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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the are
enrolfed in the national retained prmt
notification program at the Federal Bureau of
Investigation:

1. A person with a break in setvice 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.

2. Effective . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity,

{c} An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
dlearinghouse.

1. Before . . initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective L . initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person’s
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must include the person ' 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 record review and interview, the facility
failed to provide proof that employee were
registered with the clearinghouse and maintain
the employment status of all employees within the
clearinghouse for two (Staff F and Staff G) of four
employee records reviewed.

Findings included:

Areview of employee records conducted on
showed that Staff F was hired on
. The review of the Background
Screening Clearinghouse fist from did
not have Staff F as being an employee
{photographic evidence obtained) of the facility,

A review of employee records conducted on
showed that Staff G was hired on
. The review of the Background
Screening Clearinghouse fist from did
not have Staff G as being an employee
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{photographic evidence obtained) of the facility.

An interview was conducted on at
1:18p.m. with the Director of Operations and she
agreed that Staff F and Staff G were not listed on
their clearing house roster.

Unclassified
Initial Comments.

A complaint {complaint number 2023018462)
survey with a generator monitoring survey was
conducted at Aravilla Clearwater on .
The facility had deficiencies at the time of survey.

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

59A-36.007

{7} ELOPEMENT STANDARDS.

{a) i at Risk for .
Alf 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 heaith 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 requiremnent s satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirerment
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
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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. Staff trained
pursuant 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 times.
2. The facitity must have a photo identification of
at risk residents on file that is accessible fo alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk 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 efopement. Ata
minimurm, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

ing each part of the
response policies and procedures, including
specific duties and responsibilities,
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
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to at a minimum have a residents name,
the facility's name, address, and telephone
number of the facility on a residents person for a
resident with a history of elopement for one
{Resident #7) of one resident record reviewed.

Findings included:

Arecord review of the facility's adverse incident
report submitted fo the Agency was conducted on

revealed that Resident #7 had eloped
from the facility on

An interview was conducted on at
10:30a.m. with Staff C who stated Resident #7
had eloped from the facility a few months ago and
did not have her name, facility name, address or
the facility's telephone number on her person.

An observation was conducted at
11:25a.m. of Resident #7 along with the Nursing
Supervisor and the residents name, facility's
name, address and telephone number of the
facitity was not observed to be on Resident #7
person.

An interview was conducted on at
11:25a.m with the Nursing Supervisor and she
agreed that Resident #7 did not have her name,
facility name, address or facility telephone
number on her person.

An interview was conducted on at
1:07p.m. with the Director of Operations who
agreed that Resident #7 had eloped on
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