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A000, Initial Comments A 000

An announced Assisted Living Facility Initial
Licensure with Extended Congregate Care
{capacity of 8 beds) and Generator Monitoring
Survey was conducted on at
Meadowview Progressive Care I|. The facility had
deficiencies related to the Initial Licensure and
Generator Monitoring at the time of the survey.

AD0Y BYA-36.006(3) FAC; 400.0078(2) Admissions - A Q09
Admission Package

{3) ADMISSION PACKAGE.

{a) The facility must make available to potentiat
residents a written statement(s) that includes the
following informaticon listed below. Providing a
copy of the facility resident contract or facility
brochure containing all the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthly charge to reside
in the facility and the services, suppilies, and
accommodations provided by the facility for that
rate;

3. Personal care services that the facility is
prepared to provide to residents and additionat
costs to the resident, if any;

4, Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate special diets;

6. The availability of transportation and additional
costs to the resident, if any;

7. Any other special services that are provided by
the facility and additional cost if any;

8. Social and leisure activities generally offered
by the facility;

9. Any services that the facility does not provide
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but will arrange for the resident and additional
cost, if any;
10. The facility rules and regulations that
residents must follow as described in Rule
59A-36.007, FA.C.;
11. The facifity policy concerning

pursuant to Section 429.255,
F.S., and Rule 53A-36.009, F.A.C., and Advance
Directives pursuant to Chapter 765, F.S;
12. If the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents receiving extended congregate care
services. The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facifity
including additional costs and any limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in Rule 59A-36.021, FAC.;
13. If the facility advertises that it provides special
care for individuals with 's and
related . & written description of those
special services as required in Section 428.177,
F.8,; and,
14. The facility's resident elopement response
poticies and procedures.
{b) Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:
1. A copy of the resident’s contract that meets the
requirements of Rule 59A-36.018, FAC.,
2. A copy of the facility statement described in
paragraph {a} of this subsection, if one has not
already been provided,
3. A copy of the resident's bill of rights as required
by Rule 59A-36.007, F.A.C,; and,
4. A Long-Term Care Ombudsman Program
brochure that includes the tetephone number and

AHCA Form 3020-0001
STATE FORM 520 NHWU1T i coninuastion sheet 2 of 19



PRINTED: 10/30/2024

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11970489 e — 10/18/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9440 JOHNSON ST
MEADOWVIEW PROGERESSIVE CARE !l
PEMBROKE PINES, Fi. 33024
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A008! Continued From page 2 A009

address of the district office.

{c) Documents required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and translated
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

400.0078

{2) Upon admission to a long-term care facility,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program.

{b) The statewide toli-free telephone number and
e-mall address for receiving complaints,

{¢) Information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right.

{d) Other refevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program.

This Statute or Rule is not met as evidenced by:
Based on record review and interview it was
determined the facility failed to provide a copy of
the Resident’s Admission Package andfor
facility's Resident Contract, at the time of the
Initiat survey.

The findings include:

Review of the facility's record revealed no copies
of the Resident's Admission Package and/or
facility's Resident Contract in file. During an
interview on at approximately 9:30
AM, the Administrator was informed to provide
AHCA Form 3020-0001
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the facility's Resident's Admission Package
and/or facility's Resident Contract related to
services that the facility is prepared to provide or
arrange to meet the resident's needs.

During an interview on at
approximately 10:00 AM the Administrator
acknowledged the findings. No additional
documentation was provided during the survey.

Class

A 028 59A-36.007(2) FAC Resident Care - Soclal & AD26
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES,

i shall be 1o participate in
social, recreational, educational and other
activities within the facility and the community.
() 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
facility 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
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is notan
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
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facility 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 hours
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, seasonal 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 interview, the facility
failed to provide an ongoing activities program for
a minimum of 12 hours a week with a schedule
posted where residents normally congregate.

The findings include:

During & tour of the facility on

between 8:00 AM and 11:00 AM an observation
made by this surveyor revealed there was no
Activity schedule available at the time of the
survey o reflect social and leisure activities.
During an interview on at
approximately 9:30 AM with the Administrator, he
was informed to provide an Activity Schedule to
reflect activities for at least 6 days with a total of
no less than 12-hours per week.

During an interview on at
approximately 10:00 AM the Administrator
acknowledged the findings. No additionat
documentation was provided.

Class
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A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78
(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 fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
examination must be documented on an annual
basis, 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
individuat does not constitute a risk of

2. if any steff member has, or is suspected of
having, a i , such individual
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

ion, training, p ion, and
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, fo 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, FAC.

{d) An assisted living facility o
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.

{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.8.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure staff had documented evidence

of a negative { )examination and
Communicable Status for the
Administrator {Staff A).

The findings include:

Review of the facility’s personnet record for the
Administrator (Staff A) with an unknown hire date,
revealed no documeritation of a negative
examination and Communicable Status

AHCA Form 3020-0001
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in file,
During an interview on at

approximately 10:00 AM with the Administrator he
acknowledged the findings. No additional
documents were provided,

Class I

AE203 50A-36.021(3) FAC ECC - Staffing Requirements AE203

(3) STAFFING REQUIREMENTS. The following
staffing requirements apply for extended
congregate care services:
{a) Supervision by an administrator who has a
minimum of two years of managerial, nursing,
social work, therapeutic recreation, or counseling
experience in a residential, long-term care, or
acute care setting or agency serving elderly or
persons. If an administrator appoints a
manager as the supervisor of an extended
congregate care facility, both the administrator
and manager must satisfy the requirements of
subsection 58A-36.010(1), FAC,
1. A baccalaureate degree may be substituted for
one year of the required experience.
2. A nursing home administrator licensed under
chapter 468, F.S., is qualified under this
paragraph.
{b) Provide staff or contract the services of a
nurse who must be available to provide nursing
services, participate in the development of
resident service plans, and perform monthly
nursing for s
care residents.
{c) Provide enough qualified staff to meet the
needs of extended congregate care residents in
accordance with rule 50A-36.010, F.A.C., and to
provide the services established in each

AHCA Form 3020-0001
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resident's service plan,

{d) Ensure that adequate staff is awake during afl
hours to meet the scheduted and unscheduled
needs of residents.

{e) Immediately provide additional or
appropriately qualified staff, when the agency
determines that service plans are not being
followed or that residents' needs are not being
met because insufficient staffing, in accordance
with the staffing standards established in rule
59A-36.010, FAC.

{f) Ensure and document that staff receive
extended congregate care training as required in
rule 59A-36.011, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to ensure that
the Extended Congregate Care {ECC) program
staffing requirements were met.

The findings include:

During facifity record review of the Policy and
Procedures it was revealed that there was no
documentation in file at the time of the survey
regarding the staffing requirements for the ECC
program. During an interview on at
approximately 9:30 AM with the Administrator he
was informed to provide the facility's Policy and
Procedure and staffing requirements, he was
unable to provide the requested documentation.

During an interview on at
approximately 10:00 AM the Administrator
acknowledged the findings. No additional
documentation was provided.

Class #Hl
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A 083 5DA-36.011(5) FAC Training - First Aid and A083
{5) FIRST AID AND
{ ). A staff member who
has completed courses in First Aid and and

holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
1o demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the Nationat
Safety Council, or an organization whose training
is ited by the Cc ission on A itat
for Pre-Hospital Continuing Education satisfies
this requirement.

{p) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S,, shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure direct care staff had a current
valid card for First Aid and for 1 outof 1
sampled staff {Administrator).

The findings include:

Review of the facility's personnet record for the
Administrator with an unknown hire date,
revealed he dees not have a current valid card for
First Aid and in his file. During an inferview
on at approximately 9:30 AM the
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Administrator stated he will provide direct care
and services to the residents.

During an interview on at
approximately 10:00 AM with the Administrator he
acknowledged the findings. No additional
documents were provided.

Class Hll

A 160! 59A-36.015(1) FAC Records - Facility A160

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility,
{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident's:

1. Date of admission, the facifity or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge

AHCA Form 3020-0001
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requires a new entry in the log, Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facitity but
intending to return pursuant to Rule 58A-38.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in patagraph
().

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C,, that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.A.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-36.013, FA.C.

{g) The admission package presented o new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.AC.
{h) If the facility advertises that it provides special
care for persons with ‘s of
related , & copy of alt such factlity
advertisements as required by Section 428.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

{}) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
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{k) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FAC,,
issued within the last 2 years.

{m) Pursuant to Section 429.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
jast 5 years.,

{n) The facitity's resident elopement response
policies and procedures.

{0) The facitity's documented resident elopement
response drills,

{p) The facility's policies and procedures pursuant
to subsection 59A-36.007(10), FAC;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical ;

{f) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview it was
determined the facility failed to provide
docurmnentation for the Facility's Policy and
Procedures.

The findings include:
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During facility record review of the Policy and
Procedures it was revealed that there was no
documentation in file at the time of the survey.
During an interview on at
approximately 9:30 AM with the Administrator he
was informed to provide the facility's Policy and
Procedure. The adminsirator was also unable to
provide proof of the facility's Department of
Health and Fire inspection for the facility, facility's
ALF residency contract.

During an interview on at
approximately 10:00 AM the Administrator
acknowledged the findings. No additional
documentation was provided.

Class il

A 161 429.275(2) FS; 59A-36.015(2) FAC Records - At61
Staff

428.275
(2) The administrator or owner of a facility shalt
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

ion of i with alf

training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
licensure or certification is required under this
part or rule.

59A-36.015

(2) STAFF RECORDS.

{a) Personne! records for each staff member

must contain, at a minimum, a copy of the
ication, with

AHCA Form 3020-0001
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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 ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.$., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job descriptions
given to each staff member pursuant to Rule
59A-36.010, FAC,
5. Documentation verifying direct care staff and

drills pursuant to paragraph 59A-36.007(8)(¢),
FAC.
{h) The facility is not required to maintain

staffing agency or staff employed by an entity
residents and the facility. However, the facility

facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.

{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 8 months as required by Rule
59A-36.010, F.AC.

Based on record review and interview it was
determined the facility failed to ensure an
ication and were

administrator participation in resident elopement

personnel records for staff provided by a licensed

.. to provide direct or indirect services to

must maintain a copy of the contract between the

This Statute or Rule is not met as evidenced by:
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available at the time of survey for the
Administrator. The facility also failed to provided
documentation of training for Staff A {the
Administrator) relevant to his job duties {including
direct care services).

The findings include:

Review of the facility's personnet records on

for the Administrator with an unknown
date of hire, it revealed he did not have an

ication and in his file.

During an interview on at
approximately 9:30 AM the Administrator was
informed to provide an employment application
and references.

During further request and review, the
Administrator was unable to provide any job
trainings relevant o his job duties. The
Administrator stated, he is in process of
completing alt of the required trainings.

During an interview on at
approximately 10:00 AM with the Administrator he
acknowledged the findings. No additionat
documents were provided.

Class 1l

AE201] 50A-36.021(2) FAC 429.07(3)(b)5, FS ECC - AE201
Policies

58A-5.030

{2) EXTENDED CONGREGATE CARE
POLICIES. Policies and procedures established
through extended congregate care services must
promote resident independence, dignity, choice,
and decision-making. The facility must develop
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and implement specific written policies and
procedures that address:

{a) Aging in place;

{b) The facility's residency criteria developed in
accordance with the admission and discharge
reguirements described in subsection (4), and
extended congregate care services listed in
subsection {7);

{c) The personal and supportive services the
facility intends to provide, how the services will be
provided, and the identification of staff positions
to provide the services including their relationship
1o the facility;

{d) The nursing services the facility intends to
provide, identification of staff positions to provide
nursing services, and the ficense status, duties,
general working hours, and supervision of such
staff;

{e) Identifying potential unscheduled resident
service needs and mechanisms for meeting
those needs including the identification of
resources to meet those needs;

{f) A process for mediating conflicts among
residents regarding choice of room or apartment
and roommate; and,

{(g) How to involve residents in decisions
concerning the resident. The services must
provide opportunities and encouragement for the
resident to make personal choices and decisions,
If a resident needs assistance to make choices or
decisions, a famity member or other resident
representative must be consulted. Choices must
include at a minimum whether:

1. To participate in the process of developing,
implementing, reviewing, and revising the
resident's service plan,

2. To remain in the same room in the facility,
except that a current resident transferring into an
extended congregate care services may be
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required fo move to the part of the facility licensed
for extended congregate care, if only part of the
facility is so licensed,
3. To select among social and leisure activities,
4. To participate in activities in the community, At
a minimum the facility must arrange
transportation to such activities if requested by
the resident; and,

5. To provide input with respect to the adoption
and amendment of facility policies and
procedures.

429.07(3)(b), FS

5. Afacility that is ficensed to provide extended
congregate care services is exempt from the
criteria for continued residency set forth in rules
adopted under s. 429.41, Alicensed facility must
adopt its own requirements within guidelines for
continued residency set forth by rule. However,
the facility may not serve residents who require
24-hour nursing supervision, A licensed facility
that provides extended congregate care services
must also provide each resident with a written
copy of facility policies governing admission and
retention.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to establish and
maintain Extended Congregate Care (ECC)
Policies.

The findings include:

During facility record review of the Policy and
Procedures it was revealed that there was no
documentation in file at the time of the survey.
During an interview on at
approximately 9:30 AM with the Administrator he
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was informed to provide the facility's Policy and
Procedure, he was unable to provide the
requested documentation.

During an interview on at
approximately 10:00 AM the Administrator
acknowledged the findings. No additional
documentation was provided.

Class il
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Cze16,

408.809(2) 435.05(2) 53A-35.090(20-3b)

-Ce

408.809 Background screening; prohibited
offenses.-
{2) Every 8 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement fo forward the person's | |
o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolled in the Federal
Bureau of investigation's national retained print
nofification program. lfthe | 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
- electronically to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The | shall be retained by the
Department of Law Enforcement under s.
943.,05(2)(g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borme 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

cz816
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professional licensure requirements of the
Department of Financlal Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 851,
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
level 2 screening for more than 80 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 meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.

{d) An ion of Ce i with
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by

reference, avaitable at

hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:f/ahca.myflorida.com/MCHQ/Central_Service

Cz816
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s/Background_Screening/Regulations_Forms.sht
ml. 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 qualified priorto |, to
the position,

{3) Results of Screening and Notification.

() 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
licensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myfiorida.com/SingleSignOnPortal.
(b} If a Level 2 criminaf 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
regutar 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.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined the facility did not have completed
Attestation of Compliance for 1 out of 1 sample
staif (Staff A).
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The findings include:

Review of personnel fife conducted on

for Staff A {Administrator) with an
unknown hire date. The Administrator did not
have a completed Attestation form in his
employee fite.

During an interview on at
approximately 10:00 AM, the Administrator
acknowledged the findings. No additional
documentation was provided.

Unclassified

CZ830. 408.821 F$ Emergency Management Planning ©Zz830

408.821 Emergency management planning;
emergency operations; inactive license.~
(1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such ficensee shall
submit its comprehensive emergency

pian to the tocal
management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{h) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, 1o a previously approved plan.
{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
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approvat of its plan by the local emergency
management agency, county health department,
or Department of Health.

{2) An entity subject fo this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

ompt plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all 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 1o this section when the provider
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 licensed.

3. Does not have a provisional license.

4. Will be terporarily 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 fo 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 period 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. Upon agency
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approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rutes. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the ficense
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 ali requirements of this part and
applicable rules and statutes.

{4) .. . Licensees providing residential or inpatient
services must utilize an online database
approved by the agency fo 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 ensure its Comprehensive Emergency
Management Plan (CEMP) and Emergency
Environment Control Plan (EECP) was approved
and/or submitted to the Locat County Emergency
Management Division.

The findings include:

Review of the facility's record revealed no
documentation of the CEMP/ EECP approval
{etter or submission to the Local County
Emergency Management Division in file. Further
review of the Broward County porfal revealed
CEMP status as Draft, as of

During an interview on at
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approximately 9:30 AM the Administrator was
informed to provide the facility's current CEMP
approvat letter or proof of communications and/or
submissions to the Local County Emergency
Management Division,

During an interview on at
approximately 10:00 AM the Administrator
acknowledged, he does not have documentation
o support CEMP and EECP approval letter or

proof of i and/or issions. No
additional documents were provided at the time of
the survey,
Class il
CZ841 408.823( ) FS In-person Visitation CZ841

{1) This section applies to .
centers as defined in s. 393.063,

hospitals licensed under chapter 395, nursing
home facilities ficensed under part Il of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facilities licensed under part | of chapter 429,

{2)(a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation poficies and procedures. The policies
and procedures must, at a minimum, include
sontro} 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
the standards in ss. 400.022(1)(b) and 429.28(1)
{d), as applicable; and designation of a person
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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 allow consensual physical
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor wha is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider must allow in-person visitation by the
essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider, This section does not require an
essential caregiver o provide necessary careto a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
1o provide such care.
{c) The visitation policies and procedures
required by this section must allow 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 fiving with
family before being admitted 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
caregiver.
6. A resident, client, or patient who used to talk
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and interact with others is seldom speaking.

7. For hospitals, childbirth, including labor and
defivery.

8. patients.

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

{e) The providers shali 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.
{f) Within 24 hours after establishing the poficies
and procedures required under this section,
providers must make such policies and

p easily ible from the

of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and inferview, it was
determined the facility failed to ensure Visitation
Policy and Procedures were available at the time
of survey.

The findings include:

Review of the facility records revealed no
Visitation Policy and Procedures documentation
available during survey. On at
approximately 9:00 AM, the Administrator was
informed to provide Visitation Policy and
Procedures.

On the facilities website and written
policy failed to address visitation in end-of-iife
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situations.
On the facilities website and written

policy failed to address visitation for a resident,
client, or patient who was fiving with family before
being admitted to the provider's care and is
struggling with the change in environment and
lack of in-person family support.

On the facilities website and written
poticy failed to address visitation in the event the
resident, client, or patient is making one or more
major medical decisions,

On the facilities website and written
policy failed to address visitation when a resident,
client, or patient is experiencing emotional
distress or grieving the loss of a friend or family
member who recently

On the facilities website and written
policy falled to address visitation when a resident,
client, or patient needs cueing or encouragement
1o eat or drink which was previously provided by a
family member or caregiver,

On the facilities website and written
policy failed to address visitation when a resident,
client, or patient who used to talk and interact with
others is seidom speaking.

During an interview on at
approximately 10:00 AM the Administrator
acknowledged the facility does not have
documentation on Visitation Policy and
procedures at the time of the survey.

Unclassified
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