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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.
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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
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 personnel record review, review of the
facility's care provider background screening
clearinghouse and interview, the facifity failed to
report the status of 2 of 3 sampled staff (A & B}
withint 10 business days.

Findings:

Review of caregiver A's personnel record
revealed a hire date of

Review of caregiver B's personnel record
revealed a hire date of

On at 8:44 am, review of the facility's
care provider background screening
clearinghouse revealed neither caregiver was
fisted on the roster for the facility's assisted living
license.

On at 3:27 pm, an attempt was made to
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discuss the findings with the administrator, who

declined saying she'd rather spend the time with

the residents and did not want to waste the

surveyor's time. She said when the report came

she'd do a plan of correction and fix it.

Unclassified

CZ818) 408.809(2) 435.05(2) 59A-35.090(2d-3b) cz818

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
packground screening under chapter 435, each
such person must submit fo 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 to forward the person's |, |
{0 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
notification program. If 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
. . 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

AHCA Form 3020-0001
STATE FORM

O1KIT1

i coninuastion sheet 3 of 65



Agency for Healih Care Administration

PRINTED: 01/15/2025
FORM APPROVED

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 borne 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 subrmitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that

{a) The i and

offenses for the prior screening are equivalent to
those specified in 5. 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 90 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,

B9A-35.090 Background Screening.
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{2) Processing Screening Requests, Required
Documents and Fees.

{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at

hitp:/Awww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:ffahca.myflorida.com/MCHQ/Central_Service
s/Background_Screening/Regulations_Forms.sht
al. 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 fo inform the
employer immediately if for any
disqualifying offense.

{e) An administrator or chief financial officer must
be screened and qualified priorto || o
the position.

{3) Results of Screening and Notification.

{a) 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.myflorida.com/SingleSignOnPortal.
{b) If a Level 2 criminal history is incomplete, a
certified letter will be sent fo 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
regular mail. Pursuant to Section 435.05(1)(d),
F.8., the missing information must be fited with
the Agency within 30 days of the Agency's

AHCA Form 3020-0001
STATE FORM 520 01Kt i coninuastion sheet 5 of 65




Agency for Healih Care Administration

PRINTED: 01/15/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969983 B WING 12/09/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
8378 FORT CLINCH AVE
YOUR SANCTUARY ASSISTED LIVING LLC
ORLANDO, F1, 32835
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY 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)
€Z818 | Continued From page 5 Cz816
request or the individual is subject to
disqualification in accordance with Section
435.08(3), F.S
This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to have documentation to
indicate 3 of 3 sampled staff (administrator, A, B}
An ion of C i with
Background Screening Requirements.
Findings:
Review of caregiver A's personnel record
revealed a hire date of
Review of caregiver B's personnel record
revealed a hire date of
Review of the administrator's personnel record
revealed a hire date of
None of the records had a compi ete attestation of
i with
reguirements.
On at 3:27 pm, an attempt was made to
discuss the findings with the administrator, who
declined, saying she'd rather spend the time with
the residents and did not want to waste the
surveyor's time. She said when the report came,
she'd do a plan of correction and fix it
Unclassified
CZ841 408.823( ) FS In-person Visitation Cz841
$8=D
{1) This section applies to .
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centers as defined in 5. 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

Cz841
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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
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 visitation policies and
procedures, review of the facility's website and
interview, the facility failed to maks its policy
accessible from the homepage of their website.

Findings:

Review of the facility's paper visitation policy,
revised on , revealed it met the
requirements.

Review of the facility's website on at
10:52 am revealed the policy on it was not the
same as the paper version and did not include

control and education policies for
visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors; and designation of a person
responsible for ensuring that staff adhere to the
poticies and procedures.

On at 3:27 pm, an attempt was made to
discuss the findings with the administrator, who
declined, saying she'd rather spend the time with
the residents and did not want to waste the
surveyor's time. She said when the report came,
she'd do a plan of correction and fix it

Class il

AQ00; Initial Comments

Ave-i anda itoring was

Cz841

A000
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$8=D! Health Assessment

429.28

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 428.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shail use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
10 or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission o, continued
residency in, or the defivery of services at the
facifity and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission fo or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facifity's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been
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conducted at Your Sanctuary Assisted Living on
. The facility had deficiencies at the time
of the survey.
A008 428.26( ) FS; 59A-36.006(2) FAC Admissions - A008
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through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfilfs the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical. personnet within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mentat
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical social worker, or
.. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mentaf hospital meets the requirements of
this fon related to ' for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnet
shall explain to the facility operator any special
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needs of the resident and advise the operator

whom to call should problems arise. The

Department of Children and Families shall advise

and assist the facitity administrator when the

special needs of residents who are recipients of
. require such

assistance.

59A-36.008

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-fo- medical examination completed by a

health care practitioner as specified in either

paragraph (&} or (b) of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission fo a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physicat and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

C . ) or any other
communicable . which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
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an assisted fiving faclility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner’'s form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, | , which is
incorporated by reference and available onfine at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-13531, Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. if the health care practitioner’s form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b},
{d) An assessment that has been conducted
through the Comprehensive, Assessment,

AHCA Form 3020-0001
STATE FORM L 01Kt I contingation sheat 13 of 65




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
AL11969983 e — 12/09/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8378 FORT CLINCH AVE
YOUR SANCTUARY ASSISTED LIVING LLC
ORLANDO, F1, 32835
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) 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)
A008! Continued From page 13 A008

Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.
{e) Any orders issued by the health care
practiioner conducting the medical examination
for medications, nursing services, treatments,
. ., or therapeutic diets, may be attached to

the health A health care iti
may attach a DH Form 1896, Florida

Form, for residents who do not
wish . . tobe
administered in the case of or

{f) 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 the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge fog and
counted in the facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident acoepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure 1 of 4
sampled residents (#6) was examined by a
ficensed physician, a licensed physician assistant,
or a licensed advanced practice registered nurse
within 60 days before admission to the facility or
within 30 days after admission 1o the facility and
failed to ensure the correct version of the resident
health assessment form (1823) was used to
record the health care practioner's examination
AHCA Form 3020-0001
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for 1 of 4 sampled residents (#3.)
Findings:

1.0n at 9:14 am, the administrator
identified resident #6 as her own family member
and said the resident came to the facility
approximately 60 days ago after sustaining a

. The administrator said she assisted the
resident with bathing, .+ grooming and
toiteting. The administrator said the resident was
independent with her medications. The
administrator said she did not have any facility
records, including an 1823 or health care
provider's examination form, for the resident
because the resident was her family member and
would be going home,

Review of a hospital after visit summary
revealed resident #6 was seen for from
spilled tea,

On at 12:50 pm, resident #5's personal
items were seen in her room.

2. Review of resident #3's record revealed a

facifity admission date of . The only 1823
in the record was @ version and not
the required | version. in addition, the

1823 was not signed and dated by the examiner
and was missing the examiner's name and title,
address and telephone number. A sticky note on
page 1 of the form indicated "signature pending.
Emailed doctor on "

On at 3:27 pm, an attempt was made to
discuss the findings with the administrator, who
declined, saying she'd rather spend the time with
the residents and did not want to waste the
surveyor's time. She said when the report came,

AHCA Form 3020-0001
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she'd do a plan of correction and fix it

Class il

A 033 59A-36.007(8) PHYSICAL A033

$8=D

{8) PHYSICAL . Residents for

whom a physician has prescribed a physicat
must have a written care plan for the use

of the physical . The care plan must be

developed within 14 days of the device being

prescribed, and prier to use on the resident.

{a) The care plan must specify:

1. The device prescribed for use;

2. The maximum amount of time the resident is

o have the applied each day; and,

3. in what manner and frequency staff wilf

monitor, observe, and report to the physician any

injuries, increase in agitation, signs and

symptoms of | , or decline in mobility or

function related to the use of the prescribed

{b) Facility staff must ensure that the device is
applied appropriately and safely.

{c) The resident's physician must review the
appropriateness of the continued use of the
physical annually, and documentation of
this review must be maintained in the resident's
record. If the resident's ability to independently
remove or avoid the device fluctuates, the device
must be considered a physical and alt
requirements of this subsection apply.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure a physician
prescribed the use of, a care plan was written and
the facility ensured the appropriateness for 1 of 1
sampled resident (#1) who was restrained in their

AHCA Form 3020-0001
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bed.

Findings:

Review of resident #1's record revealed a facility

admission date of . The resident's medical

history included s s

. and L An 1823
indicated the resident needed total assistance
with bathing, .» grooming, tolleting,

ambulation and transferring.

On at 9:02 am, the resident was seen
faying in her bed. She was alert, talkative and
pleasantly . She had a scoop mattress
and both half bed rails were up. A | chair
{Geri-chair) blocked the bottom right side of the
bed. A matiress was on its side and blocked the
bottom left side of the bed.

On at 10:03 am, the administrator said
the Geri-chair and mattress were positioned that
way "for precaution in case we don't see her
trying to get up., She's pretty active moving
around.” The administrator then described how
the resident was found on the floor on more than
one occasion at her previous facility.

On at 11:25 am, caregiver B said "she
tries to get up. If those are moved, we will hear it
and know. We always put them there to keep her
safe. Sometimes she thinks she can walk."

On at 11:46 am, caregiver A said
anytime the resident is in bed the Geri-chair and
mattress are positioned that way because "she
puts her , over the side. It's for security.”

On at 11:53 am, the administrator said
the facility did not have a policy regarding

AHCA Form 3020-0001
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$8=D | Standards

B59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
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 residenis 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 59A-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
potlicies and procedures, the facility must make,
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On at 1:29 pm, the resident’s family
member said they believed the positioning of the
Geri-chair and mattress was done as a
precautionary measure based on the resident's
experiences at her prior facility.
There was no documentation in the resident's
record to indicate the facility determined the
Geri-chair and matiress were the most
appropriate devices to use, including a
physician's order and a care plan.
Class #l
A 032 59A-38.007(7) FAC Resident Care - Elopement A032
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at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff frained
pursuant to paragraph 59A-36.011(10)a) or (¢),
F.A.C., must be generally aware of the focation of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and taw enforcement as necessary.
The facifity'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
develop detailed written policies and procedures.
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsibie 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 429.41(1)(k}, F.S.

AHCA Form 3020-0001
STATE FORM 520 01Kt I contingation sheat 19 of 65



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
AL11969983 e — 12/09/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8378 FORT CLINCH AVE
YOUR SANCTUARY ASSISTED LIVING LLC
ORLANDO, F1, 32835
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) 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)
A032] Continued From page 19 A032

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
fafled to maintain documentation to indicate a
minimum of two resident elopement drills
occurred each year and failed to ensure all staff
participated in them.

Findings:

Review of caregiver A's personnel record
revealed a hire date of

Review of caregiver B's personnel record
revealed a hire date of

Review of the administrator's personnet record
revealed a hire date of

A review of the facility's records revealed there
were no documented resident elopement drills.

On at 10:08 am, when asked if the
facility conducted resident elopement drills
caregiver A could not answer. When asked if she
knew what an elopement drilf was she replied
“"not really.” She then said "we have discussed
that in depth. If a resident tries to elope. But you
said elopement drill.”

On at 11:25 am, when asked if the
facility conducted elopement drills caregiver B
replied "yes, she do it because the state requires
that. She hides something and then we have to
do what we're supposed to do to find it." She
believed she participated in two drills since being
hired.

On at 2:30 pm, the administrator said
AHCA Form 3020-0001
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one drill was conducted in the previous two years
but she did not document it.

Class il

A 034 59A-36.007(9) ASSISTIVE DEVICES A034
88=D
(9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident's assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure
documentation of each assistive device used by 1
of 2 sampled residents was included in the
resident's record (#1.)

Findings:

Review of resident #1's record revealed a facility
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admission date of . The resident's medical
history included s s
, and L-An 1823
indicated the resident needed total assistance
with bathing, » grooming, toileting,

ambulation and transferring. There was no
documentation on either the 1823 or in the record
to indicate the resident used an assistive device.

On at 9:02 am, the resident was seen
faying in her bed. A | chair (Geri-chair)
was next to her bed.

On at 9:45 am, the administrator said
the resident was out of bed and in the Geri-chair
every Tuesday, Thursday, Saturday, and Sunday.

The facility's policy on assistive devices, revised

, indicated a device used for movement
shouid be included in the 1823 either prior to or
upon admission or within the first 30 days of
residency.

Class il

A 078 50A-36.010(2) FAC Staffing Standards - Staff AQ78
88=D
(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 8 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
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or ownership.

1. Evidence of a negative

examination must be documented on an annual

basis. Documentation provided by the Florida

Department of Health or a licensed heaith care

provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An

individual with a positive test must

subrit a health care provider's statement that the

individual does not constitute a risk of

2. if any staff member has, or is suspected of
having, & i , stch individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not

itute a risk of itting & icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to 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, F.AC.

{d) An assisted living facility Lo
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
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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 408.80¢ and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure staff were
qualified to perform their assigned duties
consistent with their level of education, training,
preparation, and experience by allowing

i staff ini: Yo ini a
medication to 2 of 3 sampled residents (#1 & 2,)
failed to ensure 2 of 3 sampled staff (A & B)
submitted a written statement from a health care
provider documenting the individual did not have
any signs or symptoms of communicable
within 30 days after beginning employment, and
failed to ensure the personnel record for 1 of 1
sampled staff (administrator) contained
documentation of a negative {)
examination on an annual basis.

Findings:

1. Review of resident #1's 1823 indicated
the resident needed medication administration.

Review of resident #2's 1823 indicated
the resident needed medication administration.

On at 12:09 pm, the administrator
AHCA Form 3020-0001
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crushed resident #1's medication then poured it
over the resident's Caesar salad. The

ini OF then opened a ication capsule
and sprinkled the contents on the salad. She fed
the salad to the resident. She also held a cup of
medication fiquid to the resident's and,
instructed the resident to drink it.

On at 12:20 pm, the administrator said
she was not licensed to administer medications.

On at 2:40 pm, the administrator
crushed resident #2's medication then poured it
over the resident's Caesar salad. The
administrator then fed the salad to the resident.

Neither resident's record bad a health care
provider's order allowing the medications to be
crushed and mixed with food.

2. Review of caregiver A's personnel record
revealed a hire date of - The record did
not have a written statement from a health care
provider documenting the caregiver did not have
any signs or symptoms of communicable

Review of caregiver B's personnel record
revealed a hire date of . The record had
a written statement from a health care
provider documenting the caregiver did not have
any signs or symptoms of communicable
however, the examination was conducted earlier
than 6 months before submission of the
statement.

Review of the administrator's personnel record
revealed a hire date of . The record had a
written statement from a health care

provider documenting the administrator that did
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not have any signs or symptoms of
communicable . The record did not have
documentation of a negative  examination
annually thereafter.

On at 3:27 pm, an attempt was made to
discuss the findings with the administrator, who
declined, saying she'd rather spend the time with
the residents and did not want to waste the
surveyor's time. She said when the report came,
she'd do a plan of correction and fix it.

Class 1l
A 079 50A-36.010(3) FAC Staffing Standards - Levels AQT9
8§8=D

{3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum

staff hours per week:

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week

0-5 168

212

16-25 253

26-35 294

36-45 335

46-85 375

56-65 416

66-75 457

76-85 498

86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who ocoupy
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beds included within the licensed capacity of an
assisted fiving facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility, Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4. In facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and s .
{ )y and holds a currently valid card
documenting completion of such courses must be
in the facility at all times,
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F 8., i
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atleast | . Mmustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a totaf of 60 days within a
calendar year, without being an administrator or
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manager.

7. Staff whose duties are exclusively buiiding or
grounds maintenance, clerical, or food
preparation do not count towards meseting the
minimum staffing hours requirement,

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), ait
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available fo residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency i that upervision
and care are not being provided to residents,
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resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents’
contracts. The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
63A-40, F.A.C., until such time as the local fire
safety authorily informs the agency that fire safety
requirements are being met,

1. When additionat staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan wilt be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facitity will no
longer be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facifities holding a timited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 53A-36.020,
59A-36.021 or 59A-36.022, F.A.C., respactively.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
fafled to maintain a written work schedule to
reflect its 24-hour staffing pattern.

Findings:

Review of the facility documents revealed none
were a staffing schedule.

On at 10:04 am, as a resuit of
requesting the facility's staffing schedule for the
previous two weeks, the administrator said she
did not have a written staffing schedule. She said
caregiver B worked Monday through Friday 7 pm
o 7 am, caregiver C Saturday and Sunday 7 pm
to 7 am, caregiver D Saturday and Sunday 7 am
to 3 pm, and caregiver A Monday through Friday
7 amto 7 pm, The administrator said she worked
any hours not covered,

Class il

A081 420.52(1 & 7} FS; 59A-36.011( ) FAC Training
88=D . - Staff in-Service

429.52

{1)(a) Each new assisted living facility empioyee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at Jeast 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

AQ79

A08t

AHCA Form 3020-0001
STATE FORM

L O1KIT1

I contingation sheet 30 of 65




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
AL11969983 e — 12/09/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8378 FORT CLINCH AVE
YOUR SANCTUARY ASSISTED LIVING LLC
ORLANDO, F1, 32835
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) 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)
A081! Continued From page 30 A081

completed the required preservice orientation,
The facility 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
facifity ficensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).

{c) f an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).

{7) Facility staff shalt participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required fo be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
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 tralning as detailed in subsection
(1)

{h) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
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which must be kept in the employee's personnel
record.
{d) In addition 1o 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
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-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
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1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident N

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.

1. Al facility staff shall be provided with a copy of

the facility's resident elopement response policies

and procedures.

2. Alf 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 observation, personnel record review
and interview, the facility failed to have
documented evidence to indicate 3 of 3 sampled
AHCA Form 3020-0001
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staff (A, B, administrator} received the required
in-service training as described in 59A-36.011

{ JFAC.
Findings:

On at 8:35 am, the administrator was
the only staff present in the facility and was seen
providing resident care.

Review of caregiver A's personnel record
revealed a hire date of - The record did
niot have documentation to indicate the caregiver
received 3 hours of in-service training within 30
days of employment that covered resident
behavior and needs and providing assistance with
the activities of daily living (ADLs.}

Review of caregiver B's personnel record
revealed a hire date of . The record did
not have documentation to indicate the caregiver
received the following training:

1. a preservice orientation of at least 2 hours that
covered, at a minimum, resident rights and the
facifity's license type and services offered by the
facifity.
2. a minimum of 1 hour in-service training in
control, including universal precautions
and facility sanitation procedures, before
providing personal care {o residents.
3. a minimum of 1 hour in-service training within
30 days of employment that covered reporting
adverse incidents and facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation.
4. a minimum of 1 hour in-service training within
30 days of employment that covered resident
rights in an assisted living facility and recognizing
and reperting resident , neglect, and
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5. 3 hours of in-service training within 30 days of
employment that covered resident behavior and
needs and providing assistance with the ADLs,
6. a minirmum of 1-hour-in-service training within
30 days of employment in safe food handiing
practices.

7. in-service training regarding the facility's
resident elopement response policies and
procedures within 30 days of employment.

Review of the administrator's personnel record
revealed a hire date of . The record did
not have documentation to indicate the
administrator received-3 hours of in-service
training within 30 days of employment that
covered resident behavior and needs and
providing assistance with the ADLs.

On at 2:25 pm, the administrator fooked
and said she could not find any more documents
for herself.

On at 2:31 pm, the findings for both

caregivers A and B were discussed with the
administrator, who responded "write it up.” She
was encouraged by the surveyor to review the
binder herself for the missing documents, but she
said if the surveyor did not see them then she
trusted the surveyor.

On at 2:38 pm, the administrator said,
"if you don't see what you need, let's just assume
we don't have it cause | have {0 go feed the other
resident.”

Class #l
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AQ82 50A-36.011(4) FAC Training -/ A082
§8=D
@)

(G ). Pursuant to section
381.0035, F.8., 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.8. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 2 of 3 sampled staff (B
& admin .

) a one-time
course on and within 30 days of
employment.

Findings:

Review of caregiver B's personnel record
revealed a hire date of

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

Neither record had documentation to indicate
they completed a one-time education course on

and. within 30 days of employment.
On at 2:25 pm, the administrator iooked
and said she could not find any more documents
for herself.
On at 2:31 pm, the finding for caregiver
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B was discussed with the administrator, who
responded "write it up." She was encouraged by
the surveyor to review the binder herself for the
missing documents, but she said if the surveyor
did not see them then she trusted the surveyor.

On at 2:38 pm, the administrator said,
"if you don't see what you need, let's just assume
we don't have it cause | have fo go feed the other
resident.”

Class #ll

A 083 59A-36.011(5) FAC Training - First Aid and
88=0
(5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card docurmenting
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
to 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 National
Safety Council, or an crganization whose training
is ited by the Cc ission on A itati
for Pre-Hospital Continuing Education satisfies
this requirement.
{h) 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 Iii, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

A08B2

A083
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This Statute or Rute is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure a staff member who
completed courses in first aid and

. . ) and who
held a currently valid card was in the facility at all
times.

Findings:
On at 10:04 am, as a result of

requesting the facility's staffing schedule for the
previous two weeks, the administrator said she
did not have a written staffing schedule. She said
caregiver B worked Monday through Friday 7 pm
to 7 am, caregiver C Saturday and Sunday 7 pm
1o 7 am, caregiver D Saturday and Sunday 7 am
1o 3 pm, and caregiver A Monday through Friday
7 am to 7 pm. The administrator said she worked
any hours not covered.

Review of the staffing binder revealed there was
no documentation to indicate any of the staff held
a currently valid first aid and card.

On at 2:38 pm, the administrator said,
"if you don't see what you need, let's just assume
we don't have it cause | have fo go feed the other
resident.”

Class #l

A084) 50A-36.011(6) FAC 429.52(6), FS Training - ACB4
$8=D| Assis Self-Admin Meds & Med Mgmt

59A-36.011

(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT, Unlicensed
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persons who will be providing assistance with the
If- inistration o ications as ibed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfifment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect fo the supervision,
N nistration, and

of

medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati asp ibed; r ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
docurmentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse of licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with seff-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.AC., including:

a. Assist with oral dosage forms, | dosage
forms, and | s s and

dosage forms;
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b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
“as needed” presctiption order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident’s health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

. Assist residents with syringes that are
prefilied with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;

i. Assist with H
j.Usea to perform
testing;

k. Assist residents with

and continuous positive airway pressure (CPAP)
devices, excluding the tifration of the

levels;

1. Apply and remove stockings and
hosiery;

m. Placement and removal of . bags,
excluding the removal ofthe | or
manipulation of the site; and,

n. Measurement of . . rate,
temperature, and | , rate.

{c) Unlicensed persons, as defined in section
429.256(1)(b), F.S., who provide assistance with
self-administered medications and have
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successfully completed the initial 6 hour training,
must obtain, annually, a minirmum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
living facility. The 2 hours of continuing education
training may be provided online.

{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have
successfully completed 4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (6)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

428.52

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility falled to ensure 1 of 3
sampled unlicensed caregivers (B} who assisted
with seif: ini ion of icati

a minimum of 6 hours of training before providing
assistance and failed to ensure 2 of 2 unlicensed
caregivers {A & administrator} obtained, annually,
a minimum of 2 hours of continuing education
training on providing assistance with
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self-administered medications and safe
medication practices in an assisted living facility.

Findings:

On at 10:08 am, unlicensed caregiver A
said she assisted residents with medications.

On at 11:25 am, unlicensed caregiver B
said she assisted residents with medications.

On at 12:09 pm the administrator was
seen giving medication to resident #1 and at 2:40
pm to resident #2.

Review of unlicensed caregiver B's personnel
record revealed a hire date of . The
record did not have documentation to indicate the
caregiver completed a minimum of 6 hours of
training on assisting with self-administration of
medications.

Review of resident #2's

Medication Observation Record {MOR) revealed

caregiver B assisted with medications on .
B vand

Review of unlicensed caregiver A's personnel
record revealed a hire date of

Review of the unficensed administrator's
personnel record revealed a hire date of

Both caregiver A's and the administrator's record
had a 6-hour certificate of training on
assisting with self-administration of medications.
Neither record had the required 2-hours of annual
training.

On at 2:25 pm, the administrator looked
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A084! Continued From page 42

and said she could not find any more documents
for herself.

On at 2:31 pm, the findings for both
caregivers A and B were discussed with the
administrator, who responded "write it up.” She
was encouraged by the surveyor to review the
binder herself for the missing documents, but she
said if the surveyor did not see them then she
trusted the surveyor.

On at 2:38 pm, the administrator said,
"if you don't see what you need, let's just assume
we don't have it cause | have fo go feed the other
resident.”

Class Hll

A 085 59A-36.011(7) FAC Training - Nutrition & Food
$8=D! Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

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

A084

A08B5
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the facility failed o ensure the person responsible
for the facility's food service and the day-to-day
supervision of food service (administrator)
obtained, annually, a minimum of 2 hours
continuing education in topics pertinent to
nutrition and food service in an assisted living
facility.

Findings:

On at 2:33 pm, the administrator said

she was the person responsible for the facility's
food service and day-to-day supervision of food
service.

Review of her personnel record revealed a 2-hour
certificate of training on food handling in assisted
fiving. There was no documentation to indicate
she obtained a minimum of 2 hours continuing
education annually thereafter.

On at 2:25 pm, the administrator looked
and said she could not find any more documents
for herself.

Class il

A0Y0 59A-36.011(11) FAC Training -
88=D

(11}

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

A08B5

A0S0
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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 53A-36.009, F.A.C.

This Statute or Rute is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 2 sampled staff
{B) received at least one hour of training in the
facility's policy and procedures regarding

( ) within 30 days after
employment,

Findings:

Review of caregiver B's personnel record
revealed a hire date of . The record did
not have documentation to indicate the caregiver
received at least one hour of training in the
facility's policy and procedures regarding

within 30 days after employment.

On at 2:31 pm, the finding was

with the in . Who 1
"write it up." She was encouraged by the surveyor
o review the binder herself for the missing
document, but she said if the surveyor did not see
them then she trusted the surveyor.

On at 2:38 pm, the administrator said,
"if you don't see what you need, let's just assume
we don't have it cause | have {0 go feed the other
resident.”
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A 093 50A-36.012(2) FAC Food Service - Dietary AD93

$8=0 Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facifity must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2025, which are incorporated by reference
and available for review at:

hitp: firules. .asp?No
=Ref-04003, and the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
Nationat Academies, 2018, which are
incorporated by reference and available for
review at:

t od.nih.gov/t ion/Dietary_
Reference_lintakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.
{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

itionist, or a regi dietetic ici
supervised by a licensed or registered diefitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
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the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.

1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary to accommodate resident needs
and preferences.

2. Menu items may be subsiituted with items of
comparable nutritional value based on the
seasonat availability of fresh produce or the
preferences of the residents.

{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.

{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required fo
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.

2. The facility must document a resident's refusal
1o comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal.

{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
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Intervals between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of .. the fime between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on .
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
aiso be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to prepare and serve a
therapeutic diet as ordered by the health care
provider for 1 of 1 sampled resident (#1.)
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Findings:
Review of resident #1's 1823 revealed
the health care provider ordered a reguiar, soft,
puree diet.
On at 12:05 pm, the adminisirator fed
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the resident a Caesar salad with chunks of
chicken and pasta. The resident did not
or have any signs of distress.

On at 3:27 pm, an attempt was made to
discuss the findings with the administrator, who
declined, saying she'd rather spend the time with
the residents and did not want to waste the
surveyor's time. She said when the report came,
she'd do a plan of correction and fix it.

Class #Hl

A 160 50A-36.015(1) FAC Records - Facility A 160
88=D
59A-36.015 Records.

The facitity 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 available 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) 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
fisting 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
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identification of the facility or home address o
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 89A-36.018,
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 tog described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approvai 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.AC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{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 , a copy of all such facility
advertisements as required by Section 429.177,

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

{i) 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
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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
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B9A-40, F.A.C., issued within the last 2 years.
{1) Ali sanitation inspection reports issued by the
county heaith department pursuant fo Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.
{m) Pursuant fo Section 428.35, F.8., all

survey, i ion and
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,;
{q) The facility's prevention policies and
procedures;
{r) The facility's medication practices;
{s) The facility'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.S.;
{w} For facilities licensed as limited 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, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain satisfactory annuat health
department inspections.
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Findings:

On at 12:59 pm, the administrator said
the last heaith department group care inspection
was done on . She did not remember
speaking with anyone at the health department
last year to follow up. She believed an inspector
was coming that day. She called the inspector
during the survey, who scheduled an inspection
for .

On at 3:22 pm, a health department
inspector conducted the inspection. The inspector
said the inspection was unsatisfactory until the
facility paid the invoice.

Review of the inspection revealed it was
unsatisfactory.

Class #Hl

A 161 428.275(2) FS; 59A-36.015(2) FAC Records ~
$8=0 gtaff

429.275
{2) The administrator or owner of a facility shal
maintain personnel records for each staff
member which contain, at a minimum,
do ion of ing, if

i 1of i with alt
training requirements of this part or applicable
rule, and a copy of all ficenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS,

A160

A6t
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{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
following, as applicable:
1. Decumentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC,,
2. Coples of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with tevel 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S,, and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, F.AC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.
{¢) The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.A.C.

This Statute or Rule is not met as evidenced by:
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Based on personnel record review and interview,
the facility failed to ensure the personnet record
for 1 of 2 sampled staff {A) included a copy of the
employment application, with references
furnished.

Findings:

Review of caregiver A's parsonnel record
revealed a hire date of - The record did
not have a copy of the employment application,
with references furnished.

On at 2:31 pm, the finding was
discussed with the administrator, who responded
“"write it up." She was encouraged by the surveyor
o review the binder herself for the missing
document, but she said if the surveyor did not see
them then she trusted the surveyor.

On at 2:38 pm, the administrator said,
"if you don't see what you need, fet's just assume
we don't have it cause | have to go feed the other
resident.”

Class il

A 162 59A-36.015(3) FAC Records - Resident
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
Name,

Race,

Date of birth,

Place of birth, if known,

Social security number,

Medicaid and/or Medicare number, or name of

N@ G wN

A181

A162
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other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,

9. Name, address, and tetephone number of the
resident's health care practioner and case
manager, if applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

practif ‘s medical ination form

in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing setvices,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C.. if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f}, F.A.C.

{fHiA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their | recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that | not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the seff-administration
of medication, a copy of the written informed
consent described in Rule 53A-36.006, F.A.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
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{i) A copy of the resident's contract with the
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as described in Rule 59A-36.018, F.AC.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F 8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.8,
1) # the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3 CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of atiorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
{0} The resident's ,DH
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Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
licensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement,

{q) Except for resident contracts, which must be
retained for 5 years, ail resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure 2 of 2
sampled resident (#1 & 2) records had an order
from a health care provider allowing the facility to
crush the resident’s medication and failed to
mairtain a record for 1 of 4 sampled residents
{#6) with the required documents.

Findings:

1. Review of resident #1's 1823 indicated
the resident needed medication administration.

Review of resident #2's 1823 indicated
the resident needed medication administration.
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On at 12:08 pm, the administrator

crushed resident #1's medication then poured it
over the resident’s Caesar salad. The

inis then opened a ication capsule
and sprinkled the contents on the salad. She fed
the salad to the resident.

On at 2:40 pm, the administrator
crushed resident #2's medication then poured it
over the resident's Caesar salad. The
administrator then fed the salad to the resident.

Neither resident's record bad a health care
provider's order allowing the medications to be
crushed and mixed with food.

On at 3:27 pm, an attempt was made to
discuss the findings with the administrator, who
declined, saying she'd rather spend the fime with
the residents and did not want to waste the
surveyor's time. She said when the report came,
she'd do a plan of correction and fix it.

2.0n at 9:14 am, the administrator
identified resident #6 as her family member and
said the resident came to the facility
approximately 60 days ago after sustaining a

. The administrator said a home health nurse
came to the facility to treat the .The
administrator said she assisted the resident with
pathing, . grooming and toileting. The
administrator said the resident was independent
with her medications. The administrator said she
did not have any facility records for the resident
because the resident was her family member and

would be going home.

Review of a hospital after visit summary
revealed resident #6 was seen for from
spilled tea.
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No other decumentation was provided, including
the following:

1. name, , race, date of birth, place of birth, if
known, social security number, Medicaid and/or
Medicare number, or name of other health
insurance . name, address, and telephone
number of next of kin, legal representative, or
individual designated by the resident for
notification in case of an emergency; and, name,
address, and telephone number of the resident's
health care practioner and case manager, if
applicable.

2. home health orders.
3.a _ record that is initiated on admission.

On at 12:50 pm, resident #8's personal
items were seen in her room.

Class #Hl

A 167 59A-36.018 FAC; 429.24 FS Resident Contracts A167
8§8=D
59A-36.018 Resident Contracts.

(1) Pursuant to section 429.24, F.S., the facility
must offer a contract for exscution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c) Alist of any additional services and charges to
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be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or = of residents,
other than those specified in section 428.28, F.S.;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund pelicy that must conform to section
429.24(3), F.8.

{h) A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing o reserve a bed for a resident
who is admitted to & nursing home, heaith care
facility, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retuming to the facility. Until such
written notice Is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident’s behalf,

{i) A provision stating whether the facility is
affiiated with any refigious organization and, if so,
which organization and its retationship to the
facility;

{i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
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transfer to a care setting that is able to provide
services needed by the resident. in the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. if there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
B59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
o subsection (4), of that rule;
(1) The facifity's policies and. procedures for
self-administration, assistance with

ini ion, and ini ion of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C, This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule; and,
{m) The facility's policies and procedures related
1o a properly executed DH Form 1896,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract fo provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
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dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

429.24 FS

{1} The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thersto, between the
ficensee and the resident or his or her designee
or legal representative, Each party to the contract
shall be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility alt
such contracts, The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express
provisions specifically sefting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days' written notice of a rate increase; the
rights, duties, and - of the residents,
other than those specified in s. 428.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident's contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:
{a) Such funds shall be deposited in a banking
institution in this state that is focated, if possible,
in the same community in which the facility is
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
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otherwise expended, only for the account of the
resident.

{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or BN

{b) If a licensee agrees to reserve a bed fora
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
health care facility, or |, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiiated with any refigious organization
and, if so, which organization and its general
responsibility to the facility.

(B) Neither the contract nor any provision thereof
relieves any ficensee of any requirement or

imposed upon it by this part or rules
adopted under this part,

{6) In lieu of the provisions of this section,
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facilities certified under chapter 851 shalf comply
with the requirements of 5. 651.055.

{7) Notwithstanding the provisions of this section,
facilities which consist of 80 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automnatically without financial penalty
in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessilate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term “apartrent”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or like
residential units.

This Statute or Rule is not met as evidenced by
Based on observation, record review and
interview, the facility failed to ensure the
residency contract was signed by the resident or
the resident's legal representative for 1 of 2
sampled residents (#3) and failed to offer a
residency contract for execution by the resident
or legal representative before or at the time of
admission for 1 of 3 sampled residents (#6.)

Findings:

1. Review of resident #3's record revealed a
facility admission date of . The residency
contract in the record was not signed by the
resident or the resident’s legal representative.
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On at 12:30 pm, the administrator said

she had the signed contract but it was in a pile of
papers somewhere that needed to be filed.

2.0n at 9:14 am, the administrator
identified resident #6 as her own family member
and said the resident came fe the facility
approximately 60 days ago after sustaining a

. The administrator said a home health nurse
came to the facility to treat the .The
administrator said she assisted the resident with
bathing, .+ grooming and toileting. The
administrator said the resident was independent
with her medications. The administrator said she
did not have any facility records for the resident
because the resident was the administrator's

family member and would be going home.
Review of a hospital after visit summary
revealed resident #6 was seen for from
spilled tea.

No other documentation was provided, including
a residency contract,

Class il
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