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59A-38.012(2) FAC Food Service - Dietary
Standards

{2} DIETARY STANDARDS.

(a} The meals provided by the assisted living
facitity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp:/fwwaw flrules.orgiGateway/reference.asp?No
=Ref-04003, and the current table of Dietary
Reference intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2019, which are
incorporated by reference and available for
review at:

hitps:. .od.nih. Dietary_
Reference_Intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

(b} The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physical abilities of the
residents, and must be prepared through the use
of standardized recipes, For facilities with a
ticensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.

{c} Alf regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed
nutritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facitity files and include the original signature of
the reviewer, registration or license number, and
date reviewed. Portion sizes must be indicated on
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the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value based on the
seasonal avaitability of fresh produce or the
preferences of the residents.

(d} Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
to residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a heaith care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the faciity.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
nofification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals must be evenly
distributed throughout the day with not tess than 2
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hours nor more than 6 hours between the end of
cne meal and the beginning of the next. For
residents without access to kitchen facifities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h} A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation and interview,
the facility failed to ensure the approved menus
being used were planned a week in advance; and
the facility failed fo have the approved menus.
signed annually by the registered dietician as
required.

Findings:

A review of the facility's menu for week two. The
week two menu did not have dates to document
for the week in use { - X
Furthermore, the menus were not signed and
dated annually by the registered dietician.
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Continued From page 3

(Photographic Evidence Obtained)

On at 12:30 PM, an interview with the
Interim Food Manager confirmed the findings.

Class Il

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

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

ion of background ing, if

ion of i with all

training requirements of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ticensure or ceriification 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 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 all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2

AD093

A161

AHCA Form 3
STATE FORM

20-0007

s

PGDIT

If continuation sheet 4 of 59



Agency for Health Care

PRINTED: 03/06/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969835

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/01/2024

NAME OF PROVIDER OR SUPPLIER

4814 HAMLIN GROVE TRL
WINTER GARDEN, FL 34787

BLAKE AT HAMLIN, THE

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A181

Continued From page 4

packground screening for alt staff subject to
screening requirements as specified in Section
429.174, F.8,, and Rule 59A-36.010, FA.C.,
4. For facilities with a ficensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rute
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),
C.

{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 personnel record reviews and interview,
the facility failed to ensure the record for 1 of 5
sampled staff contained a copy of the

with

furnished (D).
Findings:

Areview of an employment offer letter
revealed nurse D's hire date was LA
review of the nurse's personnel folder revealed it
did not contain a copy of an employment
application with references.
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Continued From page 5

On at 5:40 pm, the business office
manager (BOM) was unable to provide additional
documentation.

On at 8:30 pm, nurse D confirmed the
findings as well.

Class Ili

59A-36.021(7) FAC ECC - Services

(7) EXTENDED CONGREGATE CARE
SERVICES. All services must be provided in the
feast restrictive environment, and in a manner
that respects the resident's independence,
privacy, and dignity.

{a) A facility providing extended congregate care
services may provide supportive services
including social service needs, counseling,
emotional support, networking, assistance with
securing social and leisure services, shopping
service, escort service, companionship, family
support, information and referral, assistance in
developing and implementing self-directed
activities, and volunteer services. Family or
friends must be encouraged to provide supportive
services for residents. The facility must provide
training for family or friends to enable them to
provide supportive services in accordance with
the resident’s service plan.

{b} A facility providing extended congregate care
services must make available the following
additional setvices if required by the resident's
service plan:

1. Total help with bathing, . grooming and
toileting,

2. Nursing assessments conducted more
frequently than monthly,

3. Measurement and recording of basic vital
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Continued From page 6

functionsand ., .

4. Dietary management including provision of
special diets, monitoring nutrition, and observing
the resident’s food and fluid intake and output,

5. Assistance with self-administered medications,
or the administration of medications and
treatments pursuant to a health care practitioner's
order. If the individuat needs assistance with
self-administration the facility must inform the
resident of the qualifications of staff who will be
providing this assistance, and if unlicensed
persons will be providing such assistance, obtain
the resident's or the resident's surrogate,
guardian, or attorney-in-fact's informed written
consent o provide such assistance as required in
section 429.256, F.S.

6. Supervision of residents with and

7. Health education and counseling and the
implementation of health-promoting programs
and preventive regimes,

8. Provision or arrangement for rehabilitative
services; and,

9. Provision of escort services fo health-related

{c) Nursing staff providing extended congregate
care services may provide any nursing setvice
permitted within the scope of their license

consi: with the resit Y requi of this
rule and the facility's written policies and
procedures, provided the nursing services are:

1. Authorized by a health care practitioner’s order
and pursuant to a pian of care,

2. Medically necessary and appropriate for
treatment of the resident's condition,

3. In accordance with the prevailing standard of
practice in the nursing community,

4. Aservice that can be safely, effectively, and
efficiently provided in the facility,
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Continued From page 7

5. Recorded in nursing progress notes; and,

8. In accordance with the resident's service plan.
{d) At least monthly, or more frequently if required
by the resident’s service plan, a nursing
assessment of the resident must be conducted.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to ensure at least monthly a nursing
assessment was conducted for 1 of 1 sampled
resident who received Extended Congregate
Care (ECC) services for a

. P ) tube (#14).

Findings:

Areview of resident #14's record revealed a
facitity admission date of . The resident's
medical history included .
v . . oand
of skin on L and

. The resident had a

Areview of the resident's | MORs
and facifity documentation revealed facility nurses
administered Jevity 1.5 liquid formula four times a

day and medications via the

Areview of the documented monthly nursing
revealed an was not
, as required.

conducted in

On at 4:45 pm, the administrator said an
assessment was not conducted in

Class Il
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Continued From page 8
59A-36.011(8) FAC ECC - Training

{8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.
{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior to the facility
receiving its ECC license or within 3 months of
beginning employment in a currently licensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended
the assisted living facility core training prior to

. , shall not be required to take the
assusted living facility core training competency
test.
{b} The administrator and the ECC supervisor, if
different from the administrator. must complete a
rinimurm of 4 hours of continuing education
every two years in topics relating to the physical,
N . .. . o social needs of frail elderly and

persons, or persons with s

of related
{c} All direct care staff prov!dmg care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facitity administrator or ECC supervisor, within 6
months of beginning employment in the facility.
The training must address ECC concepts and
requirements, including statutory and rule
requirements, and the delivery of personat care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facifity failed to ensure the administrator
completed a total of 4 hours of initial ECC training

AE210

AE210

AHCA Form 3
STATE FORM

20-0007

s

PGDIT

If continuation sheet 9 of 59



Agency for Health Care

PRINTED: 03/06/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969835

B.WING

A BUILDING:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED

02/01/2024

NAME OF PROVIDER OR SUPPLIER

BLAKE AT HAMLIN, THE

STREET ADDRESS, CITY, STATE, ZIP CODE

4814 HAMLIN GROVE TRL

WINTER GARDEN, FL 34787

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION x6)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

AE210

CZ814)

Continued From page 9

within 3 months of beginning employment.
Findings:

Areview of the administrator's personnet record
revealed a hire date of . The record
contained a certificate of training for 2-hours on
ECC. The record did not contain documentation
to indicate the administrator ever completed the
additional required 2-hours,

On at § pm, the BOM confirmed the
findings and was unable to provide additional
documentation.

Class Ili

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

435.12 Care Provider Background Screening
Clearinghouse .~

{2)({b} Until such time as the . | are
enroled in the national retained print
noftification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from & 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 L . or a later date as
determined by the Agency for Health Care
Administration, for the participation of quafified
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

AE210
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Continued From page 10

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
clearinghouse.

1. Before L , 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 . , 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.

{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate alf 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, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controliing
interests that cannot fegally obtain a sociat
secutity number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's employee
packground screening clearinghouse, personnel
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record reviews and interview, the facility failed to
report the employment status of 1 of 5 sampled
staff within 10 business days (D).
Findings:
Areviewofa employment offer letter
revealed nurse D's hire date was
On at 3:25 pm, a review of the facility's
employee background screening clearinghouse
revealed nurse D was not listed.
On at 4:35 pm, the Business Office
Manager {BOM;j confirmed the nurse was not
fisted on the clearinghouse roster.
Unclassified
2815 408.809(1)(  ); 435.02(2); 435.06 FS cz815

Background Screening; Prohibited Offenses

408.809 Background screening; prohibited

offenses.-

{1) Level 2 background screening pursuant to

chapter 435 must be conducted through the

agency on each of the following persons, who are
i for the of

conducting screening under chapter 435:

{a) The licensee, if an individual.

{b} The administrator or a similarly titted person

who is responsible for the day-to-day operation of

the provider.

{c} The financial officer or similarly titted individuat

who is responsible for the financial operation of

the licensee or provider,

{d) Any person who is a controlling interest.

{e) Any person, as required by authorizing

statutes, seeking employment with a licensee or
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provider who is expected to, or whose
responsibifities may require him or her to, provide
personal care or services directly to clients or
have access fo client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, _ with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or _ with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

3yal must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in 8. 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in 5. 435.04,
all persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guiity
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinguent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

(a} Any authorizing statutes, if the offense was a
felony.

CZ815
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Continued From page 13

{b) This chapter, if the offense was a felony.

(c) Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
(f) Section 777.04, relating fo attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 784.03, relating to battery, if the victim
isa adult as defined in 5. 415,102 ora
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

{h} Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoetectronic, or photooptical systems.

{i) Section 817.234, relating to false and
fraudulent insurance claims.

() Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k} Section 817.50, relating to fraudutently
obtaining goods or services from a health care
provider.

{I) Section 817.508, relating to patient brokering.
{m) Section 817 568, relating to criminal use of
personal identification information.

{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{0} Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

{p) Section 831.01, relating to forgery.

{a) Section 831.02, relating to uttering forged
instruments.

(r) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s) Section 831.09, relating to uttering forged
pank bills, checks, drafts, or promissory notes.
(t) Section 831.30, refating to fraud in obtaining
medicinal drugs.
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{u) Section 831.31, relating to the sale,

, delivery, or ion with the
intent fo sell, manufacture, or defiver any
counterfeit controtied substance, if the offense
was a felony.

(v} Section 895.03, relating to racketeering and
collection of unfawful debts.

{w) Section 896.101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or with a licensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
ticensing agency renders a decision on the
application for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

{5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject o screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.063(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{B){a} As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professionat license

CZ815
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or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or certification.

(b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
poard within that department and that person is
providing a service within the scope of his or her
ticensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining | pursuant to s.
943.05(2).

{8) There is no reemployment assistance or other
monetary lability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-

{1} If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify

CZ815
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the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a} An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.
{b} If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a rote that requires
packground screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.
{c} The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or piace the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

CZ815
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{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i jon necessary {0 plete the ing,
including | | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or who was , regardiess of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2} "Employee" means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on review of the Agency's background
screening website and interviews, the facifity
failed to ensure 1 of 5 sampled staff who had
contact with residents had an eligible background
screening prior to doing so (D).
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Findings:
Areviewof a employment offer letter
revealed nurse D's hire date was
On at 3:30 pr, a review of the Agency's
background screening website revealed nurse D
“requires a new screening"”.
Areview of resident #14's | -
,and ECC monthly nursing
assessments revealed they were ail conducted by
nurse D.
On at 4:35 prn, the BOM said the nurse
did not have an eligible background screening.
Unclassified
CZ816| 408.809(2) 435.05(2) 59A-35,090(2d-3b) Cz818

Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolied in the Federal
Bureau of Investigation’s national retained print
notification program. If the .. of
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Continued From page 19

such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h}, the person must submit

. . slectronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The ., shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h) and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the licensee or the person ., . The
agency may accept as satisfying the
requirements of this section proof of compfiance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:
{a) The screening and
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;
{b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and
{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requirements for covered employees and

CZ816
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Continued From page 20

employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

58A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
(d} An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . . herein incorporated by
reference, available at
hitp:/iwww. firules.ol asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to | | to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening
requests will be provided through the Agency’s
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered

CZ816
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with the Care Provider Background Screening
Clearinghouse. The secure website is located at;
apps.ahca.myflorida.com/SingleSignOnPortatl.
{b) If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the repert and court
disposition information. If the letter is returned
unciaimed, a copy of the letter will be sent by
regular mail. Pursuant to Section 435.05(1)(d),
F.8., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facitity failed to ensure 1 of 5 sampled staff
An on of Cs i with
Background Screening Requirements (D).

Findings:

Aveview of a employment offer letter
revealed nurse D's hire date was LA
review of the nurse's personnel record revealed it
did not contain a completed attestation of
compliance with background screening
requirements.

On at 5:40 pm, the BOM confirmed and
was unable to provide additional documents.

Unclassified

CZ821| 59A-35.110( .} FAC Reporting Requirernents;
Electronic Submission

CZ816

cz821
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59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
I, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.,
during the license application process must be
reported to the Agency within 21 days of
eccurrence of the change, including:
{a) Insurance coverage renewal;
{b} Bond renewal;
{c} Change of administrator or the similarly titted
person who is responsible for the day-to-day
operation of the provider;
{d) Annual sanitation inspections;
{e) Fire inspections.
N . ofi

{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at

. ahca.myflorida. i ignOnPo

b
rtal:
1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorperated by
reference and available at:

hitps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

2. Assisted living facifities:
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Adverse incident reports must be submitted
electronically fo the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 429.23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 OL, | , which is hereby
incorporated by reference and available at:
hittps:/iwww firutes.org/Gateway/reference.asp?N
0=Ref-08778, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
https: _ahca.myflorida
rtal.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.8., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

. , which is hereby incorporated by
reference and available at:
hitps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
4. Ambutatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | . which is
hereby incorperated by reference and available
at:

OnPo
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hittps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08780, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
ks . -ahca.myflorida i ignOnPo
rtal.
5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.8,, electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,
. which is hereby incorporated by reference
and available at:
http/iwww. firules.ol asp?No
=Ref-12123, and through the Agency's Single
Sign On Portat located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
6. For the purposes of this rule, the following
appties for submitting adverse incident reports:
a. Abusiness day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.
b. A preliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident,
¢. Nursing Homnes, Hospitals, and Ambulatory
Surgical Centers: A full report {15- Day) is
deemed late when submitied more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full report (15-Day}
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.S., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
to $50 per day late not o exceed $500.
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{b} The licensee must retain a copy of all

documentanon generated at time of reporbng as
i fut

ion o
(c) if the Agency 's Single Sign On Ponal orthe
online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed fo electronically submit an
adverse incident report to the agency for 1 of 13
sampled residents (#10) as required within the
specific imeframes.

Findings:

Resident #10's record review revealed admission
date . The fast 1823 Health
Assessment dated listed medical
history of s

Ir TR cand

. He is independent with alf activities

of daily fiving {ADLs). He can assist with his own
medications.

A hospital record dated 11/26/2023 documented
that resident #10 . and resulted ina injury
with a to his

A facility note dated 11/26/2023 at 3:15 PM by
nurse A documented that resident #10's wife
called the front desk to report that her husband
was on the floor near the entrance of their
apartment. Upon arrival resident #10 was ina
prone position with the left side of his against
the floor. There was present coming from
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histeft .. area and two on his left

A was visible to resident #10's
left , he stated that his left was affected
and hurting from the . 911 called and resident
#10 transported to the hospital. The family and
physician were notified.

There was no documented evidence that the
adverse incident was submitted to the agency.

{Photographic Evidence Obtained)

On at 5:40 PM, an interview with the
Administrator confirmed the findings.

Unclassified

Initial Comments.

A re-li survey with C

Care (ECC), a generator monitoring and

complaint investigations (#2023014723,

2023015231, 2023016618, 2024001157) was

conducted at The Blake at Hamlin on and
. The facility had deficiencies at the time

of the survey.

429.26(. ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{B) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a

Cz821

A000

A008

AHCA Form 3
STATE FORM

20-0007

s

PGDIT

f continuation sheet 27 of 59



Agency for Health Care

PRINTED: 03/06/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969835

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/01/2024

NAME OF PROVIDER OR SUPPLIER

4814 HAMLIN GROVE TRL
WINTER GARDEN, FL 34787

BLAKE AT HAMLIN, THE

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A008

Continued From page 27

form adopted by agency rule. The medicat
exarmination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shalt use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medicat examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident’s admission to or
continued residency in the facility. The medical
exarmination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facitity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
exarmination under this subsection and s.
429.07(3)(b)6.

(8} Any resident accepted in a facility and placed
by the Depariment of Children and Farilies must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted fo the facility owner or
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administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
divi has been by a p! iatrist,
clinical psychologist, clinical social worker, or
L, nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facllity.
An i upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for
placement as a8 mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shail explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shal advise
and assist the facility administrator when the
special needs of residents who are recipients of
. require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph (a} or (b} of this subsection.

(a} A medical examination completed within 80

days before or within 30 days after the individual's

A008
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admission to a facility pursuant to Section
429.26(5), F.S. The examination must address
the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,

3. Any nursing or . . services required by the
individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of .

., , or any other
communicable , which are likely to be
fransmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be metin
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner’s form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, . which is
incorporated by reference and available online at:
hitp/iww firules.o ce.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. if AHCA Form
1823 is used, the form must be completed as
instructed.
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1. )f the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.
{c} Medicat examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
(d} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Bection 420.26, F.8. and this rule.
{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

.., or therapeutic diets, may be attached to
the health . A health care iti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish . . to be
administered in the case of or

(fy A resident ptaced in a facility on a temporary
emergency basis by the Department of Children
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and Famifies pursuant to Section 415.105 or
415.1051, F.S., is exempt from the examination
requirernents of this subsection for up to 30 days.
However, a resident ascepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to ensure that 1 of 13 sampled
residents (#9) the 1823 Health Assessment AHCA
Form was signed by the healthcare provider and
dated as required.

Findings:

Resident #9's record revealed an admission date
of . The last 1823 Health Assessment
was not dated and listed medical history of

overactive , and history for . She
needs assistance with activities of daily living
{ADLs) with .. and grooming. Supervision
with ambulation, bathing, eating and toileting. She
needs assistance with self-administration of
medications.

{Photographic Evidence Obtained)
On al 4:30 PM, an interview with the

Regional Director of Health Services confirmed
the finding.
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Class Ill

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7} The facility shall notify a licensed physician
when a resident exhibits signs of or

" , or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making . ., for the
necessary care and services o treat the
condition. If the resident does not have a
representative or designes or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

(a} Monttoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b} Daily observation by designated staff of the
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activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule Is not met as evidenced by:
Based on record reviews and interviews, the
facitity failed to ensure 1 of 14 sampled residents
was given medications as scheduled (#12), failed
to ensure a health care practitioner was notified
when 1 of 14 sampled residents experienced a
significant . , . loss (#14) and failed to ensure
a health care practitioner was notified as
prescribed when 1 of 14 sampled resident's

) was over {#5).

Findings:

1. Areview of resident #12's record revealed a
facitity admission date of . The resident's
medical history included 's '

and . The resident needed
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assistance with self-administration of
medications.

A review of the resident’s .
Medication Observation Record (MOR) reveated
that none of his 8 pm and 10 pm medications
were signed as given. Those medications were
inhalant { and
oh {Agitation),
's

. o )
{ ... )and

}. There was no documentation on either
the MOR or the facility notes to indicate the

reason.

During an interview on at 4:26 pm, the
resident's family member said that on at
10:41 pm the resident’s private aide told her the
resident never received his bedtime medications.
The family member said when she learned at
12:37 am the resident had still not received his
medications, she called the facility and spoke with
an agency nurse {agency nurse G), who said he
couid not do anything about it because he was an
agency nurse. The family member said an
additional concern was that if the resident was
given his. too late it would make him
sleep all the following day. The family member
said she asked the agency nurse she spoke with
to contact the manager on call and tell them the
family member wanted to hear from them. The
family member said the agency nurse called

at 1:10 am and said he had not been able to get
in contact with a manager. The family member
said they then messaged the administrator, nurse
D, and the memory care director. The family
member said nurse D texted at 2:47 am.

During an interview on at 8:32 am,
registered nurse (RN) D confirmed the findings
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and said agency nurse H, who worked on

, said she did give the medications and
documented giving them on a paper that she did
not keep. RN D said she received a text message
from the resident's family member on at
1:59 am informing her the resident's medications
were given late. RN D said that afier receiving the
message she called the facility and spoke with
agency nurse G, who told her the nurses had
problems with the electronic MOR software and
couid not document on the MORs. Nurse D said
she responded to the family member's text at
2:47 am.

During an interview on at 11:20 am, the
administrator confirmed receiving a text from the
resident's family member, but she was unable to
respond due to personal reasons, The
administrator said foliowing the incident nurse H
was no [onger allowed to work at the facility.

During an interview on at4:30 pm, the
memory care director confirmed receiving a text
from the resident's family member, but he was
unable to respond because he was on vacation at
the time and did not see the message until the
following day.

During an interview on at 1:08 pm,
agency nurse G said that on at 11 pmhe
relieved agency nurse H and that nurse told him
there was something wrong with the MOR
software. Nurse G said nurse E did not telt him
the resident was not given his medications. Nurse
G said he received a calt that night from the
resident’s family member expressing concern that
the resident did not receive the medications.
Agency nurse G said he then called the director
of nursing, the memory care director and nurse
D. He said nurse D was the only person who

A025

AHCA Form 3
STATE FORM

20-0007

s

PGDIT

f continuation sheet 36 of 5




Agency for Health Care

PRINTED: 03/06/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969835

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/01/2024

NAME OF PROVIDER OR SUPPLIER

4814 HAMLIN GROVE TRL
WINTER GARDEN, FL 34787

BLAKE AT HAMLIN, THE

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A025

Continued From page 36

returned his call. Agency nurse G said the
resident's family member instructed him to not
give the medications at that time because the
resident would be too sleepy on the following day.
Agency nurse G said nurse D agreed with not
giving the medications.

During an interview on at 1:27 pm,
agency nurse H first said that when she arrived to
work on . which was at 4:35 pm, she was
not given access to the MOR software. She then
said she was given access but not until 5 pm.
She said it was at that time she tried to sign-on
but was unsuccessful. She said she did give the
resident his medications. When asked if she
documented giving them on paper since she was
unable to access the electronic MOR, she replied
"} wasn't given instructions on how or where". She
said nurse D called her about it on the following
day and asked her what happened. Agency nurse
H said she told nurse D the same information.
Agency nurse H said she left the facility that night
at 1 am however, a review of her time sheet
revealed she left at 12:17 am.

2. Areview of resident #14's record revealed a
facliity admission date of . The resident's
medicai history included .
» . f ey ... and
. of skin on , and
. The resident had a
- L ) tube.

Areview of the resident's documented
revealed the following results:

. [0
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There was no documentation in the resident's
record to indicate the facility notified a health care
practitioner when the resident lost

On at 9 am, the findings were discussed
with nurse D, who later returned with a document
that revealed she notified a health care
practitioner during the survey on at 10:37
am.

3. Areview of resident #5's record revealed a
facitity admission date of . The resident's
medical history included

The resident's health assessment form
{1823) had a heaith care practitioner's order to
check the resident's . {B/P) twice
weekly and to calf if the pressure was over

On the resident's B/P was documented
as . There was no documentation on either
the MOR or facility notes to indicate a health care
practioner was notified.

During an interview on at 3:30 pm, nurse
E. who documented the result, said she did not
notify a health care practitioner because she did
not know there was a parameter notification on
the order.

A review of the resident’s . MOR
revealed the following documented B/P readings:
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On at 5:35 pm, the administrator
confirmed the findings and said she would ensure
the parameter part of the order was documented
on the MORs.

Class Ili

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

59A-36.007

(7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopernent 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 health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facifity. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is 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 requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
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,
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address, and telephone number. Staff trained
oursuant 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 imes.
2. The facility must have a photo identification of
at risk residents on file that is accessible to ali
facitity staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
atrisk 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 elopement. Ata
rninimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for
i ing each part of the
response policies and procedures, including
specific duties and responsibiities,
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
rust conduct and document resident elopement
drills pursuant to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation, personnel
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record review and interview, the facility faited to
ensure that 1 of 5 sampled staff (B) participated
in two elopement drils annually as required.
Findings:
Caregiver B's personnel record review revealed a
hire date of . There was no
documented evidence that she participated in any
elopement drills in 2023,
Facility elopement drills were completed in
. and
On at 2:45 PM, an interview with the
Administrator confirmed the findings.
Class Il
A034) 59A-36.007(9) ASSISTIVE DEVICES AQ34

88=D
{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that inciude the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

(b} Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c} Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.
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{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to obtain orders for
use of assistive devices to promote safety and
independence by a healthcare provider for 2 of 13
sampled residents (#10, #11) as required.

Findings:

1. Resident #10's record review revealed
admission date . The last 1823 Health
Assessment dated listed medical
history of s p .

PPN cand
. He is independent with ail activities
of daily fiving {ADLs). He can assist with his own
medications.

Observation on at 11:30 AM, resident
#10 was ambulating with his walker in the
apartment and he stated he will use his scooter
for longer distances.

2. Resident #11's record review revealed
admission date . The last 1823 Health
Assessment dated fisted medical
history of R
, Paralyzed -
. u ,and type
2.

Observation on at 11:35 AM, resident
#11 came out of her bedroom into the living room
ambulating with her walker and stated she will
use her scooter when she goes downstairs for
meals or outings.
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(Photographic Evidence Obtained)
There was no documented evidence of an order
by the healthcare provider to use the assistive
devices to continue to promete safety &
independence while living in an assisted living
facitity for both residents #10 and #11.
On al 4:30 PM, an interview with the
Regional Director of Health Services confirmed
the findings.
Class Ill
A 036 59A-36.007(10) CONTROL A036

$8=D| PROCEDURES

{10) CONTROL PROCEDURES.
Facilities must provide services in a manner that
reduces the risk of transmission of

{a) The facility must implement a hygiene
program before and after the provision of
personal services to residents whenever there is
an expectation of possible exposure to
materials or . . hygiene may
include the use of -based rubs, .
handwash, or handwashing with soap and water.
{b) Standard precautions must be used when
there is an .\ exposure to transmissible

agents in | . s

, nonintact skin, and mucuous

during the provision of personal

services. Standard precautions include:
hygiene, and dependent upen the exposure, use
of gloves, gown, mask, _, . protection, or a
shield.
{c} The facility must clean and reusable

AHCA Form 3020-0001
STATE FORM

s

PGDIT

f continuation sheet 43 of 59




Agency for Health Care

PRINTED: 03/06/2024

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969835

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/01/2024

NAME OF PROVIDER OR SUPPLIER

4814 HAMLIN GROVE TRL
WINTER GARDEN, FL 34787

BLAKE AT HAMLIN, THE

STREET ADDRESS, CITY, STATE, ZIP CODE

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A036

Continued From page 43

medical equipment and communal assistive
devices that have been designed for use by
multiple residents before and after each use
according to the manufacturer's
recommendations.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure 1 of 1
sampled staff followed its control policy
as it related to the use of gloves and

hygiene (F).

Findings:

Observations made on at 11:40 am
revealed caregiver F wore gloves while serving
tunch to residents. The caregiver wore the same
gloves when she sat down fo feed resident #20.
While feeding resident #20 she turned to a table
next to her and placed a cloth napkin on resident
#21's . She turned to resident #20 and
continued feeding the resident. A short time later
she got up, walked across the dining room then
poured juice into resident #22's glass. She then
returned to feeding resident #20, ail while wearing
the same pair of gloves. She never removed
them fo perform hygiene between assisting
each resident.

During an interview on at 2:55 pm,
caregiver F said she did not remember if she
received training on the facility's control
policy. When asked why she did not change her
gloves and perform hygiene she replied, "l
was running around”. She said she received
training on hygiene then said she did not
remember if the fraining included the use of
gloves and hygiene specificatly during
meals.
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Continued From page 44

The facility's control policy
documented, in part, gloves should be used in
conjunction with good hygiene. Gloves
should be changed often, and hygiene
performed before putting on gloves and after
each time of removal of gloves. Gloves should be
changed after completion of each procedure on a
single patient.

During an interview on at 4:30 pm, the
memory care director said he too observed
caregiver F wearing the same gloves while
performing multiple tasks at lunch today. He said
the caregivers are expected to perform
handwashing before assisting with meals. He
further stated the caregivers are not to wear
gloves to feed a resident but, if gloves are
needed, they are single use only and

hygiene must be performed between each use.

Class Il

59A-36.008(5) FAC Medication - Records

(5} MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
efther the original labeled medication container,
ora ication listing with the pl ipti
number, the name and address of the issuing
pharmagy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
(b} The facility must maintain a daily medication
observation record for each resident who
receives assistance with seif-administration of

i or medication inistrati
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medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
. - - the resident may have;

2. The name of the resident's health care
provider and the heaith care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c} For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician’s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure the MOR was updated
each time a medication was offered to 2 of 14
sampled residents who received assistance with
self-administration of medications (#5 and #14).

Findings:

1. Areview of resident #5's record revealed a
facility admission date of . The resident's
medical history included . The resident
needed assistance with self-administration of
medications.

Areview of the resident’s and
MORs revealed medications were

not signed as given on . . and

Neither the MORs nor the facility notes

documented the reason for the omissions.
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2. Areview of resident #14's record revealed a
facility admission date of - The resident's
medical history included f

,and
and

of sk}n .on N y

. The resident had a
R L ) tube. The
resident needed assistance with
self-administration of medications.

Areview of the resident's and

MORs revealed medications
were not signed as given on s . .
s , and . Neither the MORs nor
the facility notes documented the reason for the
omissions,

On at 9 am, the findings were discussed
with nurse D. No additional documentation was
provided.

Class Ili

59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
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 § 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
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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 health care

orovider 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 col 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 fransmitting a communicable

{b} Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre ion, and
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
heaith care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
(d) An assisted living facility Lto
provide services 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
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specifically describe the services the staffing
agency or contractor wifl provide to residents,

{e) For faciities 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 staff.

{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 observations, record reviews and
interviews, the facility failed to ensure staff were
qualified to perform their assigned duties
consistent with their level of education, training,
preparation and experience by allowing an
unlicensed medication tech {C} to administer
medication to 1 of 1 sampled resident (#12),
failed to ensure 2 of 5 sampled staff submitted a
written statement from a health care provider
documenting that the individual did not have any
signs or symptoms of communicable

within 30 days after beginning employment (D
and adrministrator).

Findings:

1. Observations made during a medication pass
for resident #12 on at 12:25 pm revealed
unficensed medication tech C crushed then
mixed the resident's medication in pudding. The
med tech then spooned the mixture into the
resident’s . which is administering it. The
med tech said this was the method she used

each time she gave resident #12 his medications.

The med tech said she did not know she was not
permitted fo administer medications in this way.
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The med tech said the resident was able to feed
himself and she would aflow him to feed himself
the medication moving forward.

Areview of Med Tech C's personnet record
revealed a 6-hour training certificate on
providing assistance with self-administration of
medications, a 2-hour training, a
2-hour training and an undated 8-hour training.

2. Areview of an employment offer lefter
revealed nurse D's hire date was LA
review of the nurse's personnel folder revealed it
did not contain a written statement from a health
care provider documenting the nurse did not have
any signs or symptoms of communicable

On at 5:40 pm, the business office
manager {BOM) was unable to provide additionat
documentation.

On at 8:30 pr, nurse D confirmed the
findings as well.

3. Areview of the administrator's personnel
record revealed & hire date of - The record
did not contain a written statement from a health
care provider documenting the nurse did not have
any signs or symptoms of communicable

On at 4:05 pm, the BOM said the
administrator did not have the required written
statement.

Class i
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429.52(1 & 7) FS; 58A-36.011( ) FAC Training
- Staff In-Service

429.52

{1){a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the faciiity before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnet record.

(b} Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted fiving
facitity licensed as a limited mental health facility
under s, 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).

{c} If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.
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59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection

(b} New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employes and the facility
administrator must sign a statement that the

pl the preservice ori i
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail provide or
arrange for the following in-service training to
facitity staff;
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
, may be used o meet this
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requirement.

(b} Staff who provide direct care to residents

must receive a minimum of 1 hour in-service

training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care to residents, who

have not taken the core training program, shall

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facifity.

2. Recognizing and reporting resident .

neglect, and . | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minirmum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{f) All facility staff shali receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement response policies
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and procedures.
2. All facifity staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.
This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed fo have documented evidence to
indicate 1 of 5 sampled staff received the
required in-setvice training as described in
59A-36.011 (. .)FA.C. (D).
Findings:
Areview of an employment offer letter
revealed nurse D's hire date was .
review of the nurse's personnel folder revealed it
did not contain documentation to indicate the
nurse received 1-hour training on reporting
adverse incidents and facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation and no
documentation of receiving in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.
On at 5:40 pm, the business office
manager (BOM) was unable to provide additionat
documentation.
On at 6:30 pm, nurse D confirmed the
findings as well.
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Class Ili

59A-36.011(10) FAC Training - ADRD

(10) AND RELATED
{"ADRD") TRAINING
REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,

or who maintain secured areas as described in
Chapter 4, Section 464.4.6 of the Florida Building
Code, as adopted in rule 81G20-1.001, FAC.,
Florida Buitding Code Adopted, must ensure that
facliity staff receive the following training.
{a) Facility staff who interact on a daily basis with
residents with ADRD but do not provide direct
care to such residents and staff who provide
direct care to residents with ADRD, shall obtain 4
hours of initial training within 3 months of
employment. Completion of the core training
program between | and
shail satisfy this requirement. Facility staff who
meet the requirements for ADRD training
providers under {g) of this
will be considered as having met this
requirerment. Inftial training, entitied ™

and Related Level | Training.”
must address the following subject areas:
1. Understanding 's and related

2. Characteristics of

3. Communicating with residents with

4. Family issues;

5. Resident environment; and,

6. Ethical issues.

(b) Staff who have successfully completed both
the initial one hour and continuing three hours of
ADRD training pursuant to sections 400.1755,
429.917 and 400.6045(1), F.S., shall be
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considered to have met the initial assisted living
facility and Related

Level | Training.
{c} Facility staff who provide direct care to
residents with ADRD must obtain an additional 4
hours of training, entitled "
and Related Levet il Training," within 9
months of employment. Facility staff who meet
the requirements for ADRD training providers
under paragraph (g) of this subsection, will be
considered as having met this requirement.

and Related Level

I Training must address the following subject
areas as they apply to these
1. Behavior management,
2. Assistance with ADLs,
3. Activities for residents,
4. Stress management for the care giver; and,
5. Medical information.
{d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a) and (b)
of this subsection, can be found in the document
"Training Guidelines for the Special Care of
Persons with 's and Related

" dated , incorporated by
reference, available from the Department of Elder
Affairs, 4040 Esplanade Way, Tallahassee,
Florida 32398-7000.
(e} Direct care staff shall participate in 4 hours of
continuing education annuatly as required under
section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by section 429.52, F.8,, and subsection
{1) of this rule, or 3 of the 6 hours of continuing
education for extended congregate care required
by subsection (7) of this rule.
{f) Faciiity staff who have only incidental contact
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with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
section 429.178, F.S., within three (3} months of
employment. “Incidental contact” means all staff
who neither provide direct care nor are in regular
contact with such residents.
{g) Persons who seek to provide ADRD training in
accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor's degree from an
accredited coltege or university or hold a license
as a registered nurse, and:
1. Have 1 year teaching experience as an
educator of caregivers for persons with

or related ,of
2. Three years of practical experience in a
program providing care to persons with

or related ,or
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience ina
program providing care fo persons with

or related
(h) With to requi in
(g}, a Master's degree from an accredited college
or university in a subject related to the content of
this training program can substitute for the
teaching experience. Years of teaching
experience related to the subject matter of this
training program may substitute on a year-by-year
basis for the required Bachelor's degree
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 1 of 6 sampled staff
obtained 4 hours of and
Related (ADRD) level | training within 3
months of employment and 4 hours of ADRD
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tevel 1l training within 9 months of employment
D).

Findings:

Areview of an employment offer letter
revealed nurse D's hire date was .
review of the nurse's personnel folder revealed it
did not contain documentation to indicate the
nurse obtained 4 hours of

and Related {ADRD} tevel [ training
within 3 months of employment and 4 hours of
ADRD fevel il training within 9 months of
employment.

On at 5:40 pm, the business office
manager {(BOM) was unable to provide additionat
documentation.

On at 8:30 pm, nurse D confirmed the
findings as well.
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58A-36.011(11) FAC Training -

an

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,

direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the faciiity's policy and procedures
regarding within 30 days after
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employment.
(c} Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to have documented evidence to
indicate 1 of 5 sampled staff received at least one
hour of training in the facility's policy and
procedures regarding

{ ) that included information in Rule
59A-36.009. F.A.C. within 30 days of employment
).

Findings:

Areview of an employment offer letter
revealed nurse D's hire date was .
review of the nurse's personnel folder revealed it
did not contain documentation to indicate the
nurse received at least one hour of training in the
facility's policy and procedures regarding

On at 5:40 pm, the business office
manager (BOM) was unable to provide additionat
documentation.

On at 8:30 pm, nurse D confirmed the
findings as well.
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