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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.
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{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 regi i
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 record reviews and interviews the
facility failed to place 1 of 8 sampled employees
{E} on the background roster withinn 5 days of

her initial hire.

Findings:

On while conducting an employee

review it revealed employee's {E) was not on the
roster. While revi E's

record it revealed she has a hire date of

Interview on at 3:20pm with the
business manager she could not provide proof of
employee E being placed on the background
roster, she stated that some how she forgot to put
the employes on the roster.

Unclassified
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$8=D ! Background Screening; Prohibited Offenses

408.809 Background screening; probibited
offenses.-

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
cenducting screening under chapter 4356;

{a) The licensee, if an individual.

{b) The administrator or a similarly titied person
who is responsible for the day-to-day operation of
the provider.

{c) The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

{d) Any person who is a controlling interest,

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, . with a ficensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or . with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

YA must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
ins, 435.04 and this section, and the qualifying or
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disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in s. 435.04,
all persons required fo undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardless of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c) Section 408.920, relating to Medicaid provider
fraud.

{d) Section 408.9201, relating to Medicaid fraud.
{e) Section 741.28, relating fo domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
listed in this subsection.

{g) Section 784.03, relating fo battery, if the victim
isa adult as defined in s. 415.1020ra
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

{h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

{i) Section §17.234, relating to false and
fraudulent insurance claims.

(}) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
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device, if the offense was a felony.

(k) Section 817.50, relating to fraudulently
obtaining goods or services from a health care
provider.

{1) Section 817.505, relating to patient brokering.
{m) Section 817,568, relating to criminal use of
personal identification information.

{n) Section 817.60, relating fo obtaining a credit
card through fraudulent means.

{0) Section 817.61, relating fo fraudulent use of
credit cards, if the offense was a felony.

{p) Section 831.01, relating to forgery.

{q) Section 831.02, relating fo uttering forged
instruments.

{r) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s) Section 831.08, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating fo the sale,

f , delivery, or ion with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.

{v) Section 895.03, relating fo racketeering and
collection of untawful debts.
{w) Section 896.101, relating to the Florida Money

Laundering Act.
If, upon rescreening, a person who is currently
employed or with a licensse and was

screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agenocy and, if agreed to by the employer, may
continue to perform his or her duties until the
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ficensing agency renders a decision on the
application for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

{5) The costs associated with obtaining the
required screening must be bome by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s, 943.063(3).
The agency shali establish a schedule of fees to
cover the costs of screening.

{B)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification fo a
person who is subject to this section and who:

1. Dees not have an active professionat license
or certification from the Department of Heaith; or
2. Has an active professionat license or
certification from the Department of Health but is.
not providing a service within the scope of that
license or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseif if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional ficense or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 1o implement this section, chapter 435,

AHCA Form 3020-0001
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and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining | pursuanttos.
943.05(2).

{8) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-

{1) if an employer or agency has reasonable
cause o believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in wiiting, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

di i fon or to request fon from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise allow an employee to have confact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. if the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the

AHCA Form 3020-0001
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employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening unti the is resclved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnet found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disgualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons untit the
soreening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
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upon notice of a conviction or fora
disqualifving offense listed under this chapter,
terminates the person against whom the report
was issued or who was . regardless of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this

chapter, the term:

(2) "Employee™ means any person required by

faw to be screened pursuant to this chapter,

including, but not limited to, persons who are
or vol

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview
the facility failed o obtain proof of a level Il
background screening for 1 of 7 sampled staff

(8).
Findings:

On review of unlicensed care staff B
revealed a hire date on - There was no
documented evidence of the tevel |l background
results in her record.

On at 3:50pm, the Assisted Living
Manager (ALF) stated, | will have to ask Human
Resources (HR) for it.

On at 5:10pm, the ALF Manager
stated, we do not have the background
screening.

Unclassified

CZ816 408.809(2) 435.05(2) 59A-35.090(2d-3b)
ing-C ’

CZ815

CZ816
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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
background screening under chapter 435, each
such person must submit to levet 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 to forward the person's |
to 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. lf the | 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

s electronically 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
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 bome by
the licensee or the person | .The
agency may accept as satisfying the
requirements of this section proof of compliance
with fevel 2 screening standards submitted within
the previous 5 years to meet any provider or
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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
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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 personnel record reviews and interview
the facility falled to obtain a signed background
screening compliance attestation for 1 of 7
sampled staff (B).

Findings:
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59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
Il, F.8., or authorizing statutes for the provider
type as specified in Secticn 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.

. . ofi
{a) The following required information must be
submitted electronically through the Agency's
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On areview of unficensed care staff B
revealed a hire date on . There was no
evidence documented of a signed background
screening compliance attestation.
On at 3:50pm, the Assisted Living
Manager (ALF) stated, | will have to ask Human
Resources (HR) for it.
On at 5:10pm, the ALF Manager
stated, we do not have the background screening
attestation form.
Unclassified
CZ821; 59A-35.110( ) FAC Reporting Requirements; cz821
88=D! Electronic Submission

AHCA Form 3020-0001

STATE FORM

CKTO1t

1 continvation sheet 13 of 41




PRINTED: 01/15/2025

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
AL11967434 e — 11/12/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
404 MARIPOSA STREET
ORLANDO LUTHERAN TOWERS
ORLANDO, Fi. 32801
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [in] PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
€Z821] Continued From page 13 cza21
Single Sign On Portal located at
nitps://apps.ahca.myflorida. i ignOnPo
rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse Incident, AHCA Form 3110-0010
oL, . which s hereby incorporated by
reference and available at:

hitps:/fwww firules org/Gateway/reference.asp?N
o=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 at:

ahca.myflorida i ignOnPo

t
rtal.
2. Assisted living facilities:

Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the cocurrence of the incident
as required in Section 429.23, F.S., on Assisted
Living Facility Adverse incident, AHCA Form
3180-1025 OL, , which is hereby
incorporated by reference and available at:
hitps:/fwww firules.org/Gateway/reference.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:

t ahca.myflorida, i ignOnPo
rtal.

3. Hospitals:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the oceurrence of the incident as
required in Section 385.0197, F.S., on Hospitat

AHCA Form 3020-0001
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Adverse Incident, AHCA Form 3140-5001 OL.,

. , which is hereby incorporated by
reference and available at:
hitps:/fwww. firules org/Gateway/reference.asp?N
ef-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:

.ahca.myflorida. ingleSignOnPo

ral.

4. Ambulatory Surgical Centers:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.8., on
Ambutatory Surgical Center Adverse incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available
at:

https:/iwww.firules orgiGateway/freference.asp?N
0=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:

.ahca.myflorida. ingleSignOnPo

ral.

8. Hospitals and ambulatory surgical centers

must submit annual reports pursuant to Section

395.0197 F.8., electronically to the Agency on

Annual Report, AHCA Form 3140-5005 OL,
, which is hereby incorporated by reference

and available at:

hitp: firules,of asp?No

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

Sign On Portal located at:

hitps:/fapps.ahca myflorida.com/Si ignOnPo

stal.

6. For the purposes of this rufe, the following

applies for submitting adverse incident reports:

AHCA Form 3020-0001
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a. A business day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.8.
b. A preliminary {1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full 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.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
o $50 per day fate not to exceed $500.
{b) The licensee must retain a copy of all
documentation generated at time of reporting as
jon of electronic issi
{c) If the Agency's Single Sign On Portal or the
online 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 record review and interview the facility
failed to submit a day 1 incident report to the
agency within 1 business day of the incident and
a 15 day after the occurrence for 1 of 11 sampled
residents (5).

Findings:

On at 10:15am while conducting a family

AHCA Form 3020-0001
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interview, resident #5's family member stated that
her mother had takena  on . The
family member stated that her mother had to be
taken to the hospital where it was found her

mother had sustained a . The famity
member stated that her mother was not a risk for
, she did have , but could be easily
redirected.
Resident #5's date of admission was - Her
health assessment dated revealed a
history of s . . . .
and . " 2 None, Nursing
treatment: shows an admission date to hosppice
on , special precautions: None. Elopement

Risk: No, She needed assistance with all Acitivies
of Daily fiving. The resident was on a regular diet.

At 1:37pm in an interview with the Director of
Nursing {DON) confirmed that resident #5 had
indeed taken a by the elevator, and had to go
out for a higher level of care. The DON stated
that the facifity did not complete a incident report
because there was no need 1o do it becausse it
was not the facllity's fault it was something the
resident caused herself.

The faciity  policy was reuested at 11:37am
and again at 1:11pm. The policy was not
provided during the survey.

Photographic evidence obtained

Class il

CZ841] 408.823( ) FS In-person Visitation CZ841
$8=D

{1) This section applies to .

AHCA Form 3020-0001
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centers as defined in s. 393.063,
hospitals licensed under chapter 395, nursing
home facilities ficensed under part |l 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 policies and procedures. The policies
and procedures must, at a minimum, include
control and education poticies 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
responsible for ensuring that staff adhere to the
poticies 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 physicat
contact between a resident, client, or patient and
the visitor.
{b) Aresident, client, or patient may designate a
visitor who 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 fo provide necessary careto a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
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1o provide such care.

{¢) 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
and interact with others is seldom speaking.

7. For hospitals, chitdbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to 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, ficensure 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 policies
and procedures required under this section,
providers must make such policies and
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pre easily ible from the
of their websites.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's website and
interview, the facility failed to ensure the visitation
policies and procedures made accessible from
the homepage of the website was the correct
policies.

Findings:

Areview of the facility's paper visitation policies
and procedures revealed it met the requirements.

A review of the facility's website on at
5:28 pm revealed the visitation policy on it was
not the same as the paper version and did not
contain the required provisions. The facility
manager reviewed the website policies and
confirmed the findings.

Class

CZ875 430.5025(4 & ) / B
88=D | Training

{4) Employess of covered providers must
complete the following training for
and related 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 employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training

s

Cz841

CZ875
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program provided by the department.
1. The department shall provide training that is
available online 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 skills for
communicating and interacting with persons with

's ot related forms of

. Arecord of the completion of the

training program must be made available fo the
covered provider which identifies the training
currcula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employes'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 fraining
required in this subsection is not required to
repeat the program upon changing employment
1o a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal 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
to, 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
center, each employee who provides personal
care must complete 3 hours of fraining in addition
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o the training required in paragraphs (a) and (b},
The additional fraining 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

or related forms of + in addition
to 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 s
I fcath ies, medical ir
and stress 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 .- For this
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
guidance, support, or -on experience to
help develop and refine the employee's skills for
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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 empioyee has not received previous fraining
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 learning . chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d),
or paragraph () that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and inui ion of
the employee, if applicabte, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
mairtain 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
$. 464.201, training hours completed as required
under this section may count toward the total
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 foward the total
hours of continuing education required by that
practitioner’s licensing board.
{9} Each person employed, ,or
referred to provide services before ., | .

AHCA Form 3020-0001
STATE FORM 520 cKTo1t 1 continvation sheet 23 of 41



Agency for Healih Care Administration

PRINTED: 01/15/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11867434

{X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A, BUILDING:

BLWING

COMPLETED

1111212024

ORLANDC LUTHERAN TOWERS

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
404 MARIPOSA STREET
ORLANDO, Fi. 32801

(X410 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

€2Z875| Continued From page 23

must complete the training required in this section
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 , | , may compiete training using
approved curricutum 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
interviews, the facility failed fo ensure that 1 of 7
sampled staff (C) completed 4 hours, Level one
and Related
{ADRD) training within 3 months, completing an
additional 4 hours within 9 months of Level two
ADRD as required for employment.

Findings:

Review of unlicensed caregiver C's record
revealed a hire date on - There was no
documented evidence that Level one or Level
two, 4 hours ADRD training was completed.

On at 5:45pm, the ALF Manager
confirmed the findings.

Class il
A 000 Initial Comments

A re-licensure survey with Extended Congregate
Care (ECC) and a generator monitoring were
conducted at Orlando Lutheran Towers on

. The facility had deficiencies at the time

CZ875

A0GO
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of the survey.

A081 429.52(1 & 7) FS; 50A-36.011( ) FAC Training A081
$8=0 | - Staff in-Service

429.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must atiend a preservice orientation provided by
the facility before interacting with residents. The
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 completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facitity must keep the signed statement in the
employee ' s personnel record.

(b} Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility 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 employse
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice crientation required under paragraph

{a).

{7) Facifity 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
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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 to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
(1).
{b) New staff must complete the preservice
orientation prior to interacting with residents.
{¢) Onee 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 shall provide or
arrange for the following in-service training to
facility 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 facifity
sanitation procedures, before providing personal
care to residents. The facility must use its

control poficies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
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29 CFR 1910.1030, refating to borne

. ., may be used to meet this

requirement.

{b) Staff who provide direct care to residents

must receive a 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-coramand and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care o residents, who

have not taken the core training program, shalf

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 facility.

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.AC,, 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 minimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.
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1. Al facility staff shall be provided with a copy of
the facility's resident elopement response poficies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facility failed fo have documented
evidence to indicate 3 of 8 sampled staff received
the required in-service fraining as described in
59A-36.011 ( )F.AC. (administrator, A& D.)

Findings:

Areview of the administrator's personnel record
revealed a hire date of

Areview of nurse D's personnel record revealed a
hire date of

Neither record had documentation fo indicate
both staff received a minimum of 1 hour
in-service training within 30 days of employment
that covered the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.

On at 4:35 pm, the facility manager
provided a list of topics the facility covered in its
2-hour pre-in-service and identified it as proof of
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the fraining however, the training did not meet the
minimum duration of one hour.

Unlicensed caregiver A's record review revealed
a hire date of . A2-hour certificate for
pre-service orientation and all other required
in-service training dated . There was no
evidence of documented in-service training for:

a) elopement response training

b) one hour reporting major incidents, reporting
adverse incidents, facility's emergency
procedures, and incident reporting training

c) one hour resident rights and
recognizing/reporting Ineglect training

d) one hour nutritional & safe food handling

Class il

A082 59A-36.011(4) FAC Training -/
88=D

“)

[ ). Pursuant to section
381.0035, F.S,, 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
mairtained in accordance with subsection {12), of
this rule.

This Statute or Rute is not met as evidenced by:
Based on personnel record reviews and interview

AQ81

A082
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the facility failed to have documented evidence to
indicate 1 of 7 sampled staff completed a
one-time education course on and

within 30 days of employment (A).

Findings:

Review of unlicensed caregiver A's record
revealed a hire date of . The record did
not contain documentation to indicate she
completed a one-time education course on
and

On at 5:45 p.m., the ALF Manager
confirmed the findings.

Class il

A090, 50A-36.011(11) FAC Training -
88=D

(1)

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 facility'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 personnel record reviews and

A0B2

A090
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interviews, the facility failed o ensure 3 of 8
sampled staff (administrator, A & D) received at
{east one hour of training in the facility’s policies
and procedures regarding

) within 30 days after
employment.

Findings:

Areview of the administrator's personnel record
revealed a hire date of

Areview of nurse D's personnel record revealed a
hire date of

Neither record had documentation to indicate

both staff received at least one hour of training in

the facility's policies and procedures regarding
within 30 days after employment.

On at 4:35 pm, the facility manager
provided a list of topics the facility covered in its
2-hour pre-in-service and identified it as proof of
the training however, the training did not
meet the minimum duration of one hour,

Review of unlicensed caregiver A 's personne!
record revealed a hire date of . The record
did not contain docurmentation to indicate
unlicensed caregiver A received at least one hour
of training in the facility’s policy and procedures
regarding

Class il

A 032 59A-38.007(7) FAC Resident Care - Elopement
$8=D!| Standards

A0S0

A032
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59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopsment.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 58A-36.006(2}
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S,, is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimurmn, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and faw snforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
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develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for

i ing each part of the

response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident’s family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{¢) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 428.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's documented
elopement drills, personnel record reviews and
interview, the facility failed to ensure 3 of 8
sampled staff participated in a minimum of two
resident elopement drills each year {A, C, F.}

Findings:

1. On at 3:15 pm, caregiver F was
asked if the facility conducted resident elopement
drills. The caregiver's response was "what does
that mean, elopement drills?"

A review of the facility's 2023 & 2024 documented
elopement drills revealed caregiver F was not
fisted as a participant on any of them.
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On at 4:35 pm, a review of the facility's
employee background clearinghouse revealed
caregiver F was hired on . The facility
manager reviewed the elopement drills then said
caregiver F did not participate in any of them.

2. Review of personnel records revealed
unlicensed caregiver A was hired on and
unlicensed caregiver C was hired on

Review of the . . .
,and resident elopement drills,
revealed unficensed caregiver A appeared on
and unficensed caregiver C appeared on
. There was no further documentation that
the caregivers participated in a minimum of 2
drills annually on the 2023 and 2024 drills
provided.

Class #ll

A 160 59A-36.015(1) FAC Records - Facility
88=D
59A-36.015 Records.

The facifity must maintain required records in a
manner that makes such records readily available

at the licensee's physical address for review by a
legally authorized entity. If records are maintained:
in an electronic format, facility staff must be
readily avaitable to 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} EACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.

A032

A 180
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{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facility 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
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 facility but
intending to return pursuant to Rule 58A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

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

{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, FA.C., that must
be readily available by facliity staff.

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

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013, FAC.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related , @ copy of all such facility
advertisements as required by Section 429.177,
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{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. Faciliies 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.

{k) All fire safety inspection reports issued by the
jocal authority or the State Fire Marshal pursuant
o Section 429.435, F.$., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Ali sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the fast 2 years.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.

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

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

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

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

{r) The facility's medication practices;

{s) The facitity's policy on physical H

{t) 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.8.;

{w} For facilities licensed as limited mental health,
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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 reviews and interviews, the
facility failed to maintain satisfactory annual
health department and fire inspections,

Findings:

Review of the health department group
care inspection revealed it was satisfactory.

Review of a fire re-inspection revealed
the facility had corrected deficiencies.

On at 10:50 am, the facility manager
said was the last time a group care
inspection was conducted,

On at 11:36 am, the plant operations
manager provided an application he submitted to
the fire department during the survey to pay the
fee for an annual inspection.

Class #ll

A 189 420.905(2) FS; 58A-16.108( ) FAC ADCCs in A 189
$$=D | ALF

429.905(2)
A licensed assisted living facility, a licensed
hospital, or a licensed nursing home facility may
provide services during the day which include, but
are not limited to, social, heaith, therapeutic,
recreational, nutritional, and respite services, to
adults who are not residents. Such a facility need
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not be licensed as an adult day care center;
however, the agency must monitor the facility
during the regufar inspection to ensure adequate
space and sufficient staff. If an assisted living
facility, a hospital, or a nursing home holds itself
out to the public as an adult day care center, it
must be licensed as such and meet all standards
prescribed by statute and rule. For the purpose of
this subsection, the term "day” means any portion
of a 24-hour day.

59A-16.108

{2) The Participant Capacity shail be determined
by the total amount of Net Floor Space available
for all of the Participants. Centers licensed prior
1o the effective date of this rule shall provide 30
square of net floor area per Participant. For
Centers initially licensed after . .
there shall not be less than 45 square of net
floor area per Participant. Centers shall be
required to provide additional floor space for
special target populations fo accommodate
activities required by Participant care plans. A
change in space usage that increases or
decreases the Participant Capacity must continue
to comply with all requirements of part Ill of
chapter 429, F.S., and this rule.

{3) The Participant Capacity of facilities that are
exempt from licensure as an Adult Day Care
Center pursuant to section 429.905, F.S., shall be
determined by the total amount of Congregate
Space available to the Participants. Such
Facilities shall utilize separate space over and
above the minimum requirement needed to mest
their own licensure certification approval
requirements.

This Statute or Rute is not met as evidenced by:
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Based on review of the facility’s website and
interviews, the facility advertised that it offered
Adult day services without being licensed for such
services.

Findings:

Review of the facility's website on at12
pm revealed the facility advertised that it offered
Adult day services. A review of the facility's
ficense revealed it held only a standard and
Extended Congregate Care (ECC} license,

On at 12:15 pm, the findings were
discussed with the facility manager, who was
given the refated Florida statute for reference and
was given the opportunity to provide additional
documentation.

On at 12:40 pm, the facility manager
returned with a copy of the statute. The language
in the statute was discussed further. No additional
response was offered.

Class 1l

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

{a) 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 facility
receiving its ECC license or within 3 months of
beginning empioyment in a currently licensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite

A189

AE210
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for this training. ECC supervisors who attended
the assisted living facility core training prior to

, shall not be required to teke the
assisted iivmg facility core training competency
test
{b) The administrator and the ECC supervisor, if
different from the administrator, must complete a
minimum of 4 hours of continuing education
every two years in topics relating to the physical,
.. . . orsocial needs of frail elderh y and

persons, or persons with
or related

{c) All direct care staff prowdmg care fo residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 8
months of beginning employment in the facifity.
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 personnel record reviews and
interviews, the facility failed 1o ensure 2 of 5 direct
care staff providing care to residents in an
Extended Congregate Care (ECC) program
completed at least 2 hours of in-service training
within 6 months of employment.

Findings:

Review of unlicensed caregiver B's record
revealed a hire date on and unlicensed
caregiver C hire date on . There was

no documented evidence that the 2-hour ECC
training was completed as required,

On at 5:45pm, the ALF Manager
confirmed the findings.
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