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CZ814; 435.12(2)(b-d), FS Background Screening cz814
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
enrolled in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service 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 nationat
screening if the person returns fo 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 rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

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 . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO! IER F TITLE X6} DATE

STATE FORM o2 502V i continuation sheet 1 of 12



Agency for Healih Care Administration

PRINTED: 11/06/2024

FORM APPROVED

{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 parson with & current or
potential affiliation with a qualified entity for
electronic | submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's background
screening clearinghouse and interview, the facility
failed to report the initial eraployment status within
5 business days for 1 of 4 sampled staff (B}.

Findings:

On at 10:00am, Unlicensed care staff
B stated this is my second week. | don't know all
the residents by name.

A review of the facility’s background roster on

at approximately 2:20pm revealed
Unlicensed care staff B was not listed as an
employee.

A personnel review of Unlficensed care staff B
record revealed an application signed and dated

On at 2:35 pm, the Administrator
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returned to the private dining room, stating I've
fixed it and provided a printed copy of the
Background Screening Results.

The ini was informed that
needed to be added within 5 business days to the
roster of employment.

On at 2:45pm, the Administrator
confirmed the findings.

{photographic evidence obtained)

Class #l

C©Z821, 59A-35.110{ ) FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure period, any
change or expiration of any information thatis
required to be reported under Chapter 408, Part
II, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.8.,
during the license application process must be
reported to the Agency within 21 days of
occurrence of the change, including:
{a) Insurance coverage renewal;
{b) Bond renewal;
{c) Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;
{d) Annual sanitation inspections;
{e) Fire inspections,

i i of ir
{a) The following required information must be
submitted efectronically through the Agency's
Single Sign On Portal located at

cz821
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rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the oceurrence of the incident as
required in Section 400.147, F.8. on Nursing
Home Adverse Incident, AHCA Form 3110-0010
oL, , , which Is hereby incorporated by
reference and available at;
https:/iwww.flrules.org/Gateway/reference.asp?N
0=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located al:

hitps:/fapps.ahca.myflorida.cc i ignOnPo
rial.

2. Assisted fiving facilities:

Adverse incident reports must be submitted
electronically fo the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 420.23, F.S., on Assisted
Living Facility Adverse incident, AHCA Form
3180-1025 0L, | , which is hereby
incorporated by reference and available at:
hitps:/fwww.firules.org/Gateway/freference.asp?N
0=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:

hitps:/fapps.ahca.myflorida.cc i ignOnPo
rial.

3. Hospitals:

Adverse incident reports must be submitted
electronically fo the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, £.8., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL,

AHCA Form 3020-0001
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. , which is hereby incorporated by
reference and available at:
hitps://www.firules.org/Gatewayfreference.asp?N
0=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency’s Single Sign On
Portal located at:
hitps: ahca.myflorida. i ignOnPo
stal.

4. Ambutatory Surgicat Centers:

Adverse incident reports must be submitted
electronically fo the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 385.0187, F.S., on
Ambulatory Surgical Center Adverse incident,
AHCA Form 3140-5004 OL., | , which is
hereby incorporated by reference and available
at:

hitps:/fwww. firules.org/Gateway/freference.asp?N
=Ref-08780, and through the Agency's adverse

incident reporting system which can only be

accessed through the Agency's Single Sign On

Portal located at:

hitps:, ahca.myflorida. i ignOnPo

stal.

5. Hospitals and ambulatory surgicat centers

must submit annual reports pursuant to Section

395.0197 F.S., electronically to the Agency on

Annual Report, AHCA Form 3140-5005 0L,

, which is hereby incorporated by reference

and available at:

hitp:/iww firules.org/Gateway/reference.asp?No

=Ref-12123, and through the Agency's Single

Sign On Portal located af:

hitps://apps.ahca.myflorida.com/SingleSignOnPo

rtal.

6. For the purposes of this rule, the following

appilies for submitting adverse incident reports:

a. A business day means any day other than a

AHCA Form 3020-0001
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Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.8.
. A prefiminary {1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
©. Nursing Homes, Hospitals, and Ambulatory
Surgical-Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days afler the day of the incident.
d. Assisted Living Facilities: A fulf report (15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.S., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
to $50 per day fate not to exceed $500.
{b) The licensee must retain a copy of alf
documentation generated at time of reporting as
irmatis electronic issi
{c) If the Agency's Single Sign On Portal or the
ontine adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on the facility review and interview the
facility failed to submit an adverse incident report
electronically to the Agency within 1 business day
after the occurrence of the

incident for 1 of 1 sampled resident {#1).

Findings:

A record review of Resident #1 revealed an
admission date LA 1823
AHCA Form 3020-0001
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Health Assessment Form indicated a history of
" , generalized T , frail,
moderate hosplce service,

and identified as a precautnon

On a review of an incident report
dated indicated days to report
{prefiminary) 3. Further review revealed the report
was created and submitted on at
07:35pm to the Agency.

On a review of facility's progress
notes stated on at 04:15 read,
"Hospice nurse present at facility until hospital
transport arrived and transferred the resident to
stretcher and exited facility at 04:10."

On at 2:45pm, the Administrator
stated, | did not submit the Day 1 because we did
not know if the resident had a

{photographic evidence obtained)
Unclassified

CZ875 430.5025(4 & } { H Cz875
88D | Training

{4) Employees of covered providers must

complete the following training for ’s
and retated forms of :

{a) Upon beginning employment, each employee

must receive basic written information about

interacting with persons who have ‘s
or related forms of

{b) Within 30 days after beginning emp loyment,

each employee who provides personal care to or

AHCA Form 3020-0001
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has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available onfine at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of . how to identify the
signs and symptoms of , and skifls for
communicating and interacting with persons with
‘s or related forms of

. Arecord of the completion of the
training program must be made available fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personaf care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}. The
additional training must include, but is not limited
1o, behavior management, promoting the person
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult family-care home, or an adult day care

AHCA Form 3020-0001
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center, each employee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a) and (b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with 'S
of related forms of , in addition

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

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

and related forms of

. the stages of 's .
communication strategies, medical information,
and siress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning .- Forthis
subparagraph, the term "on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with

AHCA Form 3020-0001
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guidance, support, or -on experience o

help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic leaming .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{fi1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d).
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employes, if applicable, must be provided to
the covered provider upon request,

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

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

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.
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{9) Each person employed, ,or

referred to provide services before |,

must complete the training required in this sect;on
before . Proof of completion of
equivalent training completed before |

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

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

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 1 of 4 sampled
caregivers completed a 1-hour training program
on and Related 's
{ADRD) within 30 days after beginning
employment (Memory Care Director).

Findings:

Areview of the Memory Care Director, an
unficensed care giver's personnel record revealed
a hire date of . The records did not
contain documentation to indicate the caregiver
completed a 1-hour training program on ADRD
within 30 days after beginning employment.

On at 2:35pm, the Administrator
stated she completed the training, and | will have
her print it out.

On at 2:45pm, the Administrator
stated she's not able to iocate it and | don't want
o keep you waiting.

Class il
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A complaint investigation 2024012291 and
generator monitoring was conducted at The
Grove at Trelago on . The facility had
deficiencies at the time of the survey.
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