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Initial Comments.

A change of ownership (CHOW) survey with
extended congregate care (ECC) and limited
nursing services {LNS) was conducted at
Keystone Place at Terra Bella on

Deficiencies were identified at the time of survey.

58A-36.011(6) FAC 429.52(8), FS Training - Assis
Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unficensed
persons who will be providing assistance with the
if- in fon of ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.52(6), F.S.,
prior to assuming this responsibitity. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i i ion, and of
medications in assisted living facilities; procedures
and techniques for assisting the resident with
self-administration of medication including how to
read a prescription label; providing the right
medications to the right resident; common
medications; the importance of taking medications
as prescribed; recognition of side effects and
adverse reactions and procedures to follow when
residents appear to be experiencing side effects
and adverse reactions; documentation and record
keeping; and medication storage and disposal.
Training shall include demonstrations of proper
techniques, including techniques for
control, and ensure unlicensed staff have
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adequately demonstrated that they have acquired
the skills necessary to provide such assistance.
(b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8., and rule
59A-36.008, F.A.C., including:

a_ Assist with oral dosage forms, ,  dosage
forms, and | . . and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
“as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the resident,
resident’s health care provider or facility employer
of inability to assist in the administration of such
orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
orefilled with the proper dosage by a pharmagist
and . that are prefiled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;

i. Assist with :
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Continued From page 2

jUsea, to perform "
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the titration of the
fevels;
1. Apply and remove stockings and
hosiery;
m. Placement and removal of , bags,
excluding the removal of the  , or manipulation
of the site; and,
n. Measurement of s s rate,
temperature, and | , rate.
(c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
conlinuing education training on providing
i with self- ini ications and

safe medication practices in an assisted living
facitity. The 2 hours of continuing education
training may be provided ontine.
(d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of with
self-administration of medication training must
complete an additional 2 hours of training that
focuses on the topics listed in sub-subparagraphs
(8)(b)2.h.n. of this section, before assisting with
the self-administration of medication p
fisted in sub-subparagraphs (6}(b)2.h.-n.

429.52
(8) Staff assisting with the self-administration of
medications under s. 429.256 must complete a

AD084
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minimum of & additional hours of training provided
by a registered nurse or a licensed pharmacist
before providing assistance. Two hours of
continuing education are required annually
thereafter. The agency shall establish by rule the
minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 staff person (Staff E), out of
3 whose records were reviewed and who assisted
residents with medication self-administration had
the required medication training.

Findings Included:

A review of the facility's staffing schedule, on

, for the week of - , revealed
Staff E was scheduled to work as a Medication
Technician on the 6:00am - 2:00pm shift that
week.

A review of Staff E's records was conducted on

. The record revealed that she was hired
on and had a certificate for a 2 hour
Medication Assistance Update training dated

. There was no other training certificate in
the record for medication assistance.

An interview was conducted, at 3:40pm on

, with the Administrator, the Health and
Wellness Director and the Business Office
Manager and no one had a comment regarding the
missing documents.

Class Il
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A088 420177 FS {Other - A088
88D | pisclosures
Patients with 's or other related

or other related

training on

(Staff C).

Findings included:

; certain disclosures.-A facility licensed
under this part which claims that it provides
special care for persons who have

or other related must disclose in
its advertisements or in a separate document
those services that distinguish the care as being
especially applicable to, or suitable for, such
persons. The facility must give a copy of all such
advertisements or a copy of the document {o each
person who requests information about programs
and services for persons with

'S

s
offered by the facility and

must maintain a copy of all such advertisements
and documents in its records. The agency shalt
examine all such advertisements and documents
in the facility's records as part of the license
renewal procedure.

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 alf

staff, who interacted with residents, complete

and Releated

{ADRD), within the appropriate time
frame, for 1 of 4 staff whose records were reviewed

Areview of Staff C's training record, on .
revealed that she was hired on . Her
record contained only a blank ADRD Level 1
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Continued From page 5

certificate with no name and no date for taking the
cousse,

An interview was conducted, at 3:40pm on

, with the Administrator, the Health and
Weilness Director and the Business Office
Manager and no one had a comment regarding the
missing documents.

Class Il

429.275(2) FS; 59A-36.015(2) FAC Records - Staff

428.275

{2} The administrator or owner of a facility shall
maintain personnel records for each staff member
which contain, at a minimum, documentation of
packground screening, if applicable,
documentation of compliance with all training
requirements of this part or applicable rule, and a
copy of all licenses or certification held by each
staff who performs services for which licensure or
certification is required under this part or rule.

59A-36.015

{2) STAFF RECORDS.

{a) Personnel records for each staff member must
contain, at a minimum, a copy of the employment
application, with references furnished, and
documentation verifying freedom from signs or
symptoms of communicable . In addition,
records must contain the following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by rule
59A-36.011, FAC.,

2. Copies of all licenses or certifications for alt
staff providing services that require licensing or

AD8B8
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certification,

3. Documentation of compliance with level 2
background screening for all staff subject fo
screening requirements as specified in section
429.174, F 8., and rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description given
to each staff member pursuant to rute 58A-36.010,
FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),

C.

(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. 1o provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in rule 59A-36.010, FAC.
() The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
FAC

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that required documentation of
records and training were included in the records
for 4 of 4 staff, whose records were reviewed (the
Health and Wellness Director, Staff C, Staff D and
StaffE).

Findings Included:

A review of the Health and Wellness Director's
AHCA Form 3020-0001
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record on revealed no apptication, no job
description, and no communicable
statement.
A review of Staff C's record on revealed no
application, no job description, no
( )or communicable statement and on
most of the training certificates in the record had
no name and no date written on them.
Areview of Staff D's record on revealed no
job description.
A review of Staff E's record on revealed no
job description and no communicable
statement.
An interview was conducted with the Administrator,
the Health and Wellness Director and the
Business Office Manager at 3:40pm on
and no one had any comment on why the records
were missing the documents.
Class Ill
A 162 59A-36.015(3) FAC Records - Resident A182
§8=D
{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
AHCA Form 3020-0001
STATE FORM b EECZ1t If continuation sheet 8 of 16
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other health insurance .
8. Name, address, and telephone number of next
of kin, legal rep ive, or individual

by the resident for notification in case of an
emergency; and,

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

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in rule
59A-36.008, FA.C.

(c) Any orders for medications, nursing services,
therapeutic diets, Lor
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 refusat 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), FAC.

(HA _ record thatis initiated on admission
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
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

A162
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and Families.

{0} The resident's
Form 1898, if applicable.
(p) For independent living residents who receive

pursuant to rute 59A-36.008, F.A.C.

(i) A copy of the residents 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
the Department of Children and Families form
Alternate Care Certification for

recipient, a copy of

), CF-ES 10086,

. which is hereby incorporated by reference
and available for review at:
hitp:/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
the facifity can demonstrate that it has made a
good faith effort to obtain the required
documentation from the Department of Children

(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.

,DH
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meals and occupy beds included within the
ticensed capacity of an assisted living facility, but
who are not receiving any personal, fimited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

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

2. The resident demographic data required in this
paragraph,

3. The health assessment described in rule
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
with a copy of their records upon departure from
the facility.

(r) Additional resident records 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 interview and record review the assisted
living facility failed to update a Resident Health
Assessment Form (AHCA Form 1823) upon a
change in condition (admission to hospice care)
for 2 (Residents #1 and #11) out of 2 sampled

A162
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Continued From page 11

residents.

Findings Included:

On a resident record review of
Resident #1's and #11's file revealed that the AHCA
Form 1823 was not updated upon a change in
condition {admission to hospice.)

During an Interview with the Health and Weliness
Director conducted on at 1:30pm she
confirmed that Resident #1's and Resident #11's
records were missing an updated AHCA Form

1823 upon a change in condition.

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.

{c} The facility must review its emergency
management plan on an annual basis. Any
substantive changes must be submitted to the
iocal 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
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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 records review and interview, the facility
that underwent a change of ownership and had a
provisional license, failed to submit a revised
compl 1sive W plan
(CEMP) to the local reviewing agency within 30
days of receiving the provisional license.

Findings Included:

A review of the facility's records, on .
revealed that on they had been issued a
provisional license for a change of ownership.

Areview of the facility's CEMP, on .
revealed that the most recent approvat was on

An inferview with the Administrator was conducted
at 2:50pm on . He stated that they had not
submitted any revisions to their CEMP since
before the plan was approved on and
were not aware that the facility was required to
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submit an updated CEMP to the local reviewing
agency within 30 days of the change of ownership
provisional license.

Class Il

59A-36.021(7) FAC ECC - Services

{7} EXTENDED CONGREGATE CARE
SERVICES. All services must be provided in the
teast restrictive environment, and in a manner that
respects the resident's independence, privacy, and
dignity.

{a) A facility providing extended congregate care
services may provide supportive services including
social service needs, counseling, emotional
support, networking, assistance with securing
social and leisure services, shopping service,
escort service, companionship, family support,

i jon and referral, i in i
and implementing seif-directed activities, and
volunteer services. Family or friends must be
encouraged to provide supportive services for
residents. The facility must provide training for
family or friends to enable them to provide
supportive services in accordance with the
resident's service plan.

{b} A facility providing extended congregate care
services must make available the following
additional services if required by the resident's
service plan:

1. Total help with bathing,
toileting,

2. Nursing assessments conducted more
frequently than monthly,

3. Measurement and recording of basic vital
funcionsand

. grooming and

A181

AE207

AHCA Form 3
STATE FORM

20-0007

s

EECZ

H continuation sheat 14 of 16




Agency for Health Care

PRINTED: 08/10/2022
FORM APPROVED

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

AL11969410

B.WING

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BUILDING:

COMPLETED

07/28/2022

NAME OF PROVIDER OR SUPPLIER

2200 LIVINGSTON ROAD
LAND O LAKES, FL 34639

KEYSTONE PLACE AT TERRA BELLA

STREET ADDRESS, CITY, STATE, ZIP CODE

oxayin
PREFIX
e

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

©
PREFIX
TG

PROVIDER'S PLAN OF CORRECTION o5
(EAGH CORRECTIVE ACTION SHOULD BE CO@:TLEETE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

AE207

Continued From page 14

4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident's food and fluid intake and output,

! with seff-admin L
or the administration of medications and
treatments pursuant to a health care practitioner's
order. If the individual needs assistance with
self-administration the facility must inform the
resident of the qualifications of staff who will be
providing this assistance, and if unlicensed
persons will be providing such assistance, obtain
the resident’s or the resident's surrogate, guardian,
or attorney-in-fact's informed written consent to
provide such assistance as required in section
429.258,F.S.,
6. Supervision of residents with and

7. Health education and counseling and the
implementation of health-promoting programs and
preventive regimes,

8. Provision or for

services; and,

9. Provision of escort services to health-related

(c) Nursing staff providing extended congregate
care services may provide any nursing service
permitted within the scope of their license

i with the resi requi of this
rule and the facility's written policies and
procedures, provided the nursing services are:
1. Authorized by a health care practitioner's order
and pursuant to a pian of care,
2. Medically necessary and appropriate for
treatment of the resident's condition,
3. In accordance with the prevailing standard of
practice in the nursing community,
4. A service that can be safely, effectively, and
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efficiently provided in the facility,

5. Recorded in nursing progress notes; and,

6. In accordance with the resident's service plan.
(d) At least monthly, or more frequently if required
by the resident’s service plan, a nursing
assessment of the resident must be conducted.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the assisted
fiving facility failed to maintain a record for one
(Resident #1) out of 1 sampled residents receiving
Extended Congregate Care Services (ECC) for

Findings included:

On a resident record review revealed
that the facility did not maintain an ECC record for
Resident #1, including daily progress notes and
monthly nursing assessments related fo receiving
ECC services for L.
During an Interview with the Health and Wellness
Director conducted on at 1:32pm, she
agreed that Resident #1 was not admitted to ECC
services, and the facility did not have daily
progress notes or monthly nursing assessments
on record.

Class Il
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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 tited 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
ficensee or provider.

{d) Any person who is a controlling interest.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibiliies may require him or her to, provide
personal care or services directly to clients or have
access to client funds, personat 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 bours a week or more who will have
access to client funds, personat property, or living
areas. Evidence of contractor screening may be
retained by the contractor's employer or the
ticensee.

SyAn 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
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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
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.
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() 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.

(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
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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 bome by the licensee
or the person subject fo screening. Licensees
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
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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
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
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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
coffense, 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.
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(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 whe was , regardless of
whether or not that person has filed for an
exemption pursuant to this chapter.

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

(2) "Employee” means any person required by 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 provide documentation of background
screening eligibility results for 3 staff persons
(Health and Wellness Director, Staff C and Staff E)
of 4, whose records were reviewed.

Findings Included:
A review of the Health and Wellness Director's
record on revealed no documentation of

background screening eligibility resuts.

A review of Staff C's record on revealed no
jon of background ing eligibility
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results.

Areview of Staff E's record on revealed no
on of background ing eligibilty

results.

An interview was conducted at 3:40pm on .
with the Business Office Manager, the Health and
Wellness Director and the Administrator and no
cne had any comments regarding the staff records
tacking required documents.

Unclassified

408.809(2) 435.05(2) 59A-35.090(2d-3b)
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's | | to
the Federal Bureau of investigation for a nationat
criminal history record check unless the person's
. are enrolied in the Federal Bureau of
Investigation's national retained print
notification program. ifthe | | of sucha
person are not retained by the Department of Law
Enforcement under s. 943.05(2)(g) and (h), the
person must submit | | electronically to
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the Department of Law Enforcement for state
processing, and the Department of Law
Enforcement shalt forward the | | to the
Federal Bureau of Investigation for a national
criminal history record check. The
shall be retained by the Department of Law
Enforcement under s. 843.05(2)(g) and (h) and
enrolled in the nationat retained print
notification program when the Department of Law
Enforcement begins participation in the program.
The cost of the state and national criminal history
records checks required by level 2 screening may
be borne by the licensee or the person

" . The agency may accept as
satisfying the requirements of this section proof of
compliance with level 2 screening standards
submitted within the previous 5 years to mest any
provider or professional licensure requirements of
the Department of Financial Services for an
applicant for a certificate of authority or provisional
certificate of authority to operate a continuing care
retirement community under chapter 661, provided
that:
(a) The screening and
offenses for the prior screening are equivalent to
those specified in 8. 435.04 and this section;
(b) The person subject to screening has not had a
break in service from a position that requires level
2 screening for more than 90 days; and
(¢} Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms provided
by the agency.

435.05 Requit for covered emp and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
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employees and employers:

(2} Every employee must attest, subject to penalty

of perjury, to meeting the requirements for

qualifying for employment pursuant to this chapter

and agreeing to inform the empioyer immediately if
for any of the disqualifying offenses while

employed by the employer.

B59A-35.080 Background Screening.
(2) Processing Screening Requests, Required
Documents and Fees.
(d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form 3100-0008,
. , herein incorporated by reference,
available at
http:/iwww firules org/Gateway/reference. asp?No=
Ref-09106, and available from the Agency for
Health Care Administration at:
hitp://ahca.myflorida.com/MCHQ/Central_Services
/Background_Screening/Regulations_Forms shtmi
. This form must be completed by the individual
and retained by the provider upon hire to aftest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if forany
disqualifying offense.
(e) An administrator or chief financial officer must
be screened and qualified priorto |, 0
the position.
(3) Results of Screening and Notification.
(a) Final results of background screening requests
will be provided through the Agency's secure
website that may be accessed by all health care
oroviders applying for or actively licensed through
the Agency that are registered with the Care
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Provider Background Screening Clearinghouse.
The secure website is located at:

apps ahca.myflorida.com/SingleSignOnPortal.

(b} If a Level 2 criminat history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to Section 435.05(1)(d),
F.8., the missing information must be filed with
the Agency within 30 days of the Agency's request
or the indivi is subject to di ification in

Unclassified

Findings Included:

accordance with Section 435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence of a background
screening attestation for 1 staff person (Staff C) of
4, whose records were reviewed.

A review of Staff C's record on revealed no
evidence of a background screening attestation.

An interview was conducted at 3:40pm on .
with the Business Office Manager, the Health and
Wellness Director and the Administrator and no
one had any comments regarding Staff C lacking
required document.
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