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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 . |
enrolfed in the national retained print
notification program at the Federal Bureau of
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 fo 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 alf 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 ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. i
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 controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

are

1o

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to update the
employee roster listed in the level Il background
screening clearinghouse database within five
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Continued From page 1

days of hire for one of four sampled staff (Staff D
-Caregiver).

Findings:

Observation on at 11:05 AM found
Staff D {Caregiver) assisting residents and
cleaning including mopping rooms.

Areview of Staff D's personnel records found no
documentation of a background screening.

Areview of the level |l background screening
Clearinghouse database found no Staff D listed
on the roster.

Areview of the Staff Monthly Schedule dated
. showed no Staff D on schedule for
the entire month.

Interviewed on at 12:10 PM the
Administrator stated that she had the employee's
file (Staff D).

Unclassified
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59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records in a
mmanner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. if records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facifity records must
include:

{a} The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge fog
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted with a . ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} A leg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the

A180
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Continued From page 1

county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.
{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.
{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.C.
{g) The admission package presented to new or
prospective residents (less the resident’s
contract) described in Rule 59A-36.006, F.A.C.
{h} If the facility advertises that it provides special
care for persons with ‘s or
related . acopy of all such facility
advertisements as required by Section 429.177,
F.s.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007. F.AC.
{j) Al food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facifities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ticense or certificate to operate.
{k} All fire safety inspection reports issued by the
focal authority or the State Fire Marshal pursuant
to Section 429.435, F.8., and rule Chapter
69A-40, F.A.C,, issued within the last 2 years.
{I) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Sechon 429 35, F.S., all

survey, and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
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iast 6 years.

{n} The facility's resident elopement response
policies and procedures.

{o} The facility's documented resident elopement
response drills.

(p} The facility's policies and procedures pursuant
to subsection 58A-36.007(10}, F.A.C;

{a) The facility's prevention poficies and
procedures;

{r) The facility's medication practices;

{s} The facility's policy on physicat 5

{t} The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
(v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as limited mental heaith,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an updated admissions and
which indicate the date a resident was admitted
and discharged for six (#1, #2, #3, #4, #5, #6, #7)
out of six sampled residents.

Findings:

Areview of facility records found no admissions
and discharge log.

Interviewed on at 10:37 AM when
asked where the admissions and discharge was,
the Administrator stated, "t will e-maii it
{admissions and discharge log) to you."
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Initial Comments.

Aweliness monitoring was conducted at A-1
Assisted Living on . Deficiencies were
identified at the the time of the survey.

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Cther

{3) OTHER REQUIREMENTS.

(a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

(b} Pursuant to section 426.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with 2 mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms 1o be used in the

event of an emergency.

(d} Residents who use portable bedside

commodes must be provided with privacy during

use.

A0DC
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Continued From page 1

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure, maintain,
and provide a safe living environment free of
hazards for six (#1, #2, #3, #4, #5, #6) out of six
sampled residents.

Findings:

Observation on at 11:07 AM the
pathroom in the main hailway shower tiles
appeared to have black spots between the tiles
and the shower curtain appeared to have small
round circular black spots. The shower knobs
that controlled hot and water appeared rusty.
Photographic evidence obtained, In addition to
the shower in the main haliway, the second
bathroom located in # , aiso appeared to
have black spots between the tiles as welt and
the drainage cover in rust. The shower curtain
contained small circular dark spots as well.
Photographic evidence as well.

Observation on at 11:19 AM the smalt
freezer outside the rear patio appeared to have
rust on the top of its surface. Photographic
evidence obtained.

Interviewed on at 11:58 AM the
Administrator acknowledged that bathroom
showers had a problem.
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Continued From page 2

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of with all

training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
by each staff who performs services for which
ticensure 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
pl i 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 alt staff
training and continuing education required by
Rule 59A-36.011, FA.C.,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for alf staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 58A-36.010, FAC,,
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

A8t
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administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
{b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facifity. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FA.C.
{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, FAC.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interview, the failed to ensure that one of four
sampled staff's (Staff O -Caregiver) personnet
records contained a minimum of a background

8 ion of i with all
trainings, & copy of all licenses or certifications by
each staff who performs services for which
ficensure or certification is required.

Findings:

Observation on at 11:05 AM found
Staff D {Caregiver) assisting residents and
cleaning including mopping rooms.

Areview of Staff D's personnel records found no
documentation of a background screening, a
copy of all ficenses and certifications,
documentation verifying freedom from signs or
symptoms of communicable to work
around adults.
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Areview of the Staff Monthly Schedule dated
. showed no Staff D on schedule for

the entire month.

Interviewed on at 11:58 AM Staff C

(Caregiver) stated that she started on PR

Interviewed on at 11:53 AM the

Administrator acknowledged the problem.

Interviewed on at 12:07 PM Staff D

stated that she has been working there for a

week,
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