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

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit fo a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
(d} An employer must register with and initiate ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. ission to
the Department of Law Enforcement. The
registration must include the employee’s full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 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

i ise for one (Admini ) of three
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C€Z814| Continued From page 1 CZ814
employees sampled.
Findings included:
Arecord review of the facility's clearinghouse
roster was conducted on which
revealed five persons listed on the roster which
were no longer employed by the facility.
Furthermore, the Administrator of record was not
fisted as being the current Administrator
{photographic evidence obtained).
Alinterview was conducted on at
10:40a.m. with the Manager and she agreed that
there are several people on the facility roster that
do not work at the facility and that the current
Administrator is not listed on the roster.
Unclassified
C7816) 408.809(2) 435.05(2) 59A-35.090(24-3b) cz816

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 fevel 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 [nvestigation’s national retained print
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Continued From page 2

notification program. Ifthe . . of

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

v electronically 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 | , shalf 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 tevel 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 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 disqualify
cffenses 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.
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Continued From page 3

435.05 Requi for covered empl 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 qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
cffenses while employed by the employer.

59A-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 incorparated by
reference, available at
hitp: w.firutes.on ce.asp?No
=Ref-09106, and available from the Agency for
Health Care Administration at:
hitp://ahca.myflorida.com/MCHQ/Central_Service
ind_ 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 forany
disqualifying offense.
{e} An administrator or chief financial officer must
be screened and qualified priorto . ., 1o
the position.
{3) Results of Screening and Notification.
{a) Final resuits 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
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ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{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
unctaimed, a copy of the letter will be sent by
reqular 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 record review and inter view the facility
failed ensure that every staff member listed on
the facility roster had completed and signed an
Attestation of Compliance form for one
{Administrator) of three employee files sampled.

Findings included:

Avrecord review was conducted on of
the Administrator's employee file which lacked a
signed Attestation of Compliance form in the file.

Alinterview was conducted with the Manager on

at 10:47a.m. and when asked for a
signed Attestation of Compliance form for the
Administrator, the Manager was unable to provide
the requested document.

Unclassified

CZ816

AHCA Form 3
STATE FORM

20-0007

s

PTEV1S

f continuation sheet 5 of §



PRINTED: 04/11/2024

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED

R
AL11964511 R ———— 0312912024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
14108 OLD DIXIE HIGHWAY

FRESH WATER AT HUDSON
HUDSON, FL 34667

x4y SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x6)

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e GROSS-REFERENCED TO THE APPROPRIATE OATE

DEFIGIENCY)

{A000) Initial Comments {A 000}

A fourth revisit to the change of ownership survey
of was conducted at Fresh Water Al
Hudson on . The facility had
deficiencies at the time of survey.

AQ78| 59A-36.010(2) FAC Staffing Standards - Staff A078
88=D
(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 6 months before
submission of the statement. Newly hired staff
does net include an employee transferring without
a break in service from one faciiity to another
when the facility is under the same management
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

AHCA Form 3020-0001
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Continued From page 1

assigned duties consistent with their level of
training, pre ion, and i
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
specifically describe the services the staffing
agency or contractor will provide to residents.
() For faciiities 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 alf 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.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that staff had a written annual
statement from a health care provider stating
freedom of { . )for two (Manager
and Staff A) of three employee files sampled.

Findings included:
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Continued From page 2

A record review was conducted on of
the Manager and Staff A employee files which
revealed that both the Manager and Staff A last
screening for . was conducted on

Alinterview was conducted on at
10:40a.m. with the Manager who agreed that both
they and Staff Ahad nothad a . screening in
over a year.

Class Ili

59A-36.011(7) FAC Training - Nutrition & Food
Service

{7} NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview the facility
failed o ensure that the person designated to be
the food service and day to day supervision of
food service staff must obtain annually two hours
of continuing education pertinent to nutrition and
food service.

A078

A08S
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Continued From page 3

Findings included:

A record review of the Managers employee file
was conducted on which lacked

ion of two hours of inui
education annually.

Alinterview was conducted on at
10:45a.m, with the Manager who stated they are
responsible for the facility's food service and that
they had no proof of acquiring two hours of
continuing education on an annual basis.

Class Il

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

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe fiving environment pursuant to

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

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electricat and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.8,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

iess than 36 inches wide and 72 inches long, with

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

2. Acloset or wardrobe space for hanging

A08BS

A152)
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Continued From page 4

clothes,

3. Adresser, or other furniture designed for
storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor
tamp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate
keys to resident bedrooms 1o be used in the
event of an emergency.

(d} Residents who use portable bedside
commodes must be provided with privacy during
use.

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are raintained in good
working order.

Findings included:

An observation was made on at
9:21a.m. of the tile flooring in the facility that had
wheel marks in the tile through out the facility
{photographic evidence obtained).

An observation was made on at
10:31a.m. of a local heaith inspection report
dated which revealed in the results
section stated "Unsatisfactory” and further in the
report stated “Ensure floors are free of hazards to
prevent trips. Observed deep holes in walkways
of floor and excessive wear throughout all areas

{A152)

of facifity.”
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An observation was made on at
11:02a.m. of the edge of the front sidewalk that
meets the facility parking lot did not extend to the
pavement feaving a hole at the end of the
sidewalk (photographic evidence obtained).
An observation was made on at
11:04a.m. of a residents room at the end of the
ieft side hall which had no door (photographic
evidence obtained).
Alinterview was conducted on at
9:25a.m. with Staff A who agreed that the flooring
had wheel marks in the tile throughout the facility.
Alinterview was conducted on at
10:55a.m, with the Manger who agreed there was
not a door on the residents room at the end of the
hall and that the sidewalk is uneven with the
pavement.
Class Il
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