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CZ814| 435.12(2)(b-d), FS Background Screening CZ814
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit fo a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf 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 ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. ission to
the Department of Law Enforcement. The
registration must include the employee’s full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview the assisted living facility failed to
maintain a current employee roster in the
background screening clearinghouse. The facility
failed to register one out of three sample staff
{Staff C) in the employer roster.
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Findings included:

Observation on from 06:50 AM to
01:00 PM showed Staff C {Direct Caregiver) was
interacting with the residents including assisting
the residents with ambulation, bathing, and
transferring. Also observed Staff B prepared and
served breakfast to the residents while being
unsupervised by any staff.

On at 06:50 AM, Staff C stated that
she had been working in the facility for about 1
manth.

Review of the facility's record showed that Staff C
was not listed on the employsr roster.

Review of the background screening
clearinghouse database revealed that Staff C was
not fisted on the employer roster.

On at 08:25 AM, Administrator stated,
"She (Staff C) is not on the background screening
because she is not fully employed. What
happened she was hired like 3 weeks ago. She
doesn't come here regularly. She only comes
when | call her. She is not a regular employee.
She works here probably 4 times since she was
hired.”

Unclassified

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

CZ814
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Continued From page 2

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 licensee or provider.

{d) Any person who is a controlting interest.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee 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
{iving 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 licensee.

@YAl 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 refrieval by the licensee or designated
agent on the licensee’s behalf.

CZ815
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(4) In addition to the offenses listed in 5, 435.04,
all persons required to undergo background
screening pursuant fo 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, relating 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 battery, if the victim
isa adult as defined in 5. 415.102 ora
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 428,

{h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoetectronic, 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 §17.50, 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

CZ815
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personal identification information.

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

{0} 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 uttering forged
bank bilfls, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controiled substance, if the offense
was a felony.

{v} Section 895.03, relating to racketeering and
collection of unlawful debts.

(w) Section 896.101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or with a ficensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the fast screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exetnption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
ficensing 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.

CZ815
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(5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to 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
ticense 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 Heaith or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ficensed 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 | pursuant {o s.
943.05(2).

{8) There is no reemployment assistance or other

CZ815
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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 termination of employment of any employee as
a 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 fo contest his or her

i i ion or to request on from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
(2}{a) An employer may not hire, select, or
otherwise 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 otherwise 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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offense, 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 s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
orocess 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 lability 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
exemption pursuant to this chapter.
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435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to obtain a Level Il
packground screening for one out of four staff
{Staff C) who provided care and services and had
access to residents’ personal property and living
areas.

Findings included:

Observation on at 06:50 AM showed
Staff C {Direct Caregiver) opened the facility's
front door and permitted State representative
access.

On at 06:50 AM, Staff C stated that
she had been working in the facility for about one
month. She stated her room was ail the way in
the , and that she did not hear the bell. Staff
C also stated that she was working with five
residents.

On at 06:51 AM, Staff C stated, "
don't have an 1D on me. { was in a rush to come
here when they called me. | live very far, and |
don't drive. So when they called me, | was
rushing and forgot to take my purse. The name
that is on my IDs is [Staff C spelled out her fult
name}."

Review of Staff C 's record showed no

CZ815
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1.
Review of the background screening
clearinghouse showed Staff C did not have a
fevel il background screening completed.
On at 08:25 AM, Administrator stated,
"t don't have an i for [Staff C]. What happened
is we were sold this facility in . ., .The
transition hasn't been smooth. | haven't been
coming here as | would fike to. {Staff C] doesn't
have a file. Background screening? You mean
background check? No, she doesn't have one.”
Unclassified
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A 000 Initial Comments AD00

A Change of Ownership {CHOW) survey was
conducted at Aduit Leisure Living ALF LLC on

. Deficiencies were identified at the
time of the survey.

A Q04| 59A-36.004 FAC Licensure - Requirements A4
88=D
59A-36.004 License Requirements.
(1) SERVICE PROHIBITION. An assisted living
facitity may not represent that it provides any
service other than a service for which itis
ficensed to provide.
(2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPRCVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prier approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F.A.C., as well as
ion of i with i fire
safety and sanitation inspection requirements
referenced in Rule 59A-36.005, F.AC.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL, A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 59A-36.005, F.A.C.
{4} CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. "Contiguous property”
AHCA Form 3020-0001
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means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be fo include iti i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Chapters 408,
Part i, 429, Part |, F.S. and rule Chapter 59A-35,
F.A.C., and this rule chapter.

(5) PROOF OF INSPECTIONS, A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-36.005, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
fater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Chapter 408,
part #, and Section 428,14, F.S., and rule
Chapter 59A-35, FA.C.

{6) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upoen request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation of an annual
safety and fire inspection and an annual
sanitation inspection.

Findings included:

Review of facility's record showed no

documentation of an annual safety and fire

inspection. Further review showed there was no
ion of an annual sanitation i i

A0O4

On at 09:48 AM, Administrator stated,
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“Fire inspection? We just applied for it. We
applied for the health department inspection, but
we dor't have it yet.”
Class Ili
A052] 429.256( ) 59A-36.008(3) Medication - A052

$8=D | Assistance with Self-Admin

429.256

{3) Assistance with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, propesly labeled
container, from where it Is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

(b} In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c} Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his
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or her .
(d) Applying | medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a . including
removing the cap of a . opening the unit
dose of solution, and pouring the
p i p dose of ication into
the dispensing cup of the .
{4} Assistance with self-administration of
medication does not include:
{a) Mixing, . ., converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route,
{c} Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of , preparations.
(e} The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f} Assisting with . ,or
preparations.
(g} Assisting with medications ordered by the
physiclan or heaith care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preclude i judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of

A05B2
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administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{6} i with the self- ini fon of

ication by an unli person as d ibed
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be

. .. orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, FAC., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in Section 429.256, F.8.
and this rule.

(b} In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c} In order to faciiitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container,

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the

A05B2
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resident's record.
(e} When a resident who receives assistance with
medication is away from the facllity and from
tacitity staff, the following options are available to
enable the resident 1o take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icat may be p i and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S,
(g) As used in Section 429.256(4)(n), F.S., the
terms "judgment” and "discretion” mean

preting vital signs and juating or
assessing a resident's condition.
(h) Al trained staff must adhere to the facility's

control policy and procedures when

assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility faited to follow the correct
procedures outlined by the state when assisting

A05B2

four out of five sampled residents (Residents #1,
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#3, #4, and #5). The facility also failed to provide

i with self- ini of icati
for four out of five sampled residents {Residents
#1,#3, #4, and #5).

Findings Included:

Observation on from 08:36 AM to
08:46 AM, during assistance with
self-administration of four residents, showed that
the Administrator did not orally advise the
residents of the medication name and dosage
they were taking:

On at 08:36 AM, observed the
Administrator passed medications to Resident #5.
Observed the Administrator walked to the dining
table where Resident #5 was sitting and stated,
"Your medications". Observed the Administrator
emptied the icati onto a small, p

bottle medications container. She stated, "Here
your medications.” Observed she poured the pilis
onto the resident's , watched the resident
drank the pills, then went to sign the MOR
{Medication Observation Record).

On at 08:40 AM, observed the
Administrator passed medications to resident #1.
Observed the administrator emptied the

icati onto a smalt, pi i bottle
medications container. She stated, "[Resident
#1]! I'm giving you your medications.” Observed
she poured the pills onto the resident's
Observed Resident #1 replied, "this is all?"
Administrator replied, "Yes".

On at 08:43 AM, observed the
Administrator continued with Resident #3. She
stated, "[Resident #3}t I'm going to give you your

A05B2

medications, ok.” Observed the administrator
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emptied the medications onto a smali, prescribed
bottle medications container. She then poured the
medications onto Resident the resident's

She then stated, "this is all your medications, ok."

On at 08:46 AM, observed the
Administrator walked again to the dining table
and emptied some medications onto the small
medications container and stated, "[Resident #4]1
Here is your medications. This is the first part.”
Observed she poured the medications onto
Resident #4's . Observed she continued the
same process by pouring some pills onto the
small container and emptying it the second and
third part of Resident #4's medications.

On at 09:08 AM, Administrator stated,
"At this time, 1 don't think they know what
medications they're taking. Ch! If | tell them what
they're taking, that's how they will know. Yes, |
forgot to let them know."

On . , review of the pallet of
prescribed medication for the month of
showed the facility did not provide medicaiions o
the following residents for
Resident #1 - Bedtime medications: Montezuma
SOD 10 MG, Absenting 100 MG,
325 MG
Resident #3 - Morning medication:
MCR 100 MG; bedtime medications:

500MG and 100 MG
Resident #4 - Morning medications: Serttraline

50 MG and Ferosul 325 [65FE] MG;

afternoon medication: Ferosul 325 [65FE] MG;
evening medication: 20 MG; bedtime
medication: Ferosul 325 [65FE} MG.
Resident #5 - Afternoon medication: Ferosul 326
MG afternoon; bedtime medication:
800 MCG

A05B2
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Continued From page 8

On at around 12:45 PM,
Administrator acknowledged the deficient
practices by stating, “The medications, |
understand; | can correct those."

Class Ili

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection {2), the facility must keep
either the original labeled medication container;
ora ication listing with the iptit
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of

ications or medication inistrati
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

the resident may have;

2. The name of the resident's health care
provider and the heaith care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.

A05B2
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{c} For medications that serve as chemical

. the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physician's annual evatuation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to update the medication observation
record {MOR) each time the medication was
offered or administered for five out of five sample
residents (Residents #1, #2, #3, #4, and #5).

Finding included:

Review of Resident #1's MOR showed that it was
not updated from to . for
the following medications: 80D 1%

325 MG, Absenting 100 MG, | 25
MG, , 75 MCG, . .-HeTZ
20-25 MG, Lumigan 0.01 Solution, Montezuma
SOD 10 MG, D3 25 MCG.

Review of Resident #2's MOR showed that it was
not updated from to . for
the following medications: | low dose 81
MG, MG, 40 MG,
10 MG, 25 MG,

. SOD 40 MG,

20 MEQ, . 100 MG,
Rosuvastatin 20 MG, 0.4 MG,
15 MG, D2 1.256 MG (50000

unit).

Review of Resident #3's MOR showed that it was
not updated from to . for
the following medications: . 10 MG,
low dose 81 MG, Ferrocite 324 MG,

A0B4

500 MG, 500 MG,
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. 20 MG.
Review of Resident #4's MOR showed that it was
not updated from to for
the following medications: Ferosul 325 (65 )
MG, 20 MG, 50 MG.

Review of Resident #5's MOR showed that it was
not updated from to . for
the following medications: -
600-300 MG, . 10 MG,
LAC 12% Lotion, | low dose 81 MG,
... T5MG, 326 MG,
800 MCG, 20 MG, High

pot ! s . 0.005%
solution, 500 MG, .
25MCG, ...,.....Succ 25 MG, T
MG, . 40 MG, 8
MEQ, ; 0.5 MG, Rosuvastatin 10 MG,

0.4 MG, . 50 MG,
D3 1000 Unit.

On at around 12:45 PM,

ini ged the deficiency by
stating, "The medications, | understand; | can
correct those, Like the medications book, |
already looked at it and spoke to the staff. She
forgot to sign it"

Class Ili

A Q78 59A-36.010(2) FAC Staffing Standards - Staff AOT8
88=G
(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
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individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
orovider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

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

{b} Staff must be qualified to perform their
assigned duties consistent with their level of

training, pre ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
heaith care provider in accordance with this rule
chapter.

A078
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{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.

{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl provide to residents,

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

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

2. Maintain time sheets for all staff.

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that one out of three sampled
staff (Administrator} was able to exercise their
responsibilities to perform their assigned duties
consistent with their level of education, training,
preparation, and i The inis

was unable to operate the alternate power source
(a fixed generator) that would be used to coot the
facility in the event of a loss of primary power.

Findings included:

Observation on at 09:18 AM showed
a fixed generator (Genera Guardian 22KW) in the
packyard.

On at 09:19 AM, Administrator stated,

A078

"t don't know how to start the generator. Only the
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operator, my dad who knows how to start it. |
don't know anything about it {the generator); fm
sorry."
Class Il
A083| 59A-36.011(5) FAC Training - First Aid and A083

88=D
(5) FIRST AID AND

{ ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
atall times.
(a} Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
{b} A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical techrician or paramedic currently
certified under chapter 401, Part {ll, F.S., shaif be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide proof of

. . { ) training for
1 out of 3 sampled staff (Staff C). Staff C, who
was alone in the facility.
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Findings:

Observation on at 6:51 am showed
that Staff C was alone in the facility caring for &
residents.

During an interview on at7:29 am
Staff C stated: "l don't have alf the trainings, |
work when they call me; | was the only one
working fast night, | came in a little after 7:00 pm;
When | came the staff that was working left.”

A review of the facility's employee records
showed no documentation of -
( ) training for Staff C.

During an interview on at12:45 pm
the Administrator stated that the facility did not
have any documentation of training for Staff C.

Class Il

A084| 59A-36.011(B) FAC 429.52(6), FS Training -
88=D | Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
if-admi ion of medications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 428.62(6), £.S.,
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rute
requirements with respect to the supervision,

A083

A08B4
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Continued From page 16

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;
oroviding the right medications 1o the right
resident; common medications; the importance of
taking icati as pf ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear fo be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper techniques,
including techniques for control, and
ensure unlicensed staff have 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;
c. 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

AD084
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Continued From page 16

of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication;
g. Recognize the generaf signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the
by taking the ication, in its

previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for self-injection;
i. Assist with :
L Usea, 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 L, or
manipulation of the site; and,
n. Measurement of N s rate,
temperature, and | . rate.
{c} Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self- ini d i
and safe medication practices in an assisted
tiving factlity. The 2 hours of continuing education
training may be provided oniine.
(d} Trained unlicensed staff who, prior to the
effective date of this rule, assist with the

AD084
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seif-administration of medication and have

4 hours of
with seif-administration of medication training
must complete an additionat 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 procedures listed in
sub-subparagraphs {6)}(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
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 2 out of 3 sampled staff that
were not nurses had completed the required
training in assistance with self-administration of

ications (Staff C, the Admini ). 1 out of
3 sampled staff had no training (Staff C). 1 out of
3 sampled staff had not completed the required
two hours annual continuing education training
{The Administrator).

Findings:

Areview of employee records showed that the
Administrator was not a nurse. Further review
showed that the Administrator's last assistance
with self-administration of medications training
was on

AD084
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During an interview on at 12:45 pm
the administrator stated: " | understand, | can
correct those."
During an interview on at7:29 am
Staff C stated: "l wilt pass medications this
morning if the Administrator doesn't come. | don't
have the trainings.”
Areview of the facility's employee records
showed no documentation of training in
with self: ini: ion of
for Staff C.
Class Il
A 093 59A-36.012(2) FAC Food Service - Dietary A093

$8=D | Standards

(2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidetines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp/iwww firules.org/Gateway/reference.asp?No
=Ref-04003, and the curent table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and avaifable for
review at:
hitps://ods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b) The residents' nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
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Continued From page 19

residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} All reguiar and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule,
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facitity for 6 months.

{e} Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food

AD093
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Continued From page 20

choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facitity must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals must be evenly
distributed throughout the day with not less than 2
hotrs nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of ., the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures, All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times, The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for

AD093
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Continued From page 21

obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and review of
records the facility failled to maintain an updated
planned menu available to its residents.

Findings:

Observation on at 8:10 am showed
an expired resident's menu posted on a walf in
the dining room (Photographic evidence
obtained).

A review of facility records showed an undated
invoice for menu services and an undated menu
sample (Photographic evidence obtained).

During an interview on at 8:36 am the
Administrator stated: "We don't have the menus
posted because we don't have ink. The printeris
not working.”

Class Il

59A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper

AD093
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format, upon request.

(1) FACILITY RECORDS, Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facifity.
(b} An up-to-date admission and discharge log
fisting the names of all residents and each
residents:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha =, | 1 and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident fo the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to rule 59A-36.018,
F.A.C. [f the resident dies while in the care of the
facifity, the log must indicate the date of

{c} Alog listing the names of all termporary
emergency placement and respite care residents
if notincluded on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rute 59A-36.006, F.A.C.

A180
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{h) If the facility advertises that it provides special
care for persons with 's or
related , a copy of all such facility
advertissments as required by section 429.177,

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, FA.C.
(1) All food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 429.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the [ast 2 years.
{1} All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC.,
issued within the last 2 years.
{m) Pursuant to section 429.35, F S_, all

survey, i ion and i
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast b years.
{n} The facility's resident elopement response
policies and procedures.
{o} The facility's documented resident elopement
response drills.
(p} For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain records for elopement response
drills according to its own policies and
procedures.

Findings:

A review of the facility's Elopement Policies and
Procedures showed that elopement drills are
required to be conducted every year.

A review of facility records showed that the last
elopement drilf conducted at the facility was on

During interview on at 12:45 pm the
Administrator stated: "l was waiting 6 months to
start the elopement drilis.”

Class Il

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

429.275

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

59A-36.015
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Continued From page 25

{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, with

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 ait
staff providing services that require licensing or
certification,
3. Documentation of compliance with levet 2
background screening for alf staff subject to
screening requirements as specified in section
429.174, F.S,, 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 rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident efopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. o provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in rule 59A-36.010, FA.C.
{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by rute 59A-36.010,
FAC,
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Continued From page 26

This Statute or Rule is not met as evidenced by:
Based on Interview and review of records the
facitity failed to maintain personnel records which
contained documentation of background
N ion of I with afl

training requirements, an employment application
with references and documentation verifying
freedom from symptoms of communicable

for one out of there sampled staff
members (Staff C).

Findings:

During an interview on at8:51 am
Staff C stated that she had been working in the
facitity for about one month.

During an interview on at 12:45 pm
when asked about Staff C the Administrator
stated: "She started about three weeks ago and |
have not come here much; that's right, she does
not have a folder.”

Areview of the facility staff records showed that
there were no personnel records for Staff C.

Class Ili

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,

A8t
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Continued From page 27

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 representative, or individual
designated 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-36.006, 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.

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

(g) For facilities that will have unlficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in rule 59A-38.006, FAC., if
such consent is not included in the resident’s
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
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pursuant to rute 59A-36.008, F.AC.
(i) A copy of the resident's contract with the
faciiity, including any addendums fo the contract
as described in rule 59A-36.018, F.A.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in section 429.27, £.8.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in section 429.27, F.8.
{l) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for .
. ), CF-ES 1008,

. which is hereby incorporated by reference
and avaitable 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
facitity if 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 , ofa
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,
F.AC.
{0} The resident's .DH
Form 1898, if applicable.
(p} For independent living residents who receive
meals and occupy beds included within the
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Continued From page 29

ficensed capacity of an assisted fiving 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
59A-36.008, FAC.,

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

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

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

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in rules 58A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have an accurate and complete health
assessment for one out of five sampled residents
{Residents #2). The facility also failed to have
recorded at least semi-annually for two
out of five sampled residents (Residents #1 and

A162
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Continued From page 30

Findings included:

Review of Resident #2's heaith assessment
dated showed that the

i . and
special precautions sections were left blank.
Further review of Resident #2's record showed
that he was admitted on + but there
was no documentation of his  _  being taken.

Review of Resident #1's record showed that she

was admitted on . Further review

showed there was no documentation of her
being taking.

On at 11:05 AM, Administrator stated,
"idonthaveany  listed for her {Resident
#1) because I'm waiting for 6 months. Oh! She
doesn't have any . atail. i understand. { was
thinking 6 months before { . | . all the residents
because we just started in A

Class Ill

59A-36.019(1) FAC Emergency Management

{1) EMERGENCY PLAN COMPONENTS.
Pursuant to Section 429.41, F.S., each facility
must prepare a written comprehensive
emergency management plan in accordance with
the "Emergency Management Criteria for
Assisted Living Facilities,” dated .
which is incorporated by reference and availabl
at

hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04010. This document is available from the
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Continued From page 31

iocal emergency management agency. The
emergency management plan must, at a
minimurm, address the following:
{a) Provision for all hazards;
{b} Provision for the care of residents remaining
in the facility during an emergency, including
pre-disaster or emergency preparation; protecting
the faciiity; suppiies; emergency power; food and
water; staffing; and emergency equipment;
(¢} Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
{d) Provision for the care of additional residents
who may be evacuated to the facility during an
including the i i of such

residents, staffing, and supplies;
{e) identification of residents with s

or related , and residents with
mobility limitations who may need specialized
assistance sither at the facility or in case of
evacuation;
{f) Identification of and coordination with the local
emergency management agency,
{g) Arrangement for post-disaster activities
including responding to family inquiries, obtaining
medical intervention for residents, transportation,
and reporting to the local emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,
{h} The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
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failed to have evidence of a written

compl

Findings included:

Class Ili

plan.

Review of facility's record showed that there was
no evidence of a written comprehensive
emergency management plan.

On at 08:20 AM, Administrator stated,
"We continue on the emergency plan the
previous owner had. We don't have an
emergency plan. We bought it at the end of

s . We started practically in . For
the emergency power plan, we're waiting on fire
department approval letter before we apply for
the management plan."
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