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{A 000} Initial Comments

A revisit to a complaint survey {complaint
numbers 2021012815, 2021015339 and
2022001684) was conducted at Premier Assisted
Living Facifity on . Deficient practice was
identified at the time of the survey.

AO77] 429.176 FS; 420.52(  ),59A-36.01(1) FAC
$8=D| 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
requirements and has completed the applicable
core educational requirements under s, 429.52. A
facliity may not be operated for more than 120

ive days without an in who
has completed the core educational
requirernents.

429.52
{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. 429,18,

ini ficensed in 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
{1) ADMINISTRATORS. Every facility must be
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under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to alt
residents as required by chapters 408, part 1,
429, part |, F.8., and rule chapter 59A-35, FA.C,,
and this rule chapter.
{a) An administrator must:
1. Beatleast. |, v
2. If employed on or after
have, at a minimum, a high school dxoloma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 429.174, F.8;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
D as a facility i
Administrators 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 o 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, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:

AD077

AHCA Form 3
STATE FORM

20-0007

s

W26N12

f continuation sheet 2 of §




Agency for Health Care

PRINTED. 07/22/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION ADENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11968387 B.WING 0710712022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
319 ELDRIDGE AVE
PREMIER ASSISTED LIVING FACILITY, LLC
ORANGE PARK, FL 32073
(X430 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A077 | Continued From page 2 AOT7

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 licensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing &
separate manager for each facility. However, an

ini supervising a i of three
assisted living faciliies, 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
facifities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, 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 elsewhere 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)(c) of this rule, and
may not . setve as an administrator
of any other facility.
{e) Pursuant to section 429.176, F.S., 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 3180-1008, , which
is incorporated by reference and available onfine
at:
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http/iwww firules.org/Gateway/reference.asp?No
=Ref-08393,

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to notify the Agency of the change of
Administrator within 10 days.

The findings include:

On record review of the Florida Health
Finder online system (FloridaHealthfinder.gov)
identified Employee B as the Administrator of the
facitity. Photographic evidence obtained

On at 8:29am Employee A introduced
herself as the new Administrator. When asked
how long she had been in that role, she stated
her hire date was

On at 9:38am, Employee A explained
Employee B remains listed as the Administrator
on the facility's staffing roster, adding that they
work together. She stated, "We tag team”,

During an interview with Employee B on

at 12:52pm, she stated she was not the
Administrator. Employee A was now the
Administrator, and the facility had not sent in the
updated information to the Agency as it had not
been 30 days since the change in Administrator
occurred. During this interview Employee A
interrupted and advised the paperwork (Assisted
Living Faciliies Notification of Change in
Administrator AHCA form 3180-1006) had been
sent in. She could not recall the exact date the
forms were sent in, but stated she could find the
paperwork.
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On at 1:30pm Employee A provided the
survey tearmn with the documentation for the
ification of change in inis . Review of
the paperwork showed it was signed and dated
by Employee A.
During an interview conducted on at
2:55pm held with Employee A and Employee B,
they were advised of the regulation related to
i ion of change in ini . Employee
B stated she thought it was 30 days. They both
reviewed facility documentation to confirm when
the change took effect versus when it was
reported. After their review they each confirmed
that the notification was sent to the Agency after
the 10 day deadline as stated in the regulation.
CLASS HI
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A revisit to a complaint survey {complaint
numbers 2021012815, 2021015339 and
2022001684) was conducted at Premier Assisted
Living Facifity on . Deficient practice was
identified at the time of the survey.
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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
requirements and has completed the applicable
core educational requirements under s, 429.52. A
facliity may not be operated for more than 120

ive days without an in who
has completed the core educational
requirernents.

429.52
{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. 429,18,

ini ficensed in 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
{1) ADMINISTRATORS. Every facility must be
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under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to alt
residents as required by chapters 408, part 1,
429, part |, F.8., and rule chapter 59A-35, FA.C,,
and this rule chapter.
{a) An administrator must:
1. Beatleast. |, v
2. If employed on or after
have, at a minimum, a high school dxoloma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 429.174, F.8;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
D as a facility i
Administrators 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 o 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, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
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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 licensure as an extended
congregate care or limited mental health facility.
{c} Administrators may supervise a maximum of
either three assisted fiving facilities or a group of
facitities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing &
separate manager for each facility. However, an

ini supervising a i of three
assisted living faciliies, 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
facifities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requirements, 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 elsewhere 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)(c) of this rule, and
may not . setve as an administrator
of any other facility.
{e) Pursuant to section 429.176, F.S., 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 3180-1008, , which
is incorporated by reference and available onfine
at:
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http/iwww firules.org/Gateway/reference.asp?No
=Ref-08393,

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to notify the Agency of the change of
Administrator within 10 days.

The findings include:

On record review of the Florida Health
Finder online system (FloridaHealthfinder.gov)
identified Employee B as the Administrator of the
facitity. Photographic evidence obtained

On at 8:29am Employee A introduced
herself as the new Administrator. When asked
how long she had been in that role, she stated
her hire date was

On at 9:38am, Employee A explained
Employee B remains listed as the Administrator
on the facility's staffing roster, adding that they
work together. She stated, "We tag team”,

During an interview with Employee B on

at 12:52pm, she stated she was not the
Administrator. Employee A was now the
Administrator, and the facility had not sent in the
updated information to the Agency as it had not
been 30 days since the change in Administrator
occurred. During this interview Employee A
interrupted and advised the paperwork (Assisted
Living Faciliies Notification of Change in
Administrator AHCA form 3180-1006) had been
sent in. She could not recall the exact date the
forms were sent in, but stated she could find the
paperwork.
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On at 1:30pm Employee A provided the
survey tearmn with the documentation for the
ification of change in inis . Review of
the paperwork showed it was signed and dated
by Employee A.
During an interview conducted on at
2:55pm held with Employee A and Employee B,
they were advised of the regulation related to
i ion of change in ini . Employee
B stated she thought it was 30 days. They both
reviewed facility documentation to confirm when
the change took effect versus when it was
reported. After their review they each confirmed
that the notification was sent to the Agency after
the 10 day deadline as stated in the regulation.
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