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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 ficensure,
esmployment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background 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
national criminal history record check unless the
person's | are enrolted in the Federal
Bureau of Investigation’s national retained print
notification program. Ifthe ., . of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h), the person must submit
v slectronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check, The | shalt be retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and nationaf 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 levet 2 screening standards submitted within
the previous 5 years to meet any provider or
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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 651,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

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

(2} Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for quatifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-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

hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
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d_ i ions_Forms.sht
mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.

(e} An administrator or chief financial officer must
be screened and qualified prior to 1
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 providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal 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.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facitity failed to meet Background Screening
Requirements for two (Staff A and Staff B ) out of
three sampled employee records.
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Findings Included:

A review of employee records conducted on

for Staff A {unficensed medication
technician) revealed a hire date of .
and no evidence of an Attestation of Compliancs
with i Gui was
focated in the record.

Areview of employee records conducted on

for Staff B {unficensed medication
technician) revealed a hire date of .
and no evidence of an Altestation of Compliance
with ing Requi was
focated in the record.

An interview with the Administrator was
conducted on at 2:31pm. The
Administrator stated the employees were not on
duty and he would get the forms signed right
away.

Unclassified
A000] Initial Comments.

A complaint investigation (#2022014005 and
#2022014384) was conducted at
Residences of Brandon Memory Care on

. Deficiencies were identified af the
time of the visit.

A 025 420.26(7) FS; 59A-36.007(1) FAC Resident Care
88=D| - Supervision

429.26
{7} The facility shall notify a licensed physician
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when a resident exhibits signs of or

" s or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

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

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

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

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

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

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

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

This Statute or Rule Is not met as evidenced by:
Based on observation, interview and record
review, the Fagility failed to provide care and
services appropriate to the needs of the resident;
failed to maintain an awareness of the general
health, safety, and physical well-being of the
resident, and failed to maintain an updated
written record of any significant changes, and
changes in the method of medication
administration for one (#1) of three sampled
residents.

Findings Included:

Ir observations conducted on at
10:33am Resident #1 was observed wearing
socks with no shoes, holding a half-eaten
oatmeal cream pie. A resident aide handed him a
cup of red juice.

In an observation of Resident #1 conducted
throughout survey on from 10:30am
unti 2:00pm revealed resident ambutating on unit
wearing only socks and no shoes.

In & record review for Resident #1 conducted on
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there was an Agency for Healthcare
Administration (AHCA) form 1823 dated
and revealed the following:

“No facifity information on page 1.

"Diagnosis of s
hearing

“No Special Precautions listed for or note of
recent | and

" Low fatflow diet

"Note stated "patient is and would benefit
from low sugarfiow carb dietary options."

"Needs medication administration

vision, and

In a record review for Resident #1 conducted on
the following was revealed:

“No . loss supplements ordered

"No notification to medical doctor regarding

significant  _  loss

“No meal intake tracking

"No diet order for tow carbflow sugar diet.

"No risk assessment

A review of the facility's internal incident report
conducted on revealed Resident #1
on fora witha right

on . and subsequent hospital
visit with same day return with a soft | o .

Aveview of the facility |,  log for Resident #1
conducted on revealed a in
L 20220f ,anda

in 12022,

Ir an observation conducted on of
Resident#1's  _ being taken revealed his
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Ir an interview with Distary Manager conducted
on regarding Resident #1's diagnosis
of , she stated she was unaware of his
significant  _  [oss and need for a low
sugarflow carb diet.

In an interview with the Resident Care
Coordinator conducted on at 1:16pm
she stated Resident #1 needs to constantly have
shoes and socks put on.

In an interview with the Administration conducted
on at 1:18pm he agreed that Resident
#1 should not have medication administration
marked on his 1823, should have meal intake
tracking, a new assessment, and a low carbfiow
sugar diet.

Photo Evidence Obtained.

Class Il
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