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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
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 , initiat 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 record review and interview the facility
failed to obtain an updated background screening
for one out of four sample employees that had a
break in service of more than 80 days from a
position that required screening {Administrator).

Findings included:

A review of the background screening database
showed the Administrator was hired by the facility
on and the last level i background
screening was completed on . Further
review showed the previous employment end
date was

On at 11:45 AM AM the Owner stated
“ 1 thought the Administrator had worked on the
other ALF for a longer period of time."

Unclassified.
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Initiat Coraments

A re-licensure survey was conducted at Villa
Margo VI INC on . The provider had
deficiencies identified at the time of survey.

59A-36.010(2) FAC Staffing Standards - Staff

(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 6 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 facifity is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annuat
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit 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, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not

ftute a risk of itting & i

{h) Staff must be qualified to perform their
assigned duties consistent with their level of

AQ00
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training, p ion, and
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo 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, FA.C.
{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
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 fo residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to have one out of four
sample staff qualified to perform its assigned
duties (Staff C). Staff did not know what the

{ Yywas and how to
perform the R .

AHCA Form 3020-0001
STATE FORM

[ 3

i continuaion sheet 2 of 11



PRINTED: 02/14/2025

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: . COMPLETER
A BUILDING:
AL11967808 B WING 02/07/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2820 SW 34 AVE
VILLA MARGO VI INC
MIAMY, FL 33133
(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)
A078; Continued From page 2 AQ78

Findings as follow!

On at 7:45 AM observed Staff C

cleaning the facility.

On at 8:05 AM Staff C was asked

what was and, she answered " | don't know”

and when she was asked to explain how to

perform the she stated " received the

training but | do not know, I am nervous®.

Review of Staff C hired on 11/06/2024 records

showed she received the training on

and the training on
Class Hl
A 181 429.275(2) FS; 56A-36.015(2) FAC Records - A161

$8=D " Staff

429.275
{2) The administrator or owner of a facility shalt
maintain personnet records for each staff
member which contain, at a minimum,
do: fon of background ing, if

i ion of 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.

{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
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. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-38.011, FAC.,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
soreening 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, FAC,,
5. Documentation verifying direct care staff and
admini: r participation in resident
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, F.AC.
{c) 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.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have personnel records containing copy
of the employment application for one out of four
staff {Administrator).
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{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
other health insurance s

8. 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,

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

{p) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, Lor
other services to be provided, supervised, or
implemented by the facility that require a health

N@ G wN
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Findings as follow!
Review of the Administrator's record showed it
was missing the appiication for employment.
On at 11:45 AM the Owner stated the
Administrator's application was completed but not
placed in his record by mistake.
Class il
A 162! 59A-36.015(3) FAC Records - Resident A182
88=D
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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.

A 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
writingthat | 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 58A-36.006, F.A.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with setf-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, F.A.C,

{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 428.27, 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
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disbursed as required in Section 420.27, F.S,
(1) i 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
Form 1896, if applicable.
{p) For independent living residents who receive
meals and occupy beds included within the
ficensed 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
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Continued From page 7

departure from the facility.

{r) Additional resident records requirernents for
facifities 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 record review and interview the facility
failed to have residents’ recorded every
six months for two out of six sample residents
who needed assistance with the activities of daily
living (Resident #3 and #4).

Findings as follow:

Review of Resident #3's Health assessment
{Form 1823) dated showed resident
needed assistance with ambulation, bathing,

.. eating, self care, toileting and
transfering. Further review showed the last time
Resident #3's was recorded was on

. Review of Resident #4 Health
assessment dated showed the
resident needed assistance with bathing,

. and self care and needed supervision
with ambulation. Further review showed Resident
#4 last was recorded on

On at 11:50 AM the Owner stated,

she had not realized it had passed more than 6
months since Residents #3 and #4 were

Class il

59A-36.019(1) FAC Emergency Management

{1) EMERGENCY PLAN COMPONENTS,

A162

A180
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Pursuant to Section 429.41, F.S,, each facility
must prepare a written comprehensive
emergency management plan using "Minimum
Emergency Management Planning Criteria for
Assisted Living Facilities,” AHCA Form
3180-5006, . , Incorporated by
reference and available at
hitp:/iwww firules.org/Gateway/reference. asp?No
=Ref-15964. The form is also available at:
hitps://iahca.myflorida.com/MCHQ/Emergency A
ctivities/index.shtmi. The emergency
management plan must, at a minimum, address
the following:
(a) Provision for all hazards;
{b) Provision for the care of residents remaining
in the facility during an emergency, including
disaster or ion; protecting
the facility; supplies; emergency power; food and
water; staffing; and emergency equipment;
{c) Provision for the care of residents who must
be evacuated from the facility during an
emergency including identification of such
residents and transfer of resident records;
evacuation transportation; sheltering
arrangements; supplies; staffing; emergency
equipment; and medications;
{d) Provision for the care of additional residents
who may be evacuated to the facility during an

including the i of such
residents, staffing, and supplies;
{e) Identification of residents with ‘s

or related , and residents with
mobility fimitations who may need specialized
assistance either at the facility or in case of
evacuation;
{f) identification of and coordination with the
county emergency management agency;
(g} Arrangement for post-disaster activities
including responding to family inquiries, obtaining
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medical intervention for residents, transportation,
and reporting to the county emergency
management agency the number of residents
who have been relocated, and the place of
relocation; and,

(h) The identification of staff responsible for
implementing each part of the plan.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to prepare a written a comprehensive
emergency management plan using the "
minimum Emergency Management Criteria for
Assisted Living Facilities”.

Findings as follow:

Review of the facility records showed the facility's
emergency management plan was submitted on

. Further review showed the facility
received a letter of disapproval of the emergency
management plan dated citing the
following reasons:
-"Alicensed owner name is required for this
facility”.
-“The facility alternate administrator cannot be the
same person as the facility administrator. The
purpose of the alternate administrator is to take
charge during an emergency in case other users
are not around”.
-"Response does not list all areas. The answer is
missing”.

On at 9:00 AM the Owner stated she
submitted corrections to the Emergency
Management Plan but she has not received the
approvat letter.

Class il
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