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Initial Comments.

A re-licensure survey, a Complaint Investigation
#2022008753 and generator monitoring was
conducted at Elders of Mount Dora LLC, Assisted
Living Facility with Memory Care on .
The facility had deficiencies at the time of the
survey visit.

429.26(. ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{6) Each resident must have been examined by a
licensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner’s form or on a
form adopted by agency rule. The medical
exarmination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shalt use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medicat examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
exarmination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
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facility's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
exarmination under this subsection and s.
429.07(3)(b)6.

(8} Any resident accepted in a facility and placed
by the Depariment of Children and Farilies must
have been examined by medical personnel within
30 days before placement in the facility. The
ination must include an of the

appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted fo the facility owner or
administrator. Additionaily, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the

dividual has been by a psychiatrist,
clinical psychologist, clinical social worker, or
e nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.

An upon dis froma
state mental hospital meets the requirements of
this ion related to appropri for

placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
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her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shal advise
and assist the facility administrator when the
special needs of residents who are recipients of
. require such

assistance.

59A-36.006
{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a

-to- medical examination completed by a
health care practitioner as specified in either
paragraph (a} or (b} of this subsection.
(a} A medical examination completed within 80
days before or within 30 days after the individual's
admission to a facility pursuant to Section
429.26(5), F.S. The examination must address
the following:
1. The physical and mental status of the resident,
including the identification of any health-refated
problems and functional limitations,
2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or ., services required by the
individual,
4. Any special diet required by the individual,
5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,
6. Whether the individual has signs or symptoms
of s

PN . or any other
communicable , which are likely to be
transmitted to other residents or staff,
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7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be metin
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner’s form or on AHCA
Form 1823, Resident Health Assessment for

Assisted Living Facilities, . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No

=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.

1. If the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AMCA Form 1823 is not completed
fully, then the omitted iterns may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident’s record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c} Medical examinations of residents placed by
the department, by the Department of Chiidren
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
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STATE FORM i GIRT If continuation sheet 4 of 43



PRINTED. 07/22/2022

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11969025 R ———— 06/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6767 ROUND LAKE RD
ELDERS OF MOUNT DORA LLG
MOUNT DORA, FL 32757
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A008| Continued From page 4 A008

on AHCA Form 1823 described in paragraph (b).
(d} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Bection 420.26, F.8. and this rule.
{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

.., or therapeutic diets, may be attached to
the health . A health care iti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish o be

administered in the case of or

{f) Aresident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capachty in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to obtain an 1823 Health

. AHCA Form entirely by
the healthcare provider for 1 of 4 sampled
residents (#2) as required.

Findings:
AHCA Form 3020-0001
STATE FORM i GURH If continuation sheet § of 43
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Resident #2's record review revealed admission

date - The last 1823 Health
Assessment dated fisted medical
conditions of ,and

Kyphoplasty. The resident needs assistance with
Activity of Dally Living (ADLs) for arbulation,
which he ambulates with a walker. The resident
needs supervision with bathing, -
grooming, toileting, and transferring. The resident
is independent with eating.

{Photographic Evidence Obtained)

There was no indication of needing assistance or
not needing assistance for self-administration of
medications & was not marked on the page 4 of
the 1823 Health Assessment.

On at 9:55 AM, an interview with the
Administrator confirmed the finding.

Class Ili

A010 429.26( ) FS; 59A-36.006(4) FAC Admissions - A010
88=D| Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is

for ining the approp!
of admission of an individual to the facility and for
ining the i appr of

residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations

AHCA Form 3020-0001
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in faw or rule related to admission criterfa or
continued residency for the type of license held
by the facitity under this part. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b} A facility may admit or retain a resident who
requires the use of assistive devices.

{c} A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is recelving
hospice services as provided in paragraph (c), a
facitity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheeichair without fotat
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical

AHCA Form 3020-0001
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2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility If, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. in the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable depariment.

{3)A ician, physician assistant, or

practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a -to-
medical examination by a heaith care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which

AHCA Form 3020-0001
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AD010

Continued From page 8

is incorp by in (2)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
(a} The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
(b} Aresident requiring care ofa |, |

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c}yA , it resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident’s legal
representative if applicable, and the facility agree
to continued residency;
3. Alicensed hospice, in consultation with the
facitity, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

AD10
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Continued From page 9

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
(e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license,

{f) Assisted living facifity staff may provide any
nursing setvice permitted under the facility's
ficense and total heip with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FA.C.

This Statute or Rule is not met as evidenced by:
Based on resident record review, observation and
interview, the facility failed fo obtain a new 1823
Health Assessment AHCA Form from a
healthcare provider after a significant change for
1 of 4 sampled resident (#10) for continued
residency as required.

Findings:

Resident #10's record review revealed admission
date . The last 1823 Health
Assessment dated fisting medical
conditions of '

s and . - She needs
assistance with Activities of Daily Living {ADLs) of
bathing, _, and grooming. Supervision
with ambulation, eating, toileting, and transferring.
The resident was assessed to need a regular diet

AD10
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but with thin liquid & pureed. She needs
assistance with self-administration of
medications.

In further review, a significant change occurred as
the resident #10 was admitted to Hospice care,
with the interdisciplinary care plan dated

On at 12:15 PM, observed Assisted
Living Manager (staff C) assisting with feeding
resident #10 with the lunch meal.

There was no documentation of a new 1823

Health by the t
provider reflecting the significant change
{Hospice).

On at 2:30 PM, an interview with the

Administrator confirmed the findings.

Class Il
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care AD25
$8=D| . Supervision

429.26

{7} The facility shall notify a licensed physician

when a resident exhibits signs of or

" , or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making .., for the

AHCA Form 3020-0001
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necessary care and services o treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{b} Daily observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
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additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record and
interview, the facility failed to maintain written
notes when there was a significant change &
updates for 4 of 4 sampled residents (#1, #2, #3,
#10) and that the healthcare provider and other
appropriate party such as family was notified of
the significant changes as required.

Findings:

1. Observation on at 11 AM, that
resident #1 had a . bag all throughout
the survey visit.

Resident #1's record review revealed admission
date . His last 1823 Heaith Assessment
dated listed medical conditions of

o , Dyslipidemia, and
history of

He needs assistance with Activities of Daily Living
{ADLs) of ambulation, bathing, . tofleting,
and transferring. Independent with eating and
grooming. Resident #1 ambulates with a walker.
He needs assistance with self-administration of
medications.

Ir further review, there was a form found from the
home Health agency (HHA) registered nurse who
came to change his . bagon N

s . and
There was no other written documentation
provided by the facility and HHA of onset date of
the . and that the family was notified of
the change.

A025
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2. An observation on at 9:40 AM,
resident #2 applied 2% ..,
cream to both his in his bedroom. The

directions are to apply the cream to both of his
(affected area) twice daily for skin condition.

{Photographic Evidence Obtained)

On at 9:43 AM, an interview with
resident #2 stating that he is very capable to
apply the cream on his but the rest of his
medications daily he takes, he need assistance
from the staff to give to him.

There was no documented evidence of an order
obtained from the healthcare provider for him to
self-apply the cream on both of his

and there was no facility written documentation
that the family was notified of the change.

Resident #2's record review revealed admission

date . The last 1823 Health
Assessment dated fisted medical
conditions of ,and

Kyphoplasty. He needs assxstance wuth Activity of
Daily Living (ADLs) of ambuiation, which he

with a walker. Supervision with
pathing, . @rooming, toileting, and
transferring. Independent with eating. Further
rewew there was no indication of needing

or not needing assi for
seif-administration of medications and was not
marked on the page 4 of the 1823 Health
Assessment.

3. An agency report dated at 12 PM
{noon), documented that a witnessed  of
resident #3 occurred with him falling backwards
as he was coming into the dining room for lunch.
AHCA Form 3020-0001
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It was observed that his shoes were not property
fitted on his . Resident #3 also had visible
. and he could not get up on his own or

with help. Resident #3 denied request to go to the
hospital initially and had to have family called to
encourage and convince him to go to the hospital
which even the family members had to come to
the facility to talk him into going to the hospital.
The family members stated that resident #3
agreed as long as it was with the non-emergency
transport to take him to the hospital. The

inis called the transport
to pick him up and take him to the hospital at 5
PM.

On at 3 AM, resident #3 was
discharged to the assisted living facility. His
hospital discharge notes documented that he
suffered a closed
of the right with minimat displacement.
Furthermore, the attending physician documented
that it could heal on its own without surgery with
resting at home, and ordering |, v
, . . ) and education
with assistive device to help with unsteady gait
with a home Health agenicy. A follow up visit
scheduled with the healthcare provider on

A physician note reviewed that a follow up
. was on at 9 AM, the
physician stated that resident #3's | is healing
well. No concerns and to continue home care and
therapies. The next follow up scheduled on
at3 PM

Resident #3's record review revealed admission
date - The last 1823 Health
Assessment dated listed his medicat
history of . | s

A025

AHCA Form 3

STATE FORM

20-0007

s

GURH

f continuation sheet 15 of 43




Agency for Health Care

PRINTED. 07/22/2022
FORM APPROVED

STATEMENT OF DEFICIENCIES

{X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

and a smoker. He needs

bathing, .» grooming and toileting.
Independent with ambulation, eating and

Order found in file dated - He needs
assistance with self-administration of
medications.

{Photographic Evidence Obtained)

Observation on
up on both walking around bare footed
without his walker or crutches in his room. Later
observed him with non-skid socks on when he
came to dining room for his funch meal.

On at 10115 AM, an interview with
resident #3 asking him about his  last month

heonly  this one time.

There was no documentation of the facility's
written notes about the
& changes occurred.

4. An observation on
rail hospital bed was being used as a physical
in resident #10’s room. Also, observed

safety. Resident #10 is bed-bound.

date . The last 1823 Health
Assessment dated listing medical
conditions of ' TR >

supervision with activities of daily living (ADLs) of

transferring. Furthermore, resident #3 has begun
freatment at 2 liters with mask as needed.

at 10 AM, resident #3

and how he was feeling, he answered good, and
he had no problems and likes living at the facility.
He said that the facility takes care of him. He said

and any other updates

at 9:56 AM, a half

two large cushion wedges on each side of her for

Resident #10's record review revealed admission
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e and . .- She needs
assistance with Activities of Daily Living (ADLs) of
bathing, .» and grooming. Supervision

with ambulation, eating, toileting, and transferring.
Her meals regular diet but with thin liquid &
pureed. She needs assistance with
self-administration of medications. In further
review, resident #10 was admitted on Hospice
care on (a significant change).

On at 12:15 PM, observed Assisted
Living Facifity Manager (staff C) assist with
feeding resident #10's lunch meat.

On at 3:58 PM, a telephone interview
with daughter stated that she is very happy with
the care and services provided by the assisted
fiving facility and Hospice. Her mother is always
clean when she visits. She stated that she
brought her mother to this assisted living facility
after discharging her from a nursing home before.
The daughter further stated that the staff always
text her and call her of any updates and have no
concerns.

There was no facifity written notes for the
significant change that occurred and there were
no Hospice notes maintained at the facility for
each visit.

Class Ili

A 033 59A-36.007(8) PHYSICAL A023
88=D
{8) PHYSICAL . Residents for
whom a physician has prescribed a physical
must have a written care plan for the use
of the physical . The care plan must be
developed within 14 days of the device being
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prescribed, and prior to use on the resident.

(a} The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is
to have the applied each day; and,

3. In what manner and frequency staff wifl
monitor, observe, and report to the physician any
injuries, increase in agitation, signs and
symptoms of . ., . or decline in mobility or
function refated to the use of the prescribed

{b} Facility staff must ensure that the device is
applied appropriately and safely.

(c} The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and all
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to obtain a written
order from a healthcare provider and written care
plan for use of physical for2of4
sampled residents (#1 & #10) as required within
14 days of the device being prescribed and prior
to use,

Findings:

1. An observation on at 10 AM, a half
rail hospital bed was being used as a physical
in resident #1's room.

Resident #1's record review revealed admission
date . His last 1823 Health Assessment
dated listed medical conditions of
AHCA Form 3020-0001
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S

history of

Assessment dated
conditions of

care on

2. An observation on
rail hospital bed was being used as a physicaf

in resident #10's room. Also, observed
two large cushion wedges on each side of her for
safety. Resident #10 is bed-bound.

" and
assistance with Activities of Daily Living (ADLs) of
bathing, . and grooming. Supervision
with ambutation, eating, toileting, and transferring.
Her meals regutar diet but with thin liquid &
pureed. She needs assistance with
seif-administration of medications. In further
review, resident #10 was admitted on Hospice

(a significant change),

, Dyslipidemia, and
. He needs assistance with

Activities of Daily Living {(ADLs) for ambulation,
pathing, . loiteting, and transferring.
Independent with eating and grooming. Resident
#1 ambulates with a walker. He needs assistance
with self-administration of medications.

There was no documented evidence of an order
for the use of half rail hospital bed by the
healthcare provider.

at 9:56 AM, a half

Resident #10's record review revealed admission
date . The last 1823 Health

listing medical

. Bhe needs

On at 12:15 PM, observed Assisted
Living Facility Manager {staff C) assist with
feeding resident #10's lunch meat.

There was no documented evidence of a physical
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order for the half rail hospital bed by the
healthcare provider or Hospice orders.

On at 2:45 PM, an interview with the
Administrator confirmed the finding.

Class Ili

A 058 59A-36.008(7) FAC Medication - Labeling and A056
$8=D| Orders

{7) MEDICATION LABELING AND ORDERS.
{a) The facility may not store prescription drugs
for seff-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 pilt

j as i in ion (2}, no
individual other than a pharmacist may transfer
medications from one storage container to
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
medication and any fimitations must be specified;
for example, “as needed for, , not to exceed 4
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Continued From page 20

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
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
facliity 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
icati 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

A058
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or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in & container that bears a
iabel containing the following:

1. Practitioner's name,

2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

6. Directions for use; and,

6. 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.

This Statute or Rule Is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to obtain an order by
the healthcare provider for 1 of 4 sampled
residents (#2) as required to self-administer
cream to his twice every day.

Findings:
An observation on at 8:40 AM, resident
#2 applied 2% .., cream o

both his in his bedroom. The directions are fo
apply the cream to both of his {affected area)
twice daily for skin condition.

{Photographic Evidence Obtained)

On at 9:43 AM, an interview with
resident #2 stating that he is very capable to
apply the cream on his but the rest of his
medications daily he takes, he need assistance
from the staff to give to him.
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There was no documented evidence of an order
obtained from the healthcare provider for him to
apply the | cream on both of his

Resident #2's record review revealed an
admission date of - The last 1823
Health Assessment dated listed
medical conditions of .

and Kyphoplasty. He needs assistance with
Activity of Dally Living (ADLs) of ambuiation,
which he ambulates with a walker. Supervision
with bathing, .- grooming, toileting, and
transferring. Independent with eating. Further
review revealed there was no indication of what
type of assistance if any the resident needed with
self-administration of medication this portion of
the health assessment form 1823 was left blank.

On at 9:55 AM, an interview with the
Administrator confirmed the finding, and further
stated that resident #2 expressed that he wanted
to apply his cream of both his and thathe is
responsible and able to do so. The administrator
stated she wanted to continue to encourage his
independence.

Class Ili

A Q78 59A-36.010(2) FAC Staffing Standards - Staff AOT8
88=D
(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than § months before
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Continued From page 23

submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
(d) An assisted living facility Lto
provide services to residents must ensure that

A078
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individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl provide to residents,

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facifity failed to obtain a freedom of
communicabie statement for 2 of §
sampled staff (D & £) as required by a healthcare
provider within 30 days after beginning
employment, 2). There was no documentation of
freedom from { . )annually for 2 of
5 sampled resident (#2 & #5).as required.

Findings:

1. Caregiver staff D's personnel record revealed a

hire date of - There was no documented
evidence in the file that a free from
communicable statement was obtained

within 30 days of employment. There was no
documentation found in the record that staff D
documented freedom from  annually.

2. Caregiver staff E's personnel record revealed
hire date . There was no documented
evidence in the file that a free from
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communicable statement was obtained

within 30 days of employment. There was no
documentation found in the record that staff D
documented freedom from  annually.

On at 4:30 PM, an interview with the

Assisted Living Facility Manager confirmed the

findings.

Class Ill
A 086 59A-36.011(10) FAC Training - ADRD A 086
88=D

(10) AND RELATED

{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 61G20-1.001, FAC,,
Florida Building Code Adopted, must ensure that
facitity staff receive the foliowing training.

{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care o such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | . and

shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training

providers under {g) of this

will be considered as having met this
requirement. Initial training, entitied *

and Related Level | Training,"
must address the following subject areas;

1. Understanding 's and related

2. Characteristics of H
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3. Communicating with residents with
4. Family issues;
5. Resident environment; and,
6. Ethical issues.
(b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
considered to have met the initial assisted living
facitity and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training,” within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph {g) of this subsection, will be
considered as having met this requirement.

and Related Level

I} Training must address the following sub;ect
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
“Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incarporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
{e) Direct care staff shall participate in 4 hours of

A088
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continuing education annuatly as required under
section 429.178, F.8. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F 8., and subsection
(1) of this rule, or 3 of the & hours of continuing
education for extended congregate care required
by subsection (7} of this rule.
{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3) months of
employment. "Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited college or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,or
2. Three years of practical experience in a
program providing care fo persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimurn of two years of practical experience in a
program providing care to persons with

or related
(h) With 1o requi in
{g), a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience, Years of teaching
experience related to the subject matter of this
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training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facitity failed to ensure that 1 of 5 sample staff
{B) the administrator, completed four hours of
continuing education annually in ‘s

and Related (ADRD) as
required.

Findings:

The administrator (staff B) personnel record
review revealed a hire date of . There
was documented evidence that the administrator
received four hours of training for Level 1 & Level
2 0f ADRD on . The fast annual 4 hours
ADRD update training was completed on

. There was no documented evidence of
a 4-hour annual completed for 2021,

On at4 PM, an interview with the
Administrator confirmed the finding.

Class Ili

A 162| 59A-36.015(3) FAC Records - Resident A162
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

3. Race,

4. Date of birth,

5. Place of birth, if known,
6. Social security number,
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7. Medicaid and/or Medicare number, or name of
other health insurance '

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.006, F.A.C.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to rule 59A-36.012,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 59A-36.007(1)(e), F.AC.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
{iving must have their _ _  recorded
semi-annually.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-36.008, FAC., if
such consent is not included in the resident's
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to rute 59A-36.008, F.A.C.

AHCA Form 3020-0001
STATE FORM i GIRT §f continuation sheet. 30 of 43



Agency for Health Care

PRINTED. 07/22/2022
FORM APPROVED

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

AL 11968025

B.WING

A BUILDING:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED

06/29/2022

NAME OF PROVIDER OR SUPPLIER

ELDERS OF MOUNT DORALLC

STREET ADDRESS, CITY, STATE, ZIP CODE
6767 ROUND LAKE RD
MOUNT DORA, FL 32757

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 x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

A162

Continued From page 30

{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in rule 59A-36.018, F.A.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 428.27, F.8.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.S.

(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |
, ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofs
heaith care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in rule 59A-36.006,
F.AC,

{0} The resident's ,DH
Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but

A162
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who are not receiving any personal, fimited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement,

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
59A-36.0068, FA.C.,

4. The resident's contract described in rule
59A-36.018, F.A.C,; and,

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ticense are provided in rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed fo maintain a writen
record every six months for 1 of 4 sampled
residents (#2) requiring assistance with Activities
of Daily Living (ADLs).

Findings:

A162
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Resident #2's record review revealed an
admission date of . The last 1823
Health Assessment dated listed

medical conditions of . .
and Kyphoplasty. The resident needs assistance
with Activity of Daily Living (ADLs) with
ambulation. The resident was assessed to need
supervision with bathing, .» grooming,
toileting, and transferring. The resident is
independent with eating.

The fast written . recorded was in

at . {pounds). There was no documented
. for [ . and
On at 3:45 PM, an interview with the

Administrator confirmed the findings. She added
that the healthcare providers keep a monthly

. for all the residents in their offices, but
none kept at the facility.

Class Il

A 167| 59A-36.018 FAC; 429.24 FS Resident Contracts A167
88=D
59A-36.018 Resident Contracts.

(1) Pursuant to section 428.24, F.S,, the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b} The daily, weekly, or monthly rate;

{c} A list of any additional services and charges to

AHCA Form 3020-0001
STATE FORM i GIRT #f continuation sheet. 33 of 43



Agency for Health Care

PRINTED. 07/22/2022

FORM APPROVED

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

AL 11968025

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

06/29/2022

NAME OF PROVIDER OR SUPPLIER

ELDERS OF MOUNT DORALLC

MOUNT DORA, FL 32757

STREET ADDRESS, CITY, STATE, ZIP CODE
6767 ROUND LAKE RD

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

A187

Continued From page 33

be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or . . of residents,
other than those specified in section 428.28, F.S.;
{fy The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund policy that must conform to section
429.24(3), F.S.;

{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, o, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facitity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident’s behalf;

{i) A provision stating whether the facility is
affiliated with any religious organization and, if so,
which organization and its relationship to the
facitity;

{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facitity is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for

A187
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transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facitity must refer the resident to the sociat
service agency for placement. If there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant o subsection
58A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4), of that rule;
(1) The facility's policies and procedures for
seif-administration, assistance with

if- inistration, and ini ton of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection {8} of that rule; and,
{m) The facility’s policies and procedures related
to a properly executed DH Form 1896,

{2) The resident, or the resident’s representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available fo residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommedations not provided under
the original agreement. Such addendum must be
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dated and signed by the facility and the resident
or resident's legal representative and a copy
given to the resident or resident's representative.

42924 FS

{1} The presence of each resident in a facility
shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ficensee and the resident or his or her designee
or legat representative. Each party to the contract
shail be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility al
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and of the residents,
other than those specified in s. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added o, or
implemented in, a resident's contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
Whenever money is deposited or advanced by a
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:

{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
iocated; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
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otherwise expended, only for the account of the
resident.

{b) The licensee shali, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits,

{3){a)} The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or .

{b} If a licensee agrees fo reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facifity, or, facility, the
resident or his or her responsible party shall notify
the flicensee of any change in status that would
prevent the resident from returning to the facility.
Untif such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c} The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

(5} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

- imposed upon it by this part or rules
adopted under this part.

{8} In lieu of the provisions of this section,
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facitities certified under chapter 851 shall comply
with the requirements of s. 651.055.

{7} Notwithstanding the provisions of this section,
facitities which consist of 80 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
1§ of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's or relocation
dueto, ., hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated, Alease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a Kitchen or
kitchenette and lavatory tocated within one or
more buildings containing other similar or iike
residential units.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facitity failed to obtain a completed &
executed contract agreement for 2 of 4 sampled
residents (#1 & #2) that included any additionat
information regarding the refund policies and that

if the facility does not have any religious affiliation.

Findings:

1. Resident #1's record review reveated
admission date . and the contract
agreement being signed on the same date.
However, the contract agreement was missing
information concerning information that the facility
would need to provide 14 days written notice to
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file a claim against the refund and the contract did
not indicate if the facility was affiliated with any
religious organization.

2. Resident #2's record review revealed
admission date , with the contract
agreement signed on the same date. There was
no information regarding if the facility was
affiliated with any refigious organization.

On at 3:30 PM, an interview with the
Administrator and Assisted Living Facility
Manager confirmed the findings.

Class Il

435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2){o} Until such time as the | are
enrolled 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 to 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 ail 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 all
criminaf history checks through the clearinghouse
before referring an employee or potential
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for electroni ission to

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.

This Statute or Rule is not met as evidenced by:
Based on review of the Background Screening
{BGS) Clearinghouse website, personnel record
review and interview, the facility failed to include 2
of 5 sampiled staff (D & E) as required to the
facility's BGS Employee Roster within 10
business days as required.

Findings:

On at 6 PM, reviewed the facility's BGS
Employee Roster from the BGS Clearinghouse
website and both caregiver D and caregiver E
were not on the roster as required.

1. Caregiver D's personnel record revealed a hire
date of . The last BGS Level 2 screening
eligibliity date was on

2. Caregiver E's personnel record revealed a hire
date of . The last BGS Level 2 screening
eligibliity date was on

On at 4:30 PM, an interview with the
Assisted Living Facility Manager confirmed the
findings and that she forgot to add both on the
BGS Employee Roster.

Class Ili
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Continued From page 40
408.823( ) FS In-person Visitation

{1) This section applies to .
centers as defined in s, 393.063,

hospitals licensed under chapter 395, nursing
nome facilities licensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facifities for the

; . licensed and certified
under part Vill of chapter 400, and assisted living
facitities licensed under part | of chapter 429.

{2){(z) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures. The policies
and procedures must, at a minimum, include
control and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
aumbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
responsible for ensuring that staff adhere fo the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicaf
contact between a resident, client, or patient and
the visitor.
{b) A resident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
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essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care.

{c} The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was fiving with
family before being admitted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently .

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver,

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including tabor and
delivery.

8. patients.

{d) The poficies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

(e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial ficensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.

CZ841
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{f) Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on review of facility's documents and
interview, the facility failed to implement an
in-person visitation policies and procedures
effective per Florida Statute 429.28 (1)
{d} to include all the required components such
as: permissible length of visits & numbers of
visitors, essential caregivers, end of life
situations, consensual physical contact, and to
include that the facility's staff and visitors may not

require to submit proof of any or
immunization.

Findings:

On at 3 PM, it was requested fo review

the in-person visitation policies and procedure
and the Administrator was not aware of this new
requirement.

On at 3:05 PM, an interview with the
Administrator and Assisted Living Facility
Manager confirmed the findings.

Class Ili
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