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CZ813; 59A-35.090(3)(c}, FAC Results of Screening & cz813
$8=D | Notification in File

59A-35.090 Background Screening.

(3) Results of Screening and Notification.

{c) The eligibility results of employee screening
and the signed Attestation referenced in
subsection 58A-35.090(2), F A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based o record review and interview, the facility
faited to ensure the required signed Attestation of
Co i with i

Requi forms were maintained in 2 of 3
employee’s personnet files, Staff B and Staff C.

Findings include:

Review of the personnel file for Staff B,
Caregiver, showed a hire date of .No
signed Attestation of Compliance form could be
jocated in Staff B's personnel file,

Review of the personne! file for Staff C,
Caregiver, showed a hire date of .No
signed Attestation of Compliance form coutd be
located in Staff C's personnel file.

During an interview on at 1:30 PM, the
Business Office Manager stated, "l did not know
that the signed forms are to be kept in the
employee record."
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Services, and Limited Mental Health services
maonitoring was conducted at Eustis Senior Care

. . Deficiencies were
identified at the time of the survey.
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