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

435.12 Care Provider Background Screening
Clearinghouse.~

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

1. A person with a break in setvice of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

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

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

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

2. Effective L . initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person’s
status has been made.
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AHCA Form 3

20-0007

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

TLE

(x5 DATE

STATE FORM

)

SHHQN

i continuation sheet 1 0f 7




Agency for Health Care

PRINTED. 08/16/2024

FORM APPROVED

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

AL 11953250

B.WING

(X2) MULTIPLE CONSTRUCTION 3
A BUILDING:

) DATE SURVEY
COMPLETED

0712212024

NAME OF PROVIDER OR SUPPLIER

1117 MASS;

HOMESTEAD RETIREMENT

SAINT CLOUD, FL 34769

STREET ADDRESS, CITY, STATE, ZIP CODE
ACHUSETTS AVENUE

0@y D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG 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

C€Z814| Continued From page 1

{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must include the person ' s full first name, middle
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to report in Care Provider Background

i i Initial
within 5 business days for 1 of 3 staff reviewed.

Findings:

Areview of the facilities Background Screening
Clearinghouse roster found staff B, who was
hired on . was not listed.

On at 3:50pm in an interview with

Administrator, she confirmed staff B was not
fisted on the roster.

Unclassified
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On while conducting a re-licensure and
generator monitoring survey at Homestead
Retirement Assisted Living Faciiity. Deficiencies
were identified at the time of the survey.
A Q78 59A-36.010(2) FAC Staffing Standards - Staff AOT8

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 § 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
or ownership.
1. Evidence of a negative
examination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a licensed health care
provider 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 i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b}) Staff must be qualified to perform their
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Continued From page 3

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 reviews and interview the facility
failed to ensure documentation of an annual
examination was obtained 1 of 3 staff (B).

Findings:

A078

Areview of staff B's record revealed he was hired
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A 152
88=D

Continued From page 4

on . Histast . assessment was done
on

On at 4:00pm the house manager
confirmed the findings.

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
to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside tamp or fioor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the
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Continued From page 5

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 provide a clean, sanitary, and safe fiving
environment free of roaches and unsanitary
conditions for 1 of 12 residents sampled. (#6).
The facility failed to ensure that all existing
structural systems, and appurtenances were
maintained in good working order,

Findings:

During a tour of the facility at $:40 am an
interview with resident #6 was conducted. She
was observed in her room. She said she had
been alowing staff A to clean her room and she
cleans it daily. Her room had dirty dishes with old
food on them and small roaches could be seen in
the dresser drawers where some dirty dishes
were stored. Roaches were also seen on the
bedside table., There were plastic and Styrofoam
cups on the dresser. When moved, roaches ran
from under them. The freezer had heavy ice
buildup. The refrigerator had a brown wet
substance in the bottom and a roach in it.
The bedding was visibly dirty and stained.

On at 3pm the manager confirmed the
findings. She said she would have the staff assist
resident #6 with cleaning her room.
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Continued From page 6

During a tour of the facility the communal
bathroom located on the second floor had
chipped paint and plaster, and four hatf inch holes
in the wall. The tour also included resident
rooms. in resident #11 room, the wall next to his
bed had a large hole and cracks in the drywall.

In resident #4 room there was a large dark water
stain on the ceiling.

On at 4:02 pm during an interview, the
house manager stated the wall in the communal
bathroom was currently under repair due to a
mirror being broken. The house manager stated
resident #11 had the wall in his room fixed before.
A couple weeks prior to survey. She was not
aware the wall had another hole in it. She stated
the maintenance person is to check the rooms
daily and document needed repairs so she can let
the owner know. Then they make the necessary
repairs. She stated that she would make the
owner aware of the issues and have them
repaired. Documentation was requested of the
past repairs in resident #11 room and the
pathroom. The house manager confirmed she
couid not provide documentation.

Photographic evidence obtained

Class Il
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