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An unannounced bienniat recertification survey
was conducted on through at
Sodalis Defuniak Springs, an assisted living
facility in Defuniak Springs, FL. A complaint
investigation for complaint #2024007046 was
completed concurrent to this survey, Deficient
practice was identified-at the time of this visit.

©Z814 435.12{2)(b-d), FS Background Screening Cz814
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(b) Untit 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 fo a position that
requires screening by a specified agency.

2. Effective . , or a later date as
determined by the Agency for Health Care
Adrinistration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 80
days from a position for which screening is
conducted by & qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns to a position for
which screening is conducted by a qualified
entity.

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

AHCA Form 3020-0001

LABORATORY DIRECTOR'S OR PRO R z TITLE X6 DATE

STATE FORM =3 OHBY11 I sontiovation sheat € of 3



Agency for Healih Care Administration

PRINTED: 01/09/2025
FORM APPROVED

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
initial status or after a change in the person's
status has been made.

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

This Statute or Rule is not met as evidenced by:
Based on staff record reviews and interview, the
facility failed to ensure staff were included on the
Background Clearing House Roster for 1 of 3
staff sampled. (Staff C)

The findings include:

On , @ staff record review was conducted
for staff C, a medication technician hired on

. Areview of the Agency for Healthcare
Administration Background Screening Clearing
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House roster for the facility revealed this staff
member was not on the roster.
On at approximately 10:47 AM, an
interview with the Administrator confirmed that
shie is responsible for making sure the staff
records are complete. She acknowledged the
employee is not on the clearing house roster.
She stated she was unaware that staff needed to
be added to the clearinghouse roster but will
correct the oversight.
Unclassified
AQ00; Initial Comments A 000

An unannounced bienniat recertification survey
was conducted on through at
Sodalis Defuniak Springs, an assisted living
facility in Defuniak Springs, FL. A complaint
investigation for complaint #2024007046 was
completed concurrent to this survey. Deficient
practice was identified at the time of this visit.
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