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€Z000| Initiat Comments

An unannounced standard biennial survey,
including a generator assessment, a review of the
compi i plan,
and a review of the extended congregate care
specialty license, was conducted in conjunction
with a complaint investigation for complaint
#2024008520 at Capitat Square at Tallahassee
Assisted Living Facility on - .
Deficient practice was identified at the time of the
survey.

CZ816) 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 licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
packground 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. lfthe | of
such a person are nof 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
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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
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 mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
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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
with the Care Provider Background Screening
Clearinghouse. The secure website is located 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
unciaimed, a copy of the letter will be sent by
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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 record review and interview, the facility
failed to ensure that 2 of 6 sampled employees
had documentation of an attestation of
compliance with background screening
requirements, (Employees C and D)

The findings included:

A record review was conducted of Employee C's
personnel file, who was hired on asa
Resident Assistant. The review revealed no

o ion of an ion of i

with background screening requirements.

A record review was conducted of Employee D's.
personnel file, who was hired on as
Executive Director. The review revealed no

fon of an fon of i
with background screening requirements.

On at approximately 11:30am, the
Executive Director (ED} confirmed that the
attestations of compliance with background
screening requirements were not found in the
personnel files and were not available.

Unclassified

CZ830| 408.821 FS Emergency Management Planning
§8=D
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408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rufe to have a comprehensive
plan must i a

safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency
management plan to the local emergency
management agency, county health depariment,
or Department of Health as follows:
{a) Submit the pian within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b} Submit the pian annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c} Submit necessary plan revisions within 30
days after nofification that plan revisions are
required.
(d} Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
(2} An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

1sive emergency plan for
up to 15 days. While in an overcapacity status,
aach provider must furnish or arrange for
appropriate care and services o ali clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.
{3)a} An inactive license may be issued to a
ficensee subject fo this section when the provider
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently ficensed,

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive pericd must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees, Upen agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to review and submit its comprehensive
emergency management plan (CEMP) on an
annual basis,

The findings included:

A record review was conducted of the facility's
CEMP, which was last submitted and approved
by the Leon County Division of Emergency
Management on . The plan indicated that
the next plan review was o occur on

On at approximately 2:49 pm, the
Executive Director (ED) confirmed that the CEMP
had not been reviewed and updated.

Class Ili

A Q00| Initial Comments

An unannounced standard biennial survey,
including a generator assessment, a review of the
< 1sive emergency plan,
and a review of the extended congregate care
specialty license, was conducted in conjunction
with a complaint investigation for complaint
#2024008520 at Capital Square at Tallahassee
Assisted Living Facility on -

Deficient practice was identified at the time of the
survey.
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A 078 59A-36.010(2) FAC Staffing Standards - Staff AOT8

$8=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 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
basis. Documentation provided by the Florida
Department of Health or a licensed heslith 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 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 transmitting a communicable

(b} Staff must be qualified to perform their
assigned duties consistent with their level of

training, pre fon, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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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
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide sefvices 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.

{e) For facilities 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 record review and interview, the facility
failed to ensure that 2 of 6 sampled employees
submitted evidence of a negative
examination on an annual basis (Employees B
and C) and faited to ensure that 1 of 6 sampled
il i a written froma
health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . {Employee D)

The findings include:
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Continued From page 9

Arecord review was conducted of Employee B's
personnel file, who was hired on asa
Resident Assistant. The record review revealed
that the evidence of a negative

examination was last done on

Arecord review was conducted of Employee C's
personnel fite, who was hired on asa
Resident Assistant. The record review revealed
that the evidence of a negative

exarmination was last done on

Arecord review was conducted of Employee D's
personnel file, who was hired on as the
Executive Director. The record review revealed
no d ion of a written from a
health care provider documenting that the
individual does not have any signs or symptoms
of a communicable

On at approximately 11:30 am, an
interview with the Executive Director revealed that
she was not able to produce updated an

examination for Employees B and C
and was not able to produce her own written
statement from a health care provider
documenting she does not have any signs or
symptoms of communicable

Class Il

429.52(1 & 7} F8; 59A-36.011( ) FAC Training
- Staff In-Service

429.62

{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

A078

A081
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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.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours 1o ail new assisted
iving facility employees who have not previously
completed core training as detailed in subsection

A081
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1.
(b) New staff must complete the preservice
orientation prior to interacting with residents.
{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
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 to meet this
requirement.
{b} Staff who provide direct care to residents
must receive & 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

A081

AHCA Form 3020-0001
STATE FORM

e KVB111

f continuation sheet 12 of 25



Agency for Health Care

PRINTED: 09/23/2024
FORM APPROVED

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

AL11969325

B.WING

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING:

COMPLETED

082712024

NAME OF PROVIDER OR SUPPLIER

CAPITAL SQUARE AT TALLAHASSEE ASSISTED LIVIl

ITY POINTE

SEE, FL 32308

STREET ADDRESS, CITY, STATE, ZIP CODE
1060 CLARI
TALLAHAS!

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)

A081

Continued From page 12

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

and procedures.

2. All facifity staff shalt demonstrate an

understanding and competency in the

implementation of the elopement response

policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 2 of 6 sampled employees
received preservice orientation (Employees A and
C} and failed to ensure that 1 of 6 employees
received trainings in control, activities of
daily living (ADL) and Behavioral need training,
elopement response, reporting major incidents,
reporting adverse incidents, facility emergency
procedures, incident reporting training, resident

rights, and recognizingfreporting /neglect
and nutritional and safe food handling. (Employee
A

The findings include:

A record review was conducted of Employee A's
personnel file, who was hired on asa
Resident Assistant, The review revealed no

fon of a preservice ori fon or
trainings in control, ADL and Behaviorat
need training, elopement response, reporting
major incidents, reporting adverse incidents,
facility emergency procedures, incident reporting
training, resident rights, and recognizing/reporting

Ineglect and nutritional and safe food

handling,

A record review was conducted of Employee C's.
personnel file, who was hired on asa
Resident Assistant. The review revealed no

fon of a preservice ori i

On at approximately 2:49 pm, an
interview with the Executive Director confirmed
that she was not able to produce the above
trainings for Employees Aand C.
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Class Ill
A 082 59A-36.011(4) FAC Training - ! A0B2

$8=D
)

[ ). Pursuant to section
381.0035, F.8., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and , Including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1 of 6 sampled employees
completed a one-time education course on

Lo / ) within 30 days of
hire. (Employee A}

The findings included:

A record review was conducted of Employee A's
personnel file, who was hired on asa
Resident Assistant. The review revealed no
documentation that the employee had completed
a one-time education course on / within
30 days of hire.

On at approximately 2:49 pm, an
interview with the Executive Director confirmed
that this training had not been documented.
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Class Ill
A0S0 59A-36.011(11) FAC Training - A0S0

88=D

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 facifity's policy and procedures
regarding within 30 days after
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 record review and interview, the facility
failed to ensure that 2 of 6 sampled employees
received at least one hour of training regarding

. (Employees A and C}

The findings include:

Arecord review was conducted of Employee A's
personnel file, who was hired on asa
Resident Assistant. The review revealed no
documentation of at least one hour of training for

Arecord review was conducted of Employee C's
personnel fite, who was hired on asa
Resident Assistant. The review revealed no
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documentation of at least one hour of training for
On at approximately 2:49 pm, the
Executive Director reported that she was not able
to produce the above trainings for Employees A
and C.
Class i
A 161 420.275(2) FS; 59A-36.015(2) FAC Records - A161

$8=D| Staff

429.275

{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

training requirements of this part or applicable

py 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
rust contain, at a minimum, a copy of the
~ ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 50A-36.011, FA.C,
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or

on of compliance with all

rule, and a copy of alt licenses or certification held
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certification,
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to 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),
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 facility. However, the facility
rust maintain a copy of the contract between the
facitity 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, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 4 of 6 sampled employees
had a copy of the job description included in their
personnel record (Employees A, B, C, and D) and
also failed to provide documentation that 2 of 6
sampled employees had participated in resident
elopement drills. (Employees A and C)

The findings included:

Arecord review was conducted of Employee A's
personnel file, who was hired on asa
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Resident Assistant, revealed no documentation of
a job description or elopement drills.

A record review was conducted of Employee B's
personnel file, who was hired on asa
Resident Assistant, revealed no documentation of
a job description.

Arecord review was conducted of Employee C's
personnel file, who was hired on asa
Resident Assistant, revealed no documentation of
a job description or efopement drills.

Arecord review was conducted of Employee D's
personnel file, who was hired on as the
Executive Director, revealed no documentation of
a job description.

On at approximately 2:49 pm, the
Executive Director reported that the missing
documentations were not in the personne!
records.

Class Ili

A 162| 59A-36.015(3) FAC Records - Resident
§8=D
(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2. .

3. Race,

4. Date of birth,

5. Place of birth, if known,

8. Social security number,

7. Medicaid and/or Medicare number, or name of
other heaith insurance .

8. Name, address, and telephone number of next

A8t

A162
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of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the heaith care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C,

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusa of a
therapeutic diet pursuant to Rule 59A-36.012,
F.A.C., if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

{HHA ., . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
fiving must have their . , .recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writtngthat  ,  not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.A.C., if
such consent is not included in the resident's
contract.
{h) For faciliies that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
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Continued From page 20

the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facitity, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C.
(j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.S.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{I) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
.. ), CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http/iwww. firules.ol asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity i the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the ... ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0} The resident's . DH
Form 1898, if applicable.
{p) For independent living residents who recelve

A162
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meals and occupy beds included within the
ticensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{a) Except for resident contracts, which must be
retained for § years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{ry i resident records i for
facitities holding a limited mental heaith, extended
congregate care, or imited nursing services
ticense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a signed record of power of

attorney (POA) for 1 of 4 residents. (Resident #2)

The findings include:

On . a record review was completed for
Resident #2. The review revealed the Memory
Care Residency and Services Agreement was
signed with a name different from that of
Resident #2. The record review further revealed a
Durable Power of Atterney and Designation of
Health Care Surrogate that was not signed.

On at approximately 3:156 PM, an
interview was conducted with the facility's
Executive Director (ED} who confimed the
Durable Power of Attorney and Designation of
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Health Care Surrogate for Resident #2 was not

signed. The ED further stated she began

employment at this facility in | of this year and

the POA paperwork was provided for Resident #2

pefore her employment. The ED also stated she

does not have any additional POA paperwork for

Resident #2 and the resident’s brother acts as the

POA.

Class Il

AE210

AE210| 59A-36.011(8) FAC ECC - Training
88=D
(8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.

(8) 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 faclity
receiving its ECC license or within 3 months of
beginning employment in a currently licensed
ECC facility as an administrator or ECC

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
assisted living facility core training competency
test.

minimum of 4 hours of continuing education

persons, or persons with s
or related

in an ECC program must complete at least 2
hours of in-service training, provided by the

supervisor. Successful completion of the assisted

{b} The administrator and the ECC supervisor, if
different from the administrator, must complete a

every two years in topics relating to the physical,
, or social needs of frail elderly and

{c} Al direct care staff providing care to residents
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facility 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 personal care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure 1 of 6 employees received
Extended Congregate Care (ECC) training.
{Employee E}

The findings include:

A record review of the Director of Nursing's
{DON) personnel record revealed a hire date of

. The record review further revealed there
was no documented ECC training for the DON.

On at approximately 10:00 AM, an
interview was conducted with the facility's
Executive Director (ED}, who confirmed that the
DON was the ECC supervisor. The ED stated she
was unable to provide documentation of the
DON's ECC training. The ED further stated the
training was completed before the facility
changed ownership and the current owners did
not have access to previous training records.

On at approximately 10:50 AM, an
interview was conducted with the DON, who
confirmed that she is responsibie for the facility's
ECC program. The DON stated she completed
ECC training in or of 2023,
but does not have a certificate to verify
completion of the fraining. The DON further
stated the training was completed under the
previous owners and access to that information is
not avallable.
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