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408.809(2) 435.05(2) 59A-35.090(2d-3b)
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
esmployment, 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 enrolted in the Federal
Bureau of Investigation’s national retained print
notification program. Ifthe ., . of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2){g) and (h), the person must submit
v 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 | shalt 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 nationaf 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 compliance
with levet 2 screening standards submitted within
the previous 5 years to meet any provider or

{c7816}

AHCA Form 3

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

20-0007

TLE

(x5 DATE

STATE FORM

)

UNB412

It contination sheet 1 of 19




Agency for Health Care

PRINTED: 04/04/2024

FORM APPROVED

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

AL11953416

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

03/26/2024

NAME OF PROVIDER OR SUPPLIER

MAGNOLIA MANCR, INC.

CLEARWATER, FL 33756

STREET ADDRESS, CITY, STATE, ZIP CODE
926 S. MYRTLE AVENUE

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

{cz816}

Continued From page 1

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 standards and disqualifying
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 penaity 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
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 quatifying 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.

59A-35.080 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.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
http://ahca.myflorida.com/MCHQ/Central_Service
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d_ 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 pesition 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 qualified prior to 1
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
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to Section 435.05(1)(d),
F.S., 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 interview and record review, the facility
failed to ensure four (Staff A, Staff B, Staff D, and
Staff E) out of five sampled employees signed an
attestation of compliance certifying that each staff
was free from disqualifying offenses related to

{cz816}
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Continued From page 3

packground screening.
Findings Included:

Areview of Staff A’s, Staff B's, Staff D's and Staff
E's personnel files, conducted on
revealed no evidence of the required singed
attestation of compliance forms. Staff A was hired
in . Staff B was hired on

, Staff D was hired in .
and Staff E was hired on

During an interview with the Manager conducted
on at approximately 12:20pm, she
agreed with the findings.

Unclassified

408.823( .} FS In-person Visitation

{1) This section applies to .
centers as defined in s. 383.063,

hospitals licensed under chapter 395, nursing
home facilities licensed under part |l of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facifities for the

P . licensed and certified
under part VIIl of chapter 400, and assisted living
facilities licensed under part | of chapter 428,

{2){a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policles and procedures. The policies
and procedures must, at a minimum, include
control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed

{cz816}
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Continued From page 4

the standards in ss. 400.022(1)(b} and 429.28(1)
(d}, as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must aflow consensual physical
contact between a resident, client, or patient and
the visitor.
{b} A resident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individuat as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daity in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care,
{c) The visitation policies and procedures
required by this section must aliow in-person
visitation in all of the following circumstances,
unless the resident, client, or patient objects:
1. End-of-life situations.
2. Aresident, client, or patient who was iving with
family before being admifted to the provider 's
care is struggling with the change in environment
and lack of in-person family support.
3. The resident, client, or patient is making one or
more major medical decisions.
4. Aresident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently
5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or

{Cz841)
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caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including tabor and
delivery.
8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures. A provider may suspend
in-persen visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{fy Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to estabfish a visitation policy and
procedure.

Findings included.

Arecord review of the facility records conducted
on reveated no evidence of a
visitation policy that included, at a minkmurn:

1. Essentiat Caregiver designation

2. Screening protocols

3. Policy on Personal Protective Equipment
{PPE}

4. Policy for Consensual physical contact

{Cz841)
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Continued From page 6

5. Policy for length of visitation

8. Designation of a person responsible for
ensuring staff adhere to the policies and
procedures

These findings were confirmed during an
interview with the Manager on at
approximately 12:30pm. She stated she was not
able to present a visitation policy because she
does not touch the computer.

Class Ili

430.5025(4 & ) ! ;
Training

{4) Employees of covered providers must
complete the following training for s

and related forms of :
(a} Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have

or related forms of .
{b} Within 30 days after beginning employment,
each employee who provides personat care fo or
has regular contact with participants, patients, or
residents must compiete a 1-hour training
program provided by the department.
1. The department shall provide training that is
avaifabte online at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of . and skills for
communicating and interacting with persons with

's or refated forms of
. Arecord of the completion of the

training program must be made available to the
covered provider which identifies the training

s

{Cz841)
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Continued From page 7

curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer’s written policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c} Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion ot homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not fimited
to, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers,
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult family-care home, or an adult day care
center, each empioyee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a) and (b).
The additional training must include, but is not
fimited to, behavior management, promoting the
person’s independence in activities of daily tiving,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues,
{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with 's

or related forms of , in addition

{cz875)
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Continued From page 8

to the training specified in paragraphs (a) and (b},
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of
, the stages of 's .
icati ies, medical i

and stress management.

3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .- Forthis
subparagraph, the term "on-the-job training"
means a form of direct coaching in which s facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience 0
help develop and refine the employee's skills for
caring for a person with ‘s ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning .. chosen by the
facility administrator. On-the-job training may not

{cz875)
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account for more than 2 hours of continuing
education each calendar year.
{H1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph {c), paragraph {d},
or paragraph {e} that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and inui ion of

before .. ,

after

the employee, if applicable, must be provided to
the covered provider upon request.

2. Aheaith care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee 1o a covered provider.

{7} For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the fotal
hours of continuing education required by that
practitioner’s licensing board.

{9) Each person employed, ,or
referred to provide services before
must complete the training required in this sectios
. Proof of completion of
equivalent training completed before |,

shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
. , may complete training using
approved curriculum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection {6).

This Statute or Rule is not met as evidenced by:
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Findings included:

conducted on

training on

Class Ili

{A 000} Initial Comments

time of survey.

85=D| Leisure Activities

{Cz875} | Continued From page 10

Based on record review and interview the facility
failed to ensure that one (Staff D) out of five
sampled employees who provide personal care,
received both, the required basic written
information about interacting with persons with

, as well as the required

1-hour online training on within 30-days
of hire provided by the Department of Elder

Arecord review of Staff D's personnel files,

revealed no evidence

of having received basic written information about
interacting with a person with 's nor a
certificate of completion of a 1-hour online

. Staff D was hired in

During an interview with the manager, conducted
on at 12:20pm, she agreed to the
missing required 1-hour training.

ARevisit fo a re-licensure and complaint survey
{complaint number 2024000067) from 02/06/2024
was conducted at Magnolia Manor Inc. on
03/26/2024. Deficiencies were identified at the

{A026)| 50A-36.007(2) FAC Resident Care - Social &

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in

{cz875)

{A000)

A026}
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social, recreational, educationat and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity.

{c} Schedufed activities must be available at least
6 days a week for a total of not less than 12
hours per week, Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unjess the
television program is a special one-time event of
special interest to residents of the facility, A
faciiity whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental health centers, or other
day programs may count those attendance heurs
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observation and interviews, the facility
failed to maintain an activities program 6 days a
week for a total of not tess than 12 hours per
week.
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Findings included:

Record review of the facility's undated activities
calendar conducted on revealed
activities to include Bingo, checkers, walking
outside, pinball, exercise, and music.

Interviews with Residents #1, #2, #3, #4, #5 and
#6 conducted on between 9:15am
and 1:00 pm revealed the residents would like to
have more activities, but besides music once a
week or every other week nothing is offered.

During an interview with the Manager conducted
on at 12:25am she stated that the
residents are lazy and do not want to do anything.

Class Il

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 facility 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 facifity residents. Upon comptetion, the
employee and the administrator of the facllity
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.

{A026)

A081

AHCA Form 3
STATE FORM

20-0007

s

UNB412

f continuation sheet 13 of 19




Agency for Health Care

PRINTED: 04/04/2024

FORM APPROVED

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

AL11953416

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

03/26/2024

NAME OF PROVIDER OR SUPPLIER

MAGNOLIA MANCR, INC.

CLEARWATER, FL 33756

STREET ADDRESS, CITY, STATE, ZIP CODE
926 S. MYRTLE AVENUE

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

A081

Continued From page 13

However, an employee of an assisted living
facility licensed as a fimited 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 pefore 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.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at ieast 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:

A081
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Continued From page 14

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 shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith 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 to meet this
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.
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following subjects:

fiving.

handling practices.

and procedures.

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the

1. Resident behavior and needs.
2. Providing assistance with the activities of daily

() Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food

{f) All facility staff shall 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

2. All facility 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 record review and interview, the facility
failed to provide direct care staff with the required
in-service trainings, which included a two hours
pre-services orientation, a 1-hour elopement
response training and a 1-hour resident rights
and recognizing and recognizing and reporting

, neglect, and
thirty-days of employment for three (Staff A, B,

trainings within
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Continued From page 16

and Staff D) out of three sampled employees.
Findings Included:

An employee record review for Staff A conducted
on , revealed no evidence that the
employee received a two-hour pre-service
orientation, elopement response, and a resident
rights and recognizing and reporting .
neglectand training within thirty-days
of employment. Staff A was hired in

An employee record review for Staff B and Staff
D conducted on revealed no evidence
that the employees received a two-hour
pre-service orientation or a one-hour elopement
response training within thirty days of hire, Staff B
had a hire date of and Staff D was
hired in

During an interview with the Manager, conducted
on at 12:20pm, she agreed to the
findings and stated she will continue to work on
having staff complete the required trainings.

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
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Continued From page 17

by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
P ication, 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 alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with levef 2
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 Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
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.
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{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010. F.AC.
This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
with a license for 32 beds failed to provide
employee records for one (Staff B} out of five
sampled employees that included an application
with references included.
Findings Included:
During a review of Staff B's personnet file,
conducted on it was noted that no
ication for was in the
file.
Staff B had a hire date of 11/28/2020.
During an interview with the Manager, conducted
on at 12:20pm she agreed with the
finding.
Class Il
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