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Initial Comments.

An unannounced Reticensure, Complaint
{#2022012718) and Generator Monitoring survey
was conducted on atA & D Tender
Loving Care, LLC. The facility had a deficiency
identified related to the Relicensure at the time of
the survey.

59A-36.011(11) FAC Training -

an

TRAINING.

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed fo have documented evidence to
indicate 1 of 2 sampled staff received at least one
hour of training in the facility's Policy and
Procedures regarding

) specifically Staff B,

The findings included:
Review of Home Health Aide (HHA) Staff B's

personnel record revealed a hire date of
to work the 6:30 AM to 7:00 PM shift.
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Further review of the personne! record did not
contain documentation to indicate that HHA Staff
B had recelved training on the facility's Policy and
Procedures regarding
On at 5:15 PM, the Administrator
confirmed there was no evidence of HHA Staff B
receiving the one hour training in the file
nor in any other part of the facility. The
Administrator acknowledged the finding.
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