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i jon necessary {0 plete the ing,
including | | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or who was , regardiess of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2} "Employee" means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on observations, review of the Agency's
onifine background screening website, record
review, and interviews, the facility faited to ensure
1 of 1 sampled staff who required a background
screening, did not have any disqualifying offenses
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Findings:

On at 8:55 a.m., a woman was seen by
the agency representative sitting in a room
iocated off of the kitchen eating peanut butter
toast. She said and spelied her name, said her
role in the facility was to help clean and to do the
resident's laundry, and said that day was her first
time being in the facility. She said she arrived that
morning at 7 a.m. and was scheduled to leave at
11 a.m. While standing in the hallway with the
surveyor and while pointing towards resident's
rooms, she said the caregivers changed the
resident’s clothes then placed them outside of the
resident’s door, where she picked them up and
separated them. When asked by the surveyor
whether she cooked breakfast for the resident's
that morning, she said "no" and that she did not
know who had. When asked by the agency
representative whether she ever had a
background screening, she said she could not
recall. When the agency representative asked for
her soctal security number to aid the agency
representative in checking the status of her
background screening, she said she lived in the
United States for two years and had not yet
applied for one. She provided a date of birth for
herself, which was used by the agency
representative to look her up on the agency's
oniine background screening website and no
results were found. The agency representative
asked her again to provide her name and date of
birth, at which time she provided a fonger name,
with a slightly different spelling of the first name,
and a date of birth, which was different by one
number. The information was used to check the
background website and again, no results were
found. She went on fo say that she worked at the
facitity a couple of times prior to that day but she
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Continued From page 11

couid not remember specifically when. She said
she was working on obtaining both a social
security number and a work visa.

On at 9:15 a.m., when the surveyor
asked caregiver H who cooked breakfast on that
mornhing, she pointed at staff G, who was
standing next to the surveyor, and said "she did.”
Staff G shook her no and said the oatmeal
was already cooked when she arrived that
morning and she did not know who cooked it.

On at 9:49 a.m., when asked fo provide a
personnel record for staff G, the assistant

ini provided an for
supplying personnel”, dated . and said it
was the only document the facility had regarding
staff G's employment.

On at 10:37 a.m., a request was made
for the assistant administrator to provide a phone
number for the person who signed the
agreement, A voice message was leftby ther
requesting a return call.

On at 12:45 p.m,, when the findings were
discussed with the administrator regarding staff G
not having an eligible background screening, the
administrator said she believed it was the
responsibility of the company who
supplied staff G to have verified the background
eligibility and said she never asked the company
to provide verification of staff G's eligibility.

On at 1:24 p.m., another voice message
was left for the person who signed the agreement
however, a return calt was never received.

Unclassified

CZ815

AHCA Form 3
STATE FORM

20-0007

s

FW1D12

f continuation sheet 12 of 12




