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{A000) Initial Comments {A 000}

Arevisit to a re-licensure survey and complaint
investigation was conducted at Seagrass Village
of Port Orange on .

The facility had deficiencies at the time of the
visit.

A082| 59A-36.011(4) FAC Training -/ A082
85=0

)

{ . ). Pursuant to section

381.0035, F.8,, all facility employees, with the
exception of employees subject to the
requirements of section 4566.033, F.S., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

i in with fon (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview with the
Administrator, the facility failed to ensure that 1 of
4 employees reviewed, Employee D, received
training in .

[ ) within 30 days of employment.
The findings include:

Record review for Employee D, hired f
found no evidence of training in 7

The findings were confirmed during an interview
with the Administrator on at 10:00 AM.
She stated Empioyee D did have the 2-hour
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orientation and the full day orientation and
provided documentation. A review of the 2-hour
certificate and the full day orientation checklist
found ! was not part of the training.
Photographic evidence obtained.

Class Ili

AHCA Form 3020-0001
STATE FORM

e 960312

f continuation sheet 2 of 2




