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Initial Comments.

An abbreivated re-licensure survey was
conducted at Marla Grove Assisted Living Facifity
on . A deficiency was identified at the
time of the survey.

59A-36.011(4) FAC Training - !

“)

{ ). Pursuant to section
381.0035, F.8., alf facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S,, must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facifity staff must
cbtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview, the facility
failed to provide documentation that one out of
four sampled staff (Staff C) completed the one
time education course on

B /
S ) within 30 days
of employment.

Findings included:

A review of the facility license showed the facility
ficense included a fimited mental health
component.

Areview of Staff C's file showed a hired date on
. Further review of the record showed
no documentation staff completed the /
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training in file.
In an interview with the Administrator on
, she stated she thought Staff C had
the training on file.
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