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ADA ALF INC

A 000 Initial Comments AD00

A re-licensure survey and a Generator monitoring
were conducted at Ada ALF INC on
Deficiencies were identified at the time of survey

A 082 59A-36.011(4) FAC Training -/ ADB2
88=D

)

{ ). Pursuant to section
381.0035,F.8,, ail facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.8., 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
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have 2 of 5 sampled staff { Staff C and
D} trained on { .
Jand ADS( .,
Lo ) within 30 days of

employment.
Findings as follow:

Review of the record of Staff C (caregiver) hired
on and Staff D (caregiver) hired on

showed there was no documentation
of the and training.

On at 1.10 PM the Owner stated Staff
C and D passed the and training but
she was unable fo find documentation of it.
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A08BS 59A-36.011(7) FAC Training - Nutrition & Food AD08S

$8=D| Service

{7} NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-38.012(1)(b). A certified food manager,
ticensed dietician, registered dietary technician or
heaith department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have the person responsible for the
facility's food service and day-to-day supervision
of food service trained in topics pertinent fo
nutrition and food service { Staff C).

Findings as follow:

Review of Staff C's record showed there was no
documentation of the Nutrition and Food service
training.

On at 12:24 pm Staff C stated she
was in charge of supervising the food and she
was also in charge of buying the food.
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