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{CZ813} 59A-35.090(3)(c), FAC Resuits of Screening & {Cz813}
Notification in File

59A-35.090 Background Screening.

(3} Results of Screening and Notification.

{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 53A-36.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
falled to maintain evidence of the eligibility results
of an employee background screening for two
{Manager and Staff C) out of three sampled
employees.

Findings included:

During an attempted employee record review
conducted on the facility was unable
to provide the employee records for the Manager
{date of hire ) and Staff C {date of hire
unkaown).

During an interview with the Administrator
conducted on at 1t:4%am the
Administrator stated that he was still working on
the employee records.

Unclassified

{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
enrolled in the national retained print
notification program at the Federal Bureau of
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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 to 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 ali 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 all
criminal history checks through the clearinghouse
before referring an employee or potential
employse for electronic | | submission 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 controlling 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, interview and record
review the Assisted Living Facility failed to
register two (Administrator and Staff C) out of
three sampled staff with the Background
Screening Clearinghouse within 10 days upon
initial employment.

Findings Included:

An record review of the staffing schedule
conducted on revealed that Staff C

{Cz814}
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was scheduled to work at the facility between
and

The Administrator was observed in the facility
between 11:08 am and 1:30pm on

A review of the Administrator's personnel file
conducted on revealed he was hired
on

During an attempted record review of Staff C's
employse file conducted on . the
employee record could not be produced, and a
hire date of Staff C could not be identified.

A Review of the Background Screening
Clearinghouse on revealed that the
Administrator and Staff C did not appear on the
Facility Staff Roster.

An interview with the Administrator was
conducted on at 11:41am. The
Administrator stated he still had no access 1o the
Background Screening Clearinghouse yet and he
couid not add employees to the roster.

Unclassified
{A000) Initial Comments {A000}

A Revisit to 9/6/2023 Biennial Survey was
conducted at Lithia Pinecrest Place on
10/31/12023. Deficiencies were identified at the
time of survey.

{A078)) 59A-36.010(2) FAC Staffing Standards - Staff {A078)
88=D
(2) STAFF.

{a} Within 30 days after beginning employment,

AHCA Form 3020-0001
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newly hired staff must submit a written statement
from a health care provider documenting that the
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 not include an employee transferring without
a break in service from one facility 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 heslith care
provider 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 ¢ 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 transmitting a communicable

(b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, 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

AHCA Form 3020-0001
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heaith care provider in accordance with this rule
chapter.

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

{d) An assisted living facility Lo
provide sefvices 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 will 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 siaff.

{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 record review and interview, the facility
failed to maintain employee records for one
{Administrator) out of one sample employee
records that contain documentation that the
employee was free from signs and symptoms of

communicable within 30 days of
employment and did not contain evidence of 3
negative examination.

Findings included:

Arecord review of the Administrator's employee
file conducted on contained no
evidence of a free from communicable
statement nor evidence of a negative

exam. The Administrator had a hire date of

AHCA Form 3020-0001
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During an interview with the Administrator
conducted on at 1:02pm he agreed to
not having a free from communicable

statement.

Class Ili

(A 181){ 429.275(2) FS; 59A-36.015(2) FAC Records - 181}
$8=D | Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of i with all
training requirements of this part or applicable
rule, and a copy of all 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
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
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 alf staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for alt
staff providing services that require licensing or
certification,

AHCA Form 3020-0001
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3. Documentation of compliance with level 2
background screening for all staff subject fo
screening requirements as specified in Section
429.174, £.S., and Rule 58A-36.010, FA.C.,
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 elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b} The facility is not required to maintain
personnel recerds for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 58A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010. F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide employee records for 2
(Manager and Staff C) out of 3 sampled
employees.

Findings included:

An attempted employee record review conducted
on revealed no evidence of employee
records at the facility for the Manager (date of
hire ) and Staff C (date of hire
unknown).

{A161)
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During an interview with the Administrator
conducted on at 11:48am, he stated
he was still working on the employee records and
did not have them onsite.

Class Il

{A 162} 59A-36.015(3) FAC Records - Resident {A162}
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
3) Resident demographic data as follows:
Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

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
resident’s health care practioner and case
manager, if applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.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.

NSO RWN S
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{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
{iving must have their _ _  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that |, not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FAC., if
such consent is not included in the resident's
contract.

{h) For faciities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

{i) A copy of the resident’s contract with the
facitity, including any addendums to the contract
as described in Rule 58A-36.018, FAC.

{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, F.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.S.

{) )f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for Optionat State

AHCA Form 3020-0001
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Supplementation { }, CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofs
heaith 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
ficensed capacity of an assisted living faciiity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be
retained for § 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 & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services

AHCA Form 3020-0001
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ficense are provided in Rules 59A-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 interview and record review, the facility
failed to update a Resident Health Assessment
Form (AHCA Form 1823) upon a change in
condition for 2 (Resident #6 and Resident #7) out
of 2 sampled residents and also failed to obtain
interdisciplinary care plans for residents receiving
Hospice services.

Findings Included:

Arecord review of Resident #6's medical chart
conducted on revealed that the most
recent undated AHCA Form 1823 was not
updated upon the resident's admission fo hospice
on and the Resident's chart did not
contain an interdisciplinary care pian.

Arecord review of Resident #7's medical chart
conducted on revealed an AHCA
Form 1823 dated which was not
updated upon the resident's admission to hospice
on and the medical chart did not
contain an interdisciplinary care plan.

During an interview with the Manager conducted

on at 12:50pm, the Manager agreed

there were no interdisciplinary care plans and no
updated health assessments for Resident #6 and
Resident #7.

Class Il

AHCA Form 3020-0001
STATE FORM Ll 08312 # continuation sheat 11 of 1t



