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

435.12 Care Provider Background Screening
Clearinghouse.-

{2){b} Until such time as the .
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 submitto a
national screening if the person retums 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 all 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
criminal history checks through the clearinghouse
before referring an employee or potential employee
for electronic . submission to the
Department of Law Enforcement. The registration
must include the employee's full first name, middie
initial, and last name; social security number; date
of birth; mailing address; ; and race.

Individuals, persons, applicants, and contralling
interests that cannot legally obtain a social

security number must provide an individual
taxpayer identification number.

are

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that ali employees working in the
facility were registered on the Care Provider
Background Screening Clearinghouse (BGS
Roster) for 1 of 3 staff persons (Staff A), whose
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records were reviewed.

Findings Included:

A review of the facility's staff list and staffing

schedule conducted on revealed Staff A

was a current employee of the facility.

A review of the facility's BGS Roster conducted on

. Staff A's name was missing from the

roster.

An inferview with the Administrator, the Health and

Weliness Director and the Memory Care Director

via telephone was conducted at 4:00pm on

. In the interview, none of them had any

comment or explanation regarding why StaffA's

name was not listed on the facility's BGS Roster.

Unclassified

Cz81s

CZ815 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
considered employees for the purposes 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 titled individuat
who is responsible for the financial operation of the
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ficensee or provider.

(d) Any person who is a controlling interest.

{e) Any person, as required by authorizing
statutes, sesking employment with a ficensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or have
access to client funds, personal property, or living
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
ficensee.

A must be provided in electronic
format. Screening results shall be reviewed by the
agency with respect to the offenses specified in s.
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 fisted 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 guilty of,
regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
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been adjudicated delinquent 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.

(b} This chapter, if the offense was a felony.

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

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

(g) Section 784.03, relating to batiery, if the victim
isa adult as defined ins. 415.102 ora
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

(h) Section 817.034, relaling to fraudulent acts
through mail, wire, radio, electromagnetic,
ohotoetectronic, or photooptical systems.

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

(j) 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 fraudulently
obtaining goods or services from a health care
provider.

(1) Section 817.505, relating to patient brokering.
(m) Section 817.568, relating to criminal use of
personal identification information.

(n) Section 817,60, relafing to obtaining a credit
card through fraudulent means.

(o) Section 817 61, relating to fraudulent use of
credit cards, if the offense was a felony.

(p) Section 831.01, relating to forgery.
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(q) 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 ultering forged bank
pills, checks, drafts, or promissory notes.

(1) Section 831.30, relating to fraud in obtaining
medicinal drugs.

(u} Section §31.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controfled substance, if the offense was
a felony.

(v} Section 895.03, relating to racketeering and
collection of untawful 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
licensing 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 fo screening. Licensees

CZ815
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may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943 053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(6)(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 professional license 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 board
within that department and that person is providing
a service within the scope of his or her licensed 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 | pursuantto 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
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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
ination of empl of any emp! asa

result of background screening, it shall notify 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 i ion or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
(2)(2) An employer may not hire, select, or
ctherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening untit 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
ctherwise 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
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cffense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background 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 place the employee in a position for
which background screening is not required unless
the employee is granted an exemption from
disqualification pursuant to 5. 435.07.
(d) An employer may hire an employee o 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
information necessary to complete the screening,
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
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exemption pursuant to this chapter.

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

(2} "Employee” means any person required by law
to be screened pursuant to this chapter, including,
but not limited to, persons who are contractors,
ficensees. or volunteers.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that a Level 2 background
screening be conducted on 1 employee (Staff A) of
3 employees, whose records were reviewed.

Findings Included:

A review of the facility's staff list and staffing
schedule conducted on revealed Staff A
was a current employee of the facility.

Areview of Staff A's record conducted on
revealed no evidence that a Level 2 background
screening had been conducted.

A search of the Agency's Background Screening
website, on . was unsuccessful in finding
any record of Staff A having had a Level 2
background screening.

An interview with the Administrator, the Health and
Weliness Director and the Memory Care Director
(via telephone) was conducted at 4:00pm on

. In the interview, none of them had any
comment or explanation regarding whether or not
Staff A under alevel 2 reening.

Unclassified
AHCA Farm 3020-0001
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Initial Comments

A complaint investigation (complaint numbers
2022009935 and 2022007964) was conducted at
Bayside Terrace on . Deficiencies were
identified at the time of survey.

429.52(1 & 7) FS; 58A-36.011( ) FAC Training -
Staff In-Service

429.52(1)
{1) Each new assisted living facility employee who
has not previously compieted core training must
attend a preservice orientation provided by the
facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the needs
of facility residents. Upon comptetion, the
employee and the administrator of the facility must
sign a statement that the employee completed the
required preservice orientation. The facifity must
keep the signed statement in the employee's
personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of completion
that covers all required inservice training topics
may be issued to a participating staff member if
the training is provided in a single training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice orientation
of at feast 2 hours to all new assisted living facility

AGO0

A081
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Continued From page 10

employees who have not previously completed
core training as detailed in subsection (1).
(b) New staff must complete the preservice
orientation prior to interacting with residents.
(c) Once complete, the employee and the facility
administrator must sign a statement that the

P the preservi i i
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by the
facility admini . the preservice i
must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents, other
than nurses, certified nursing assistants, or home
health aides trained in accordance with rule
B59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when

cffering this training. Documentation of compliance
with the staff training requirements of 29 CFR
1610.1030, relating to borne ,
may be used to meet this requirement.
(b} Staff who provide direct care to residents must
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Reporting adverse incidents.

A081
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2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
() Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living faciiity.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.
(d) Staff who provide direct care to residents, other
than nurses, CNAs, or home health aides trained
in accordance with rule 59A-8.0085, F. A.C., must
receive 3 hours of in-service fraining within 30 days
of employment that covers the following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
(e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
(f) All facility staff shal receive in-service training
regarding the faciiity's resident elopement
response policies and procedures within thirty (30)
days of employment.
1. All facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that staff who provide direct care to
residents receive a preservice orientation, as welt
as get training within 30 days of employment in

the areas of elopement response training and
adverse incident reporting, for 3 of 3 employees
(Staff A, Staff B and Staff C), whose records were
reviewed.

Findings Included:

Areview of Staff A's record on revealed
that Staff A began working in the facility on

. The record revealed no evidence of having
taken a preservice orientation training course, or
any elopement response training of reporting
adverse incidents.
A review of Staff B's record on revealed
Staff B began working in the facility on
The record revealed no evidence of having taken a
preservice orientation fraining course, or any
elopement response training or reporting adverse
incidents.

Areview of Staff C's record on revealed
that Staff C began working in the facility on

. The record revealed no evidence that
Staff C had ever taken a preservice orientation
course.

An interview with the Administrator, the Health and
Wellness Director and the Memory Care Director
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via telephone was conducted at 4:00pm on

. In the interview, none of them had any
comment or explanation regarding If Staff A, Staff
B or Staff C had ever taken any of the training
courses that training certificates were missing
from employee records.

Class Il

59A-36.011(10) FAC Training - ADRD

{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 81620-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facitity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct care
to 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 shall satisfy this
requirement. Facifity staff who meet the
requirements for ADRD training providers under
paragraph (g} of this subsection, will be
considered as having met this requirement. Initial
training, entitled * 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;
6. Resident environment; and,
6. Ethical issues.
(b} Staff who have successfully completed both
the initiat 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
facility 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 Level 1l Training," within 8
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 subject
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 , incorporated by

reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee, Florida
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32398-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.62, F.8., and subsection
(1) of this rule, or 3 of the 6 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.
(9) 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
orogram providing care to persons with

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

or related
(h) With 1o requi in
(g}, a Master's degree from an accredited college
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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 training
orogram 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 record review and interview, the facility
with a memory care unit, failed to ensure that 2 of
3 employees (Staff A and Staff C), who cared for
residents with . took training courses on
providing care for residents with ‘s

and Related (ADRD), within the
required timeframe.

Findings Included:

Areview of Staff A's record revealed that Staff A
started working in the facility on _ The
record revealed no ADRD Leve! 1 training, even
though Staff A had been working in the facility for
more than 3 months.

A review of Staff C's record revealed that Staff C
started working in the facility on _ The
record revealed no ADRD Level 1 or Level 2
training, even though Staff C had been working in
the facility for more than 9 months.

An interview with the Administrator, the Health and
Weliness Director and the Memory Care Director
was conducted at 4:00pm on inthe
interview, none of them had any comment or
explanation regarding whether or not Staff A and
Staff C had any ADRD training.
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Class Il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records must
be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance .

8. Name, address, and telephone number of next
of kin, legal ive, or individual i

by the resident for nofification 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, FA.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 that is initiated on admission.
Information may be taken from AHCA Form 1823
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or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  _  recorded
semi-annually.
(9) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C, if
such consent is not included in the resident's
contract.
(h) For facilities 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 fo rule 59A-36.008, F.A.C.
(i) A copy of the resident's contract with the
facility, including any addendums fo the contract
as described in rule 59A-36.018, FAC.
(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 writien
statement of any transaction made on behalf of
the resident as required in section 429.27, F.8.
(k) For any facility that maintains a separale frust
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) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for
N ( 3, CF-ES 1006,

. which is hereby incorporated by reference
and available for review at:
http:/iwww firules org/Gateway/reference. asp?No=
Ref-04004. The absence of this form will not be the
basis for administrative action against a facility if
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the facility can demonstrate that it has made a
good faith effort to obtain the required
documentation from the Department of Children
and Families.

(m) Documentation of the |, , of a health
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,
FAC.

(o) The resident's | DH
Form 1898, if applicable.

(p) For independent living residents who receive
meals and occupy beds included within the
ticensed capacity of an assisted living facility, but
who are not receiving any personat, limited
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
B59A-36.006, FA.C.,

4. The resident’s contract described in rule
59A-36.018, FAC. 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 facility.
{q) 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 longer period of
time. Upon request, residents must be provided
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with a copy of their records upon departure from
the facility.
(r) Additional resident records requi for

facilities holding a limited mental heaith, extended
congregate care, or fimited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 58A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 3 residents (Resident #3),
whose records were reviewed, had an accurate
1823 health assessment, after a change in
condition.

Findings Included:

A review of Resident #3's record on

revealed progress noles regarding the resident's
exit-seeking bebaviors. The first indication of exit
seeking behavior was noted on , when the
Memory Care Director wrote that resident followed
a family member out of the memory care unit at
6:15pm and the front desk notified the memory
care unit that she was out of the memory care
unit. Staff brought her and 20 minutes later
and she attempted to leave again. She kept trying
to leave, so now was considered to be a high risk

for elopement. On . the Memory Care
Director wrote that Resident #3 made a full
elopement on at an unknown hour, was

seen by local police outside on a busy highway
around 8:00pm, and was returned to the facility
fater that night on . The record also showed
that the Memory Care Director also filed an
adverse incident report with the Agency regarding
the details of Resident #3's elopement. Progress
AHCA Form 3020-0001
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notes on stated that the resident was
agitated with exit seeking behaviors. On

was noted that the resident was stil at high risk
for elopement.

St

A review of Resident #3's records, on .
revealed an 1823 assessment dated that
stated that Resident #3 was not an elopement
risk. The record also revealed a diagnoses of

and that the resident resided within the
facility's memory care unit.

In an interview with the Memory Care Director via
telephone at 4:00pm, the Memory Care Director
made no statement regarding the discrepancy on
Resident #3's 1823 assessment regarding her risk
for elopement.

Photographic evidence obtained.

Class Il

59A-36.019(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be revised.
{b} A new facility as described in Rule 590A-36.014,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.
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(c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
tocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

(d) The local emergency management agency is
the final inis ive authority for

management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the focal emergency
management agency is considered to have met all
the criteria and conditions established in this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to review its comprehensive emergency
management plan (CEMP), on an annual basis,
and submit those changes to the local emergency
agency for review and approval.

Findings Included:

Areview of the facility's CEMP was attempted on

. The review was not possible because the
Administrator was not able to locate the CEMP.
She provided a letter from the local emergency
agency stating that the plan had been submitted
for review on .
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In an interview with the Administrator at 10:15am
on , she stated that she thougnt that the
plan had been approved but they had not yet
received the approval letter.

A phone call was made to the local emergency
agency plan reviewer, at 1:05pm on . who
stated that the facility was sent a letter on

that the CEMP was not approved because it
needed revisions, listed in the letter, and a plan
review fee needed to be paid. There had been no
response from the facility from the letter.
The reviewer also forwarded a copy of the letter via
email.

A review of the letter from the local
emergency agency was conducted on and
it stated that the facility needed to submit a plan
review fee, and make the revisions listed in the
letter, in order for them 1o approve the facility's
CEMP.

Photographic evidence obtained.

Class Il

59A-36.025 FAC Emergency Environmentat
Control

59A-36.025 Emergency Environmental Control for
Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shail prepare a detailed plan ("plan") to serve as a

to its Comp: i

Plan, to address

environmental control in the event of the loss of
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primary electrical power in that assisted living
facifity which includes the following information:

(a} The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities wilt be
equipped to ensure air temperatures wilt
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the event
of the loss of primary electrical power.

1. The required temperature must be maintained in
an area or areas, determined by the assisted living
facility, of sufficient size to maintain residents
safely at alf times and that is appropriate for
resident care needs and life safety requirements.
For planning purposes, no less than twenty (20}
net square per resident must be provided. The
assisted living facility may use eighty percent
(80%) of its licensed bed capacity as the number
of residents to be used in the to
determine the required square footage. This may
include areas that are less than the entire

assisted living facility if the assisted living facility's
compl 1sive t plan
includes allowing  resident to congregate when
he or she desires in portions of the building where
temperatures will be maintained and includes
orocedures for monitering residents for signs of
heat related injury as required by this rule. This
sule does not prohibit a facility from acting as a
receiving provider for evacuees when the
conditions stated in section 408.821, F.8. and
subsection 59A-36.019(5), F.A.C.. are met. The
olan shall include information regarding the area(s)
within the assisted fiving facility where the required
temperature will be maintained.

2. The alternate power source and fue! supply
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shail be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabitities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment thal may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the event
of the loss of primary electrical power. The plan
shall include information regarding the systems
and equipment that will be used by the assisted
fiving facility and the fuel required fo operate the
systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 252, F. §. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to support
the requirements of each facility's residents, as
specified in this rule. Details regarding how
resources will be shared and any necessary
movement of residents must be clearly described
in the emergency power plan.

c. A multistory facifity, whose comprehensive
emergency management plan is to move residents
to a higher floor during a flood or surge event, must
place its alternative power source and afl
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necessary additional equipment so it can safely
cperate in a location protected from flooding or
storm surge damage.

(b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power thers is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
toss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel storage.
1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted fiving facility may utiize
portable fuet storage containers for the remaining
fuel necessary for ninety-six (86) hours during the
period of a declared state of emergency.

3. Piped natural gas is an altowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. If local ordinances or other regulations limit the
amount of onsite fuel storage for the assisted living
facility's location, then the assisted living facility
must develop a plan that includes maximum
onsite fuel storage aliowable by the ordinance or
regulation and a reliable method to obtain the
maximum additional fuel at least 24 hours prior to
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depletion of onsite fuel.

(c) The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the assisted
tiving facility.

(d) The acquisition and maintenance of a
monoxide alarm.

(2) SUBMISSION OF THE PLAN.

(a) Each assisted living faility licensed prior to
the effective date of this rule shall submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rule. Assisted fiving facility plans previously
submitted and approved pursuant to emergency
Rule S8AER17-1 will require resubmission only if
changes are made to the plan.

(b} Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.

(c) Each existing assisted fiving facility that

4 any additions, ifications,
alterations, refurbishment, renovations o

ks ion that require ofits
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit It to the local emergency management
agency for review and approval.

(3) APPROVED PLANS.

(a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's physical
address for review by a legally authorized entity. If
the plan is maintained in an electronic format,
assisted living facility staff must be readily
available to access and produce the plan. For
purposes of this section, "readily available” means
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the ability to immediately produce the plan, either
in efectronic or paper format, upon request.
(b} Within two (2) business days of the approval of
the plan from the focal emergency management
agency, the assisted living facility shall submit in
writing proof of the approval to the Agency for
Health Care Administration.
(c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
opower plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on ils website within ten
(10) business days of the plan's approval by the
iocal emergency management agency and update
within ten {(10) business days of implementation.
(4) IMPLEMENTATION OF THE PLAN.
(a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
, have implemented the plan required

under this rule.
(b) The Agency shall allow an extension up to

. to providers in compliance with
paragraph () below and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted fiving facilities shall
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
10 unnecessary delays. If an assisted living facility
can show in its quarterly progress reports that
unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approval processes wil
occur beyond the initial extension date, the
assisted living facility may request a waiver
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pursuant to section 120.542, F.S.

{c) During the extension period, an assisted living
facility must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate that
meets the safe indoor air temperature
requirements of subsection (1) {a) for a minimum
of ninety-six (96) hours.

1. An assisted living facility not located in an
evacuation zone must either have an alternative
power source onsite or have a contract in place for
delivery of an alternative power source and fuel
when requested. Within twenty-four (24) hours of
the issuance of a state of emergency for an event
that may impact primary power delivery for the
area of the assisted living facility, it must have the
alternative power source and no less than
ninety-six {96) hours of fuel stored onsite.

2. An assisted living facility located in an
evacuation zone pursuant to chapter 252, F.S.
must either:

a_Fully and safely evacuate its residents prior to
the arrival of the event; or

b. Have an alternative power source and no less
than ninety-six (96) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
iving facility.

(d) Each new assisted living facility shall
implement the plan required under this rule prior to
cbtaining a license.

(e) Existing assisted fiving facilifies that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility’s compliance
with this rule shall implement its amended plan
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concurrent with any such additiens, modifications,
alterations, refurbishment, renovations or
reconstruction.
(f) The Agency for Health Care Administration may
request cooperation from the State Fire Marshal fo
conduct i to ensure i 1of
the plan in compliance with this rule.
(5) POLICIES AND PROCEDURES.
(a) Each assisted living facility shali develop and
implement written policies and procedures o
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

ions in air es inside the
facifity. Procedures must address the care of
residents occupying the facility during a declared
state of A i ,a iption of
the methods te be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to produce
ice and appropriate temperatures for the
ce of icines requiring refri ion;
3. Weliness checks by assisted fiving facility staff
to monitor for signs of and heat injury;
and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
(b} Each assisted living facility shalt maintain the
written policies and procedures in @ manner that
makes them readily available at the licensee's
ohysical address for review by a legally authorized
entily. If the policies and procedures are
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maintained in an electronic format, assisted living
facifity staff must be readily available to access
the policies and procedures and produce the
requested information. For purposes of this
section, "readily available" means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
(c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designes,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
faw.
(8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part 1, or chapter 408, part II, F.S.. including, but
not fimited to, license revocation, license

1, and the | of ini

fines.

(7) COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

(a) Assisted living facilities whose comprehensive
planis to te must

comply with this rule.
(b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comprehensive emergency management plan.
(8) NOTIFICATION.
(a) Within five (5) business days, each assisted
iving facility must nofify in writing, unless

ission for electronic ication has been
granted, each resident and the resident's legal
representative:
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1. Upon submission of the plan to the local
emergency management agency that the plan has
been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
(b) Each assisted living facility must maintain a
copy of sach notification set forth in paragraph (a)
above in @ manner that makes each notification
readily available at the licensee's physical address
for review by a legally authorized entity. If the
ifications are maintained in an i
format, facifity staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available” means
the ability to immediately produce the
notifications, either in electronic or paper format,
upon request,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to develop and implement written policies
and procedures to ensure that the assisted living
facility coutd effectively and immediately activate,
operate and maintain the alternate power source
and any fuel required for the operation of the
alternate power source.

Findings Included:

A review of the facility's emergency environmental
control plan was attempted on . The plan
was never located on . therefore the review
was not possible.

The Plant Operations Director was interviewed, via
telephone, at 2:10pm on and he stated he
was out sick for the past week or so, and the only
maintenance personnel working in the facility had
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enly been there a short time and did not know yet
how to operate or test the generator. He stated he
would be having a training session for them to let
them know. He failed to say where the smergency
environmental controf plan with instructions for
running the generator and testing legs were to be
found at the facility. He said the generator was
tested once per week, and he said the last time it
was tested was on , which was over 1
week prior to the survey on

During an interview conducted on at 2:15,
the Administrator stated, that the only person in
the facifity that knew how to operate and maintain
the emergency generator was the Plant
Operations Director, who was out sick at the time.
She stated she was in his office earlier looking for
any information on the generator, but it the office
was in disarray and she couid not find any
information.

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

435.12 Care Provider Background Screening
Clearinghouse.-

{2){b} Until such time as the .
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 submitto a
national screening if the person retums 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 all 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
criminal history checks through the clearinghouse
before referring an employee or potential employee
for electronic . submission to the
Department of Law Enforcement. The registration
must include the employee's full first name, middie
initial, and last name; social security number; date
of birth; mailing address; ; and race.

Individuals, persons, applicants, and contralling
interests that cannot legally obtain a social

security number must provide an individual
taxpayer identification number.

are

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that ali employees working in the
facility were registered on the Care Provider
Background Screening Clearinghouse (BGS
Roster) for 1 of 3 staff persons (Staff A), whose

CZ814
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records were reviewed.

Findings Included:

A review of the facility's staff list and staffing

schedule conducted on revealed Staff A

was a current employee of the facility.

A review of the facility's BGS Roster conducted on

. Staff A's name was missing from the

roster.

An inferview with the Administrator, the Health and

Weliness Director and the Memory Care Director

via telephone was conducted at 4:00pm on

. In the interview, none of them had any

comment or explanation regarding why StaffA's

name was not listed on the facility's BGS Roster.

Unclassified

Cz81s

CZ815 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
considered employees for the purposes 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 titled individuat
who is responsible for the financial operation of the
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ficensee or provider.

(d) Any person who is a controlling interest.

{e) Any person, as required by authorizing
statutes, sesking employment with a ficensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or have
access to client funds, personal property, or living
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
ficensee.

A must be provided in electronic
format. Screening results shall be reviewed by the
agency with respect to the offenses specified in s.
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 fisted 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 guilty of,
regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
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been adjudicated delinquent 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.

(b} This chapter, if the offense was a felony.

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

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

(g) Section 784.03, relating to batiery, if the victim
isa adult as defined ins. 415.102 ora
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

(h) Section 817.034, relaling to fraudulent acts
through mail, wire, radio, electromagnetic,
ohotoetectronic, or photooptical systems.

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

(j) 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 fraudulently
obtaining goods or services from a health care
provider.

(1) Section 817.505, relating to patient brokering.
(m) Section 817.568, relating to criminal use of
personal identification information.

(n) Section 817,60, relafing to obtaining a credit
card through fraudulent means.

(o) Section 817 61, relating to fraudulent use of
credit cards, if the offense was a felony.

(p) Section 831.01, relating to forgery.

CZ815
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Continued From page 4

(q) 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 ultering forged bank
pills, checks, drafts, or promissory notes.

(1) Section 831.30, relating to fraud in obtaining
medicinal drugs.

(u} Section §31.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controfled substance, if the offense was
a felony.

(v} Section 895.03, relating to racketeering and
collection of untawful 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
licensing 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 fo screening. Licensees

CZ815
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Continued From page 5

may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943 053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(6)(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 professional license 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 board
within that department and that person is providing
a service within the scope of his or her licensed 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 | pursuantto 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

CZ815

AHCA Form 3
STATE FORM

20-0007

s

081311

¥ continuation sheet 6 of 34




Agency for Health Care

PRINTED: 08/18/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER:

AL11963958

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

07/19/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9381 U.S. HWY 19 NORTH

BAYSIDE TERRACE

PINELLAS

PARK, FL 33782

oxayin
PREFIX
e

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

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

©
PREFIX
TG

COMPLETE
DaTE

CZ815

Continued From page 6

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
ination of empl of any emp! asa

result of background screening, it shall notify 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 i ion or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
(2)(2) An employer may not hire, select, or
ctherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening untit 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
ctherwise 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

CZ815
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Continued From page 7

cffense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background 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 place the employee in a position for
which background screening is not required unless
the employee is granted an exemption from
disqualification pursuant to 5. 435.07.
(d) An employer may hire an employee o 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
information necessary to complete the screening,
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

CZ815

AHCA Form 3
STATE FORM

20-0007

s

081311

¥ continuation sheet 8 of 34




PRINTED: 08/18/2022

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
AL11963958 BwiNG 07/19/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9381 U.S. HWY 13 NORTH
BAYSIDE TERRACE
PINELLAS PARK, FL 33782
oo SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CO@:TLEETE
G REGULATORY OR LSC IDENTIEYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
C€Z818| Continued From page 8 CZ815

exemption pursuant to this chapter.

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

(2} "Employee” means any person required by law
to be screened pursuant to this chapter, including,
but not limited to, persons who are contractors,
ficensees. or volunteers.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that a Level 2 background
screening be conducted on 1 employee (Staff A) of
3 employees, whose records were reviewed.

Findings Included:

A review of the facility's staff list and staffing
schedule conducted on revealed Staff A
was a current employee of the facility.

Areview of Staff A's record conducted on
revealed no evidence that a Level 2 background
screening had been conducted.

A search of the Agency's Background Screening
website, on . was unsuccessful in finding
any record of Staff A having had a Level 2
background screening.

An interview with the Administrator, the Health and
Weliness Director and the Memory Care Director
(via telephone) was conducted at 4:00pm on

. In the interview, none of them had any
comment or explanation regarding whether or not
Staff A under alevel 2 reening.

Unclassified
AHCA Farm 3020-0001
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Initial Comments

A complaint investigation (complaint numbers
2022009935 and 2022007964) was conducted at
Bayside Terrace on . Deficiencies were
identified at the time of survey.

429.52(1 & 7) FS; 58A-36.011( ) FAC Training -
Staff In-Service

429.52(1)
{1) Each new assisted living facility employee who
has not previously compieted core training must
attend a preservice orientation provided by the
facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the needs
of facility residents. Upon comptetion, the
employee and the administrator of the facility must
sign a statement that the employee completed the
required preservice orientation. The facifity must
keep the signed statement in the employee's
personnel record.

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of completion
that covers all required inservice training topics
may be issued to a participating staff member if
the training is provided in a single training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice orientation
of at feast 2 hours to all new assisted living facility

AGO0
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Continued From page 10

employees who have not previously completed
core training as detailed in subsection (1).
(b) New staff must complete the preservice
orientation prior to interacting with residents.
(c) Once complete, the employee and the facility
administrator must sign a statement that the

P the preservi i i
which must be kept in the employee's personnel
record.
{d} In addition to topics that may be chosen by the
facility admini . the preservice i
must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents, other
than nurses, certified nursing assistants, or home
health aides trained in accordance with rule
B59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when

cffering this training. Documentation of compliance
with the staff training requirements of 29 CFR
1610.1030, relating to borne ,
may be used to meet this requirement.
(b} Staff who provide direct care to residents must
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Reporting adverse incidents.

A081
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2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
() Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living faciiity.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.
(d) Staff who provide direct care to residents, other
than nurses, CNAs, or home health aides trained
in accordance with rule 59A-8.0085, F. A.C., must
receive 3 hours of in-service fraining within 30 days
of employment that covers the following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
(e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
(f) All facility staff shal receive in-service training
regarding the faciiity's resident elopement
response policies and procedures within thirty (30)
days of employment.
1. All facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that staff who provide direct care to
residents receive a preservice orientation, as welt
as get training within 30 days of employment in

the areas of elopement response training and
adverse incident reporting, for 3 of 3 employees
(Staff A, Staff B and Staff C), whose records were
reviewed.

Findings Included:

Areview of Staff A's record on revealed
that Staff A began working in the facility on

. The record revealed no evidence of having
taken a preservice orientation training course, or
any elopement response training of reporting
adverse incidents.
A review of Staff B's record on revealed
Staff B began working in the facility on
The record revealed no evidence of having taken a
preservice orientation fraining course, or any
elopement response training or reporting adverse
incidents.

Areview of Staff C's record on revealed
that Staff C began working in the facility on

. The record revealed no evidence that
Staff C had ever taken a preservice orientation
course.

An interview with the Administrator, the Health and
Wellness Director and the Memory Care Director
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via telephone was conducted at 4:00pm on

. In the interview, none of them had any
comment or explanation regarding If Staff A, Staff
B or Staff C had ever taken any of the training
courses that training certificates were missing
from employee records.

Class Il

59A-36.011(10) FAC Training - ADRD

{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 81620-1.001, FAC.,
Florida Building Code Adopted, must ensure that
facitity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct care
to 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 shall satisfy this
requirement. Facifity staff who meet the
requirements for ADRD training providers under
paragraph (g} of this subsection, will be
considered as having met this requirement. Initial
training, entitled * 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;
6. Resident environment; and,
6. Ethical issues.
(b} Staff who have successfully completed both
the initiat 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
facility 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 Level 1l Training," within 8
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 subject
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 , incorporated by

reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee, Florida
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32398-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annually as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.62, F.8., and subsection
(1) of this rule, or 3 of the 6 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.
(9) 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
orogram providing care to persons with

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

or related
(h) With 1o requi in
(g}, a Master's degree from an accredited college
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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 training
orogram 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 record review and interview, the facility
with a memory care unit, failed to ensure that 2 of
3 employees (Staff A and Staff C), who cared for
residents with . took training courses on
providing care for residents with ‘s

and Related (ADRD), within the
required timeframe.

Findings Included:

Areview of Staff A's record revealed that Staff A
started working in the facility on _ The
record revealed no ADRD Leve! 1 training, even
though Staff A had been working in the facility for
more than 3 months.

A review of Staff C's record revealed that Staff C
started working in the facility on _ The
record revealed no ADRD Level 1 or Level 2
training, even though Staff C had been working in
the facility for more than 9 months.

An interview with the Administrator, the Health and
Weliness Director and the Memory Care Director
was conducted at 4:00pm on inthe
interview, none of them had any comment or
explanation regarding whether or not Staff A and
Staff C had any ADRD training.
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Class Il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records must
be maintained on the premises and include:

{a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,

7. Medicaid and/or Medicare number, or name of
other health insurance .

8. Name, address, and telephone number of next
of kin, legal ive, or individual i

by the resident for nofification 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, FA.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 that is initiated on admission.
Information may be taken from AHCA Form 1823
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or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their  _  recorded
semi-annually.
(9) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 58A-36.006, FA.C, if
such consent is not included in the resident's
contract.
(h) For facilities 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 fo rule 59A-36.008, F.A.C.
(i) A copy of the resident's contract with the
facility, including any addendums fo the contract
as described in rule 59A-36.018, FAC.
(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 writien
statement of any transaction made on behalf of
the resident as required in section 429.27, F.8.
(k) For any facility that maintains a separale frust
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) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for
N ( 3, CF-ES 1006,

. which is hereby incorporated by reference
and available for review at:
http:/iwww firules org/Gateway/reference. asp?No=
Ref-04004. The absence of this form will not be the
basis for administrative action against a facility if
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the facility can demonstrate that it has made a
good faith effort to obtain the required
documentation from the Department of Children
and Families.

(m) Documentation of the |, , of a health
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,
FAC.

(o) The resident's | DH
Form 1898, if applicable.

(p) For independent living residents who receive
meals and occupy beds included within the
ticensed capacity of an assisted living facility, but
who are not receiving any personat, limited
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
B59A-36.006, FA.C.,

4. The resident’s contract described in rule
59A-36.018, FAC. 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 facility.
{q) 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 longer period of
time. Upon request, residents must be provided
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with a copy of their records upon departure from
the facility.
(r) Additional resident records requi for

facilities holding a limited mental heaith, extended
congregate care, or fimited nursing services
ficense are provided in rules 59A-36.020,
59A-36.021 and 58A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 3 residents (Resident #3),
whose records were reviewed, had an accurate
1823 health assessment, after a change in
condition.

Findings Included:

A review of Resident #3's record on

revealed progress noles regarding the resident's
exit-seeking bebaviors. The first indication of exit
seeking behavior was noted on , when the
Memory Care Director wrote that resident followed
a family member out of the memory care unit at
6:15pm and the front desk notified the memory
care unit that she was out of the memory care
unit. Staff brought her and 20 minutes later
and she attempted to leave again. She kept trying
to leave, so now was considered to be a high risk

for elopement. On . the Memory Care
Director wrote that Resident #3 made a full
elopement on at an unknown hour, was

seen by local police outside on a busy highway
around 8:00pm, and was returned to the facility
fater that night on . The record also showed
that the Memory Care Director also filed an
adverse incident report with the Agency regarding
the details of Resident #3's elopement. Progress
AHCA Form 3020-0001
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notes on stated that the resident was
agitated with exit seeking behaviors. On

was noted that the resident was stil at high risk
for elopement.

St

A review of Resident #3's records, on .
revealed an 1823 assessment dated that
stated that Resident #3 was not an elopement
risk. The record also revealed a diagnoses of

and that the resident resided within the
facility's memory care unit.

In an interview with the Memory Care Director via
telephone at 4:00pm, the Memory Care Director
made no statement regarding the discrepancy on
Resident #3's 1823 assessment regarding her risk
for elopement.

Photographic evidence obtained.

Class Il

59A-36.019(2) FAC Emergency Plan Approval

{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be revised.
{b} A new facility as described in Rule 590A-36.014,
F.A.C., and facilities whose ownership has been
transferred, must submit an emergency
management plan within 30 days after obtaining a
ficense.
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(c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
tocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

(d) The local emergency management agency is
the final inis ive authority for

management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the focal emergency
management agency is considered to have met all
the criteria and conditions established in this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to review its comprehensive emergency
management plan (CEMP), on an annual basis,
and submit those changes to the local emergency
agency for review and approval.

Findings Included:

Areview of the facility's CEMP was attempted on

. The review was not possible because the
Administrator was not able to locate the CEMP.
She provided a letter from the local emergency
agency stating that the plan had been submitted
for review on .
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In an interview with the Administrator at 10:15am
on , she stated that she thougnt that the
plan had been approved but they had not yet
received the approval letter.

A phone call was made to the local emergency
agency plan reviewer, at 1:05pm on . who
stated that the facility was sent a letter on

that the CEMP was not approved because it
needed revisions, listed in the letter, and a plan
review fee needed to be paid. There had been no
response from the facility from the letter.
The reviewer also forwarded a copy of the letter via
email.

A review of the letter from the local
emergency agency was conducted on and
it stated that the facility needed to submit a plan
review fee, and make the revisions listed in the
letter, in order for them 1o approve the facility's
CEMP.

Photographic evidence obtained.

Class Il

59A-36.025 FAC Emergency Environmentat
Control

59A-36.025 Emergency Environmental Control for
Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shail prepare a detailed plan ("plan") to serve as a

to its Comp: i

Plan, to address

environmental control in the event of the loss of
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primary electrical power in that assisted living
facifity which includes the following information:

(a} The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities wilt be
equipped to ensure air temperatures wilt
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the event
of the loss of primary electrical power.

1. The required temperature must be maintained in
an area or areas, determined by the assisted living
facility, of sufficient size to maintain residents
safely at alf times and that is appropriate for
resident care needs and life safety requirements.
For planning purposes, no less than twenty (20}
net square per resident must be provided. The
assisted living facility may use eighty percent
(80%) of its licensed bed capacity as the number
of residents to be used in the to
determine the required square footage. This may
include areas that are less than the entire

assisted living facility if the assisted living facility's
compl 1sive t plan
includes allowing  resident to congregate when
he or she desires in portions of the building where
temperatures will be maintained and includes
orocedures for monitering residents for signs of
heat related injury as required by this rule. This
sule does not prohibit a facility from acting as a
receiving provider for evacuees when the
conditions stated in section 408.821, F.8. and
subsection 59A-36.019(5), F.A.C.. are met. The
olan shall include information regarding the area(s)
within the assisted fiving facility where the required
temperature will be maintained.

2. The alternate power source and fue! supply
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shail be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabitities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment thal may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the event
of the loss of primary electrical power. The plan
shall include information regarding the systems
and equipment that will be used by the assisted
fiving facility and the fuel required fo operate the
systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 252, F. §. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to support
the requirements of each facility's residents, as
specified in this rule. Details regarding how
resources will be shared and any necessary
movement of residents must be clearly described
in the emergency power plan.

c. A multistory facifity, whose comprehensive
emergency management plan is to move residents
to a higher floor during a flood or surge event, must
place its alternative power source and afl
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necessary additional equipment so it can safely
cperate in a location protected from flooding or
storm surge damage.

(b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power thers is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours after the
toss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel storage.
1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted fiving facility may utiize
portable fuet storage containers for the remaining
fuel necessary for ninety-six (86) hours during the
period of a declared state of emergency.

3. Piped natural gas is an altowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. If local ordinances or other regulations limit the
amount of onsite fuel storage for the assisted living
facility's location, then the assisted living facility
must develop a plan that includes maximum
onsite fuel storage aliowable by the ordinance or
regulation and a reliable method to obtain the
maximum additional fuel at least 24 hours prior to
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depletion of onsite fuel.

(c) The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the assisted
tiving facility.

(d) The acquisition and maintenance of a
monoxide alarm.

(2) SUBMISSION OF THE PLAN.

(a) Each assisted living faility licensed prior to
the effective date of this rule shall submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rule. Assisted fiving facility plans previously
submitted and approved pursuant to emergency
Rule S8AER17-1 will require resubmission only if
changes are made to the plan.

(b} Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.

(c) Each existing assisted fiving facility that

4 any additions, ifications,
alterations, refurbishment, renovations o

ks ion that require ofits
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit It to the local emergency management
agency for review and approval.

(3) APPROVED PLANS.

(a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's physical
address for review by a legally authorized entity. If
the plan is maintained in an electronic format,
assisted living facility staff must be readily
available to access and produce the plan. For
purposes of this section, "readily available” means
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the ability to immediately produce the plan, either
in efectronic or paper format, upon request.
(b} Within two (2) business days of the approval of
the plan from the focal emergency management
agency, the assisted living facility shall submit in
writing proof of the approval to the Agency for
Health Care Administration.
(c} The assisted living facility shall submit a
consumer-friendly summary of the emergency
opower plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on ils website within ten
(10) business days of the plan's approval by the
iocal emergency management agency and update
within ten {(10) business days of implementation.
(4) IMPLEMENTATION OF THE PLAN.
(a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
, have implemented the plan required

under this rule.
(b) The Agency shall allow an extension up to

. to providers in compliance with
paragraph () below and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted fiving facilities shall
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
10 unnecessary delays. If an assisted living facility
can show in its quarterly progress reports that
unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approval processes wil
occur beyond the initial extension date, the
assisted living facility may request a waiver
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pursuant to section 120.542, F.S.

{c) During the extension period, an assisted living
facility must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate that
meets the safe indoor air temperature
requirements of subsection (1) {a) for a minimum
of ninety-six (96) hours.

1. An assisted living facility not located in an
evacuation zone must either have an alternative
power source onsite or have a contract in place for
delivery of an alternative power source and fuel
when requested. Within twenty-four (24) hours of
the issuance of a state of emergency for an event
that may impact primary power delivery for the
area of the assisted living facility, it must have the
alternative power source and no less than
ninety-six {96) hours of fuel stored onsite.

2. An assisted living facility located in an
evacuation zone pursuant to chapter 252, F.S.
must either:

a_Fully and safely evacuate its residents prior to
the arrival of the event; or

b. Have an alternative power source and no less
than ninety-six (96) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
iving facility.

(d) Each new assisted living facility shall
implement the plan required under this rule prior to
cbtaining a license.

(e) Existing assisted fiving facilifies that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility’s compliance
with this rule shall implement its amended plan
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concurrent with any such additiens, modifications,
alterations, refurbishment, renovations or
reconstruction.
(f) The Agency for Health Care Administration may
request cooperation from the State Fire Marshal fo
conduct i to ensure i 1of
the plan in compliance with this rule.
(5) POLICIES AND PROCEDURES.
(a) Each assisted living facility shali develop and
implement written policies and procedures o
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

ions in air es inside the
facifity. Procedures must address the care of
residents occupying the facility during a declared
state of A i ,a iption of
the methods te be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to produce
ice and appropriate temperatures for the
ce of icines requiring refri ion;
3. Weliness checks by assisted fiving facility staff
to monitor for signs of and heat injury;
and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
(b} Each assisted living facility shalt maintain the
written policies and procedures in @ manner that
makes them readily available at the licensee's
ohysical address for review by a legally authorized
entily. If the policies and procedures are

A200

AHCA Form 3
STATE FORM

20-0007

s

081311

H continuation sheat 31 of 34




Agency for Health Care

PRINTED: 08/18/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
IDENTIFICATION NUMBER:

AL11963958

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

07/19/2022

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

9381 U.S. HWY 19 NORTH

BAYSIDE TERRACE

PINELLAS

PARK, FL 33782

oxayin
PREFIX
e

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

B PROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH GORRECTIVE ACTION SHOULD BE

e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

COMPLETE
DaTE

A200

Continued From page 31

maintained in an electronic format, assisted living
facifity staff must be readily available to access
the policies and procedures and produce the
requested information. For purposes of this
section, "readily available" means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
(c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designes,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
faw.
(8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part 1, or chapter 408, part II, F.S.. including, but
not fimited to, license revocation, license

1, and the | of ini

fines.

(7) COMPREHENSIVE EMERGENCY

MANAGEMENT PLAN.

(a) Assisted living facilities whose comprehensive
planis to te must

comply with this rule.
(b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comprehensive emergency management plan.
(8) NOTIFICATION.
(a) Within five (5) business days, each assisted
iving facility must nofify in writing, unless

ission for electronic ication has been
granted, each resident and the resident's legal
representative:
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1. Upon submission of the plan to the local
emergency management agency that the plan has
been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
(b) Each assisted living facility must maintain a
copy of sach notification set forth in paragraph (a)
above in @ manner that makes each notification
readily available at the licensee's physical address
for review by a legally authorized entity. If the
ifications are maintained in an i
format, facifity staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available” means
the ability to immediately produce the
notifications, either in electronic or paper format,
upon request,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to develop and implement written policies
and procedures to ensure that the assisted living
facility coutd effectively and immediately activate,
operate and maintain the alternate power source
and any fuel required for the operation of the
alternate power source.

Findings Included:

A review of the facility's emergency environmental
control plan was attempted on . The plan
was never located on . therefore the review
was not possible.

The Plant Operations Director was interviewed, via
telephone, at 2:10pm on and he stated he
was out sick for the past week or so, and the only
maintenance personnel working in the facility had
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enly been there a short time and did not know yet
how to operate or test the generator. He stated he
would be having a training session for them to let
them know. He failed to say where the smergency
environmental controf plan with instructions for
running the generator and testing legs were to be
found at the facility. He said the generator was
tested once per week, and he said the last time it
was tested was on , which was over 1
week prior to the survey on

During an interview conducted on at 2:15,
the Administrator stated, that the only person in
the facifity that knew how to operate and maintain
the emergency generator was the Plant
Operations Director, who was out sick at the time.
She stated she was in his office earlier looking for
any information on the generator, but it the office
was in disarray and she couid not find any
information.
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