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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 interview and record review the facility
failed to ensure every employee attested to
meeting the requirements for qualifying for
employment pursuant to this chapter and
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for any of the disqualifying offenses
while employed by the employer.
Findings:
A review of staff B's record revealed she was
hired on . Further review found her record
did not contain a background screening
attestation.
On at 2pm in an interview with the
assistant administrator/owner, she confirmed the
finding.
Unclassified
CZ841| 408.823( ) FS In-person Visitation Cz841

§8=D
{1) This section applies to ,
centers as defined in 5. 393.063,

hospitals licensed under chapter 395, nursing
home facilities licensed under part |i of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vill of chapter 400, and assisted living
facitities licensed under part | of chapter 429,

{2){a} No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures, The policies
and procedures must, at a minimum, include
control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1)(b} and 429.28(1)
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{d), as applicable; and designation of a person
responsible for ensuring that staff adhere fo the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors 1o submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor,
{b) A resident, client, or patient may designate a
visitor who is & family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must aflow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care.
{c) The visitation policies and procedures
required by this section must allow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:
1. End-of-life situations.
2. Aresident, client, or patient who was living with
family before being admitted to the provider ' s
care is struggling with the change in environment
and lack of in-person family support.
3. The resident, client, or patient is making one or
more major medical decisions.
4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently
5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
oreviously provided by a family member or
caregiver.
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6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitats, childbirth, including labor and
delivery.

8. patients.

(d} The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites,

This Statute or Rule is not met as evidenced by:
Based on review of the facility's visitation policies
and procedures and interview, the facility failed to
ensure its policy contained all the minimum
requirements.

Findings:

Arequest was made to review the facility's
visitation policy and procedure. in response, the
administratorfowner provided an undated
document titled "Visitation Policy.” Review of the
document revealed it did not contain designation
of a person responsible for ensuring that staff
adhere to the policies and procedures or

i ing personal p i

¥ reg:
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Continued From page 6

equipment (PPE).
A review of the facility's website did not find the
Visitation Policy.

On at 2:20pm the owner/assistant
administrator confirmed the findings.

Class Ili

Initial Comments

Are-licensure survey was conducted on

at Shangri-La of West Melbourne Assisted Living
Facility. Deficiencies were identified at the time of
the survey.

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7} ELOPEMENT STANDARDS.

(a) Resi at Risk for

All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Familles pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response

CZ841
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policies and procedures, the facifity must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that inciudes their name and the facility's name,
address, and telephone number. Staff trained
oursuant to paragraph 59A-36,011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alf
facitity staff and law enforcement as necessary.
The facility's filte must contain the resident's photo
identification upon admission or upon being
atrisk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures.
for responding to a resident elopement. Ata
rninimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for
i ing each part of the
response policies and procedures, including
specific duties and responsibiities,
3. The identification of staff responsible for
contacting law enforcement, the resident’s family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,
4. The continued care of all residents within the
facitity in the event of an elopement.
(c) Facility Resident Elopement Drills. The facility
rust conduct and document resident elopement

A032
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drills pursuant to Section 429.41(1)(k), F.8.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to make, at a minimum, a
daily effort to determine that at risk residents
have identification on their persons that includes
their name and the facility's name, address, and
telephone number. The facility failed to conduct
and document resident elopement drills for 1 of 2
staff reviewed. (Staff B)

Findings:

1. Areview of resident #1 Resident Health
Assessment form (1823) dated revealed
he was an elopement risk.

His diagnoses included 's, unsteady
gait, and

On at 2:35pm resident #1 was observed

sitting on the outside patio. No identification was

observed. During the interview he said he did not
have any identification on him.

On at 2:45pm the finding was confirmed
in an interview by the assistant
administrator/fowner. She said the resident does
not need any identification because the 1823 was
filled out incorrectly.

2. Areview of staff B's record revealed she was
hired by the facility on and had not
participated in any elopement drills.

On at 1:55pm the administrator confirmed
the finding.

A032

AHCA Form 3
STATE FORM

20-0007

s

INRR11

If continuation sheet 9 of 12




Agency for Health Care

PRINTED: 08/04/2023

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11969135

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

05/11/2023

NAME OF PROVIDER OR SUPPLIER

SHANGRI-LA OF WEST MELBOURNE ALF LLC

1511 WHITMAN DR
WEST MELBOURNE, FL 32904

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A032

A 054
$8=0D

Continued From page 9

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 istration. A
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.
{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
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failed to ensure the Medication Observation
Record (MOR) was complete and did not contain
omissions for 6 of 6 residents sampled (#1, 2, 3,
4,5,8).

Findings:

Acreview of resident #1 record revealed he
required assistance with self-administration of
medication.

Areview of resident #2 record revealed she
required assistance with seif-administration of
medication.

A review of resident #3 record revealed she
required assistance with self-administration of
medication.

Areview of resident #4 record revealed she
required assistance with self-administration of
medication.

Areview of resident #5 record revealed she
required assistance with self-administration of
medication.

Areview of resident #6 record revealed she
required assistance with seif-administration of
medication.

Avreview of the MOR revealed omissions for all 6
residents sampled on for 9am, 1pm, and
Spm medications.

On at 12:45pm during an interview the
assistant administrator/owner confirmed the
finding. She said the med tech who worked that
day did not sign for all of the medications,

{Photographic Evidence Obtained)

Class Ili
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Continued From page 11

59A-36.019(3) FAC Emergency Mgmt - Plan
Implementation

{3} PLAN IMPLEMENTATION.
{a) All staff must be trained in their duties and are
responsible for implementing the emergency
management plan.
{b} If telephone service is not available during an
emergency, the facility must request assistance
from local law enforcement or emergency

in

p
communication.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have staff available to effectively and
immediately operate and maintain the alternate
power source.

Findings:

On at 9am a tour of the facifity was
conducted. A portable generator was located
behind the facility on a concrete slab covered by
a wooden roof.

At 11:15am the assistant administrator was asked
to start the generator, She said she did not have
to because the fire department does it.

On at 11:20am in an interview with the
assistant administratorfowner she confirmed
there was no one in the facility who could start the
generator.
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