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59A-38.011(12) FAC Training - Documentation &
Monitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.
{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility's
personnel files. The documentation must include
the following:
1. The title of the training program,
2. The subject matter of the training program,
3. The training pregram agenda,
4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
iocation of the training program,
6. The training provider's name, dated signature
and credentials, and professional license number,
if applicable.
{b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini: fon with training d ion and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor alf facility in-service training,
which is intended to meet regulatory
requirements.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence that three (Staff A, Staff
B and Staff C) out of three sampled staff
members had received the required two-hours of
Preservice Orientation as wel as having received
the required 3-hours of Assistance with daily living
and behavioral needs training.
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Findings Included:

Arecord review of Staff A (date of hire

}, Staff B (date of hire Yand
Staff C {date of hire: 's personnel
files, conducted on , revealed no
evidence that the employees received a two-hour
fong Pr i The i of
completion did not include the length of time
required,

Arecord review for Staff A, Staff B and Staff C's
personnel files, conducted on .
revealed no evidence that the employees
received the required 3-hours of Assistance with
daily living and behavioral needs training. The
certificate of completion did not include the length
of time required.

During an interview with the Administrator,
conducted on at 11:05am, he agreed
to the findings.

Class Ili

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive

plan must i a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shaif
submit its comprehensive emergency
management plan to the local emergency
management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
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ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b} Submit the pian annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c} Submit necessary plan revisions within 30
days after nofification that plan revisions are
required.
(d} Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
(2} An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

1sive emergency plan for
up to 15 days. While in an overcapacity status,
aach provider must furnish or arrange for
appropriate care and services to ali clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.
{3)a} An inactive license may be issued to a
ficensee subject fo this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:
1. Suffered damage to its operation during the
state of emergency.
2. Is currently licensed.
3. Does not have a provisional license.
4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.
(b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
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the agency for up to 12 additionat months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees, Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on a record review and interview the
facility failed to submit a comprehensive
emergency management plan (CEMP) to the
focal emergency management agency within 30
days of a Change of Ownership.

Findings included:
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An attempted review of the facility's CEMP
revealed no evidence of an approved plan. There
was also no evidence found that the facility
submitted a new CEMP for approval within 30
days of a Change in Ownership.
The Change of Ownership occurred on
During an interview with the Administrator,
conducted on at 10:35am, the
administrator stated the CEMP was not yet
submitted because "we need the Health
Department to come out first ",
Class It
{A000) Initial Comments {A000}
A Revisit to a 10/31/2023 Change of Ownership
{CHOW) survey was conducted at Lithia
Pinecrest Place on 12/12/2023. Deficiencies were
identified at the time of survey.
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