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Initial Comments.

A biennial survey was done in conjunction with an
fimited mental health services survey at Feel At
Home Inc. Assisted Living Facility on

Feel At Home Inc. Assisted Living Facility had
deficient practice identified at the time of the
survey.

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms of
icabl The i
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another when
the facifity is under the same management or
ownership.
1. Evidence of a negative examination
must be documented on an annual basis.
Documentation provided by the Florida Department
of Health or a ficensed health care provider
certifying that there is a shortage of
testing materials satisfies the annual
inati i An with a
positive test must submit a health
care provider's statement that the individual does
not constitute a risk of

2. If any staff member has, or is suspected of
having, a ol . such i
must be immediately removed from duties untif a

A0DC
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written statement is submitted from a health care
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Continued From page 1

provider indicating that the individual does not
constitute a risk of itting a

(b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and experi
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.
(c} All staff must comply with the training
requirements of rule 59A-36.011, FAC.
(d) An assisted living facility _ o provide
services to residents must ensure that individuals
providing services are qualified to perform their
assigned duties in accordance with this rute
chapter. The contract between the facility and the
staffing agency or contractor must specifically
describe the services the staffing agency or
contractor will provide to residents.
() For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for alf staff,
(f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.800 and 428.174, F.S.

This Statute or Rule is not met as evidenced by:

A078

Based on employee record review and interview

AHCA Form 3
STATE FORM

20-0007

s

61.P911

H continuation sheat 2 ot 6



PRINTED. 08/12/2022

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
AL11932571 B. WING 08/01/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
129 WEST 131ST AVENUE
FEEL AT HOME, INC.
TAMPA, FL 33612
oo SUMMARY STATEMENT OF DEFICIENCIES i} PROVIDER'S PLAN OF CORRECTION 0x5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE Cog"TLETE
G REGULATORY OR LSC IDENTIEYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE e
DEFICIENCY)
A078| Continued From page 2 AD78
conducted on . the facility failed to
provide evidence of an annual
for two (The inis and Staff 8)
out of three sampled staff.
Findings included:
Record review conducted on of the
facility employee files revealed that the
Administrator with date of hire and
Staff B with date of hire had no
evidence of a current annual
screening.

These findings were reviewed during an interview
with the Administrator on at 12:48 PM.
During this interview the Administrator, he
confirmed that an annual statement for a freedom
from for himself and Staff B were
missing from the employee records.

Class Ilf

2;2‘;)3 429.075(1) FS; 59A-36.011(9) FAC LMH - Training
428.075

{1) To obtain a limited mental health license, a
facitity must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the facility administrator and the
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staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part If of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

B59A-36.011
(9) LIMITED MENTAL HEALTH TRAINING.
(@) Pursuant to section 428.075, F.S., the
administrator, managers and staff, who have direct
contact with mental health residents in a licensed
fimited mental health facility, must receive the
following training:
1. A minimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a_ The training must be provided or approved by
the Department of Children and Families and must
be taken within 6 months of the facility's receiving
a limited mental health license or within 6 months
of employment in a limited mental health facility.
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
required for
managers pursuant fo section 429.52(5), F.8., and
subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:

AL243
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a. Mental health diagnoses; and,
b. Mental health treatment such as:
(1) Mental health needs, services, behaviors and
appropriate interventions;
(1) Resident progress in achieving treatment goals;
(111} How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the procedures .
3. For administrators and managers, the
continuing education requirement under this
subsection wilt satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 429 52(5), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up to
6 months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not have
to repeat the initial training should they change
employers provided they present a copy of their
training certificate to the current employer for
retention in the facifity's personnel files. They must
also ensure that copies of the continuing
education training certificates, pursuant to

(a)2. of this subsection, are retained
in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to assure that 3 (The Administrator, StaffA
and Staff B) out of 3 sampled staff had completed
6 hours of fimited mental health training within 6
months of hire date.
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Findings Included:
Employee recerd review conducted on
revealed that The Administrator who has a hire
date of . Staff Awho has a hire date of
and Staff B who has a hire date of
were missing documentation of
completing 6 hours of limited mental health
training within 6 months of hire date.
During an interview with the Administrator
conducted on at 12:50 PM, the
administrator agreed that himself, Staff A and Staff
B were missing the required 6 hours of limited
mental health training.
Class Ill
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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-

{1) Alicensee required by authorizing statutes and
agency rule to have a comprehensive emergency
management plan must designate a safety liaison
to serve as the primary contact for emergency
operations. Such ficensee shall submit its

compl wsive emergency plan to
the focal emergency management agency, county
health department, or Department of Health as
follows:

{a) Submit the plan within 30 days after initial
ticensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.

{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.

{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.

{d) Notify the agency within 30 days after approval
of its plan by the local emergency management
agency, county health department, or Department
of Health.

{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

comp 1sive emergency plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo all clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the recelving
and sending providers.

CZ830
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(3)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:
1. Suffered damage 1o its operation during the
state of emergency.
2. Is currently licensed.
3. Does not have a provisional license.
4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.
(b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers and
appropriate licensure fees. Upon agency approval,
the ficensee shall notify clients of any necessary
discharge or transfer as required by authorizing
statutes or applicable rules. The beginning of the
inactive licensure period shalt be the date the
provider ceases operations. The end of the inactive
period shall become the license expiration date,
and all licensure fees must be current, must be
paid in full, and may be prorated. Reactivation of
an inactive license requires the prior approvat by
the agency of a renewal application, including
payment of licensure fees and agency inspections
icati with all requil of this
part and applicable rules and statutes.
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(4). . Licensees providing residential or inpatient
services must utilize an online database approved
by the agency to report information to the agency
regarding the provider's emergency status,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to submit revisions within 30 days of
receiving notification that the plan must be revised
for its Compi i

Ptan (CEMP).

Findings Included:

During an interview with the Administrator on

at 12:45 PM. The Administrator
confirmed that . at 11:43 AM the
CEMP was emailed to the Office of Emergency
Management in Hillsborough County. The
Administrator agrees no follow up had been made
sincethe submission. The
Adminsitrator also stated the he did not submit
revisons to the CEMP to the Office of Emergency
Management in Hillsborough County.

During a fagility record review on L the
facility records showed the last CEMP submission
was . Records showed the CEMP is
considered deficient without required
documentation.
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