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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 dees not have any signs or symptoms
of communicable disease. 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 ancther
when the facllity is under the same management
or ownership.
1. Evidence of a negative tuberculosis
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
tuberculosis testing materials satisfies the annual
tuberculosis examination requirement. An
individual with a positive tuberculosis test must
submit @ heatth care provider's statement that the
individuat does not constitute a risk of
communicating tubsrculosis.
2. if any staff member has, or is suspected of
having, a i disease, 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

i a risk of itting a icable
disease.
{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. Al staff must exercise their
responsibilities, consistent with their
qualifications, to obsetve residents, to document
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observations on the appropriate resident's record,
and to report the observations 1o 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 contracting to
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
o each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff contracted by
the facility to provide services to residents,
pursuant to sections 408.808 and 428,174, F.5.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interview, the
facility failed to document evidence of an annual
negative tuberculosis examination for 3 of 3 staff
sampled (Staff C, Caregiver, Staff D, Medication
Technician, and Staff F, Resident Aide), and
failed to ensure 2 of 3 staff sampled (Staff C,
Caregiver and Staff F, Resident Aide) submitted a
written statement from a health care provider
documenting that the individual does not have
any signs or symptoms of communicable disease
within 30 days after beginning employment.

Findings include:
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Review of employee records conducted on
02/19/2025 revealed Staff C, Caregiver with a
hire date of 08/28/2024. Staff C's record did not
have documentation evidence of an annuat
tuberculosis examination. Staff C's record also
revealed no written statement from a health care
provider documenting that the individual did not
have any signs or symptoms of communicable
disease.

Review of employee records conducted on
02/19/2025 revealed Staff D, Medication
Technician with a hire date of 10/31/2015. Staff
D's record.-did not have documentation evidence
of an annual tuberculosis examination.

Review of employee records conducted on
02/19/2025 revealed Staff F, Resident Aide, with
a hire date of 10/8/2024. Staff F's record did not
have documentation evidence of an annuat
tuberculosis examination. Staff F's record also
revealed no written statement from a health care
provider documenting that the individuat did not
have any signs or symptoms of communicable
disease.

During an interview on 02/19/2025 at 2:58 PM,
the Administrator stated, "The TB [tuberculosis]
test should be every two years, right? | thought it
was supposed to be every two years. Yes, | am
familiar with the one-time statement that all staff
should have.”

Class il

429.52(1 & 7} FS; 58A-36.011(2-3) FAC Training
- Staff In-Service

429.52
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{1)(a) Each new assisted living facility employee
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 least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facifity must keep the signed statement in the
employee ' s personnel record,

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under 5. 429.075 is exemnpt from the training
requirements under s. 430.5025(4)(d).

{c) If 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 shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011
(2) STAFF PRESERVICE ORIENTATION.
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{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1)

{b) New staff must complete the preservice
orientation prior to Interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orlentation must cover:

1. Resident's rights; and,

2. The facility's ficense type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali 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 heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in infection control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
infection controf policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to biood bome
pathogens, 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

A0B1
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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, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident abuse,
neglect, and exploitation. The facility must use its
abuse 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 rute 59A-8.0085,
F.A.C., 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 factity staff shall be provided with a copy of
the facility'’s resident elopement response policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the

i ion of the
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policies and procedures.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure 2 of 3 staff sampled (Staff C,
Caregiver and Staff F, Resident Aide) were
provided preservice orfentation training and
infection control training prior to interacting with
residents, and failed to ensure 2 of 3 staff
sampled (Staff C, Caregiver and Staff F, Resident
Aide) received training on ADL {Activities of Daily
Living), resident behavior and needs, elopement
training, reporting adverse incidents, and
recognizing and reporting resident abuse,
neglect, and exploitation.

Findings include:

Review of employee records conducted on
02/19/2025 revealed Staff C, Caregiver with a
hire date of 08/29/2024. Staff C's record did not
have ion evidence of

pre-service orientation and infection controt
training prior to interacting with residents. Staff
C's record also did not have documentation
evidence of completed training in ADL, resident
behavior and needs, elopement response,
reporting adverse incidents, resident rights, and
recognizing and reporting abuse, neglect, and
exploitation.

Review of employee records conducted on
02/19/2025 revealed Staff F, Resident Aide with a
hire date of 10/8/2024. Staff F's record did not
have ion evidence of
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{4) HUMAN IMMUNODEFICIENCY
VIRUS/ACQUIRED IMMUNE DEFICIENCY
SYNDROME (HIV/AIDS). Pursuant to section
381.0035, F.8., all facility employses, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on HiV
and AIDS, including the fopics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

maintained in accordance with subsection (12), of

this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 2 of 3 staff sampled (Staff C,
Caregiver and Staff F, Resident Aide) complated
@ one-time education course on Human
Immunodeficiency Virus (HIV) and Acquired
Immune Deficiency Syndrome (AIDS.}

Findings include:

Review of employee records conducted on
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pre-service orientation training. Staff F's record
also did not have documentation evidence of
completed training in infection control, ADL, and
resident behavior and needs,
During an interview on 02/19/2025 at 2:47 PM,
the Administrator stated, "I did train with them
[staff], and | guess [Assistant Administrator's
name] did not put it in the file.”
Class Hl
A 082 59A-36.011(4) FAC Training - HIV/AIDS AD82
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02/19/2025 revealed Staff C, Caregiver with a
hire date of 08/28/2024. Staff C's records did not
have doc ion evidence of

training in HIVIAIDS.

Review of employee records conducted on
02/19/2025 revealed Staff F, Resident Aide with a
hire date of 10/8/2024. Staff F's records did not
have ion evidence of

training in HIV/IAIDS.

During an interview on 02/19/2025 at 2:53 PM,
the Administrator stated, " am aware of all the
training that the staff are required to have prior to
working with residents. if it's not there, we don't
have it. | have no explanation as to why it
wouldn't have been in their chart."

Class il

A 090 59A-36.011(11) FAC Training - Do Not A0S0
Resuscitate Orders

{11) DO NOT RESUSCITATE ORDERS
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

p ing Do Not R i Orders.
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding DNROs within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, F.A.C.
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This Statute or Rute is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure 1 of 3 staff sampled (Staff
C, Caregiver) received at least one hour of
training in the facility's policy and procedures
regarding Do Not Resuscitate Orders within 30
days after employment.

Findings include:

Review of employee records conducted on
02/19/2025 revealed Staff C, Caregiver with a
hire date of 08/29/2024. Staff C's record did not
have o evidence of a

training in the facility's policy and procedures
regarding Do Not Resuscitate Orders.

During an interview on 02/19/2025 at 2:47 PM,
the Administrator stated, "t did fraining with them
{staff] and | guess {Assistant Administrator's
name] did not put it in the file.”

Class #Hl

A 160, 59A-36.015(1) FAC Records - Facility A180

59A-36.015 Records.

The facility 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

AHCA Form 3020-0001
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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 all 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 with a stage 2 pressure sore; and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of death.
{¢}) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with docurmentation of review and approvat by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

(&) The facility's liability insurance policy required
in Rule 59A-36.013, FAC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013, F.A.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 Alzheimer’s disease or
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related disorders, a copy of aft such facility
advertisements as required by Section 429.177,

{i) A grievance procedure for receiving and
responding fo resident complaints and
recommendations as described in Rule
59A-36.007, FAC.
{i) Al foed 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
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
local authority or the State Fire Marshal pursuant
10 Section 429.435, F.S., and rule Chapter
69A-40, F.A,C., issued within the last 2 years.
{1) All sanitation inspection reports issued by the
county health department pursuant to Section
381,031, F.8,, and Chapter 84E-12, FAC,,
issued within the last 2 years.
{m) Pursuant to Section 428.35, F.S., all

survey, i fon and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 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
1o subsection 59A-36,007(10), FAC;
{q) The facility's abuse prevention policies and
procedures;
{r) The facility's medication practices;
{s) The facility’s policy on physical restraints;
{t) The facility's policy on assistive devices;
{u) The facility’s policy on third-party providers;
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{v) The facitity'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 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
falled to maintain an accurate admission and
discharge log of facility residents for 1 of 15
residents reviewed (Resident #1), and failed to
provide a facility policy on medication practices,

Findings include:

During a record review on 2/19/2025 at 2:00 PM
of the facility admission and discharge log, the log
documented 82 current residents. Resident #1
was documented as being a current resident.

During an interview on 2/19/26 at 2:15 PM, the

i confirmed the issh i
log was not up to date and accurate, and
Resident #1 had been discharged to another local
assisted living facility.

Facility policy on admission/discharge log
completion and medication practices was
requested from the Administrator on 2/19/25 at
2:17 PM and was not provided during the sutvey.

Class il

A161] 429.275(2) FS; 59A-36.015(2) FAC Records - A161
Staff

428.275
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{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

ion of ing, if
1 0f with alt
training requirements of this part or applicable
rule, and a copy of all ficenses or certification held
by each stafl who performs services for which
ficensure or certification is required under this
partor rule.

59A-36.0156

{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
disease. in addition, records must contain the
following, as applicable:

1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, 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
screening requirements as specified in Section
429.174, F.$., and Rule 59A-36.010, FAC,,

4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job descriptions
given to each staff member pursuant to Rule
59A-36.010, FAC,

5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(¢),
FAC.

{h) The facility is not required to maintain
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personnel records for staff provided by a licensed
staffing agency or staff employed by an entity
contracting 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.

{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, FAC.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facifity failed to maintain a copy of the job
description given to each staff member for 3 of 3
staff sampled (Staff C, Caregiver, Staff D,
Medication Technician, and Staff £, Resident
Aide), and failed to maintain a copy of an
employment application for 1 of 3 staff sampled
{Staff F, Resident Aide.)

Findings include:

Review of employee records conducted on
02/19/2025 revealed Staff C, Caregiver with a
hire date of 08/29/2024. Staff C's record did not
contain a copy of a job description.

Review of employee records conducted on
02/19/2025 revealed Staff D, Medication
Technician with a hire date of 10/31/2015. Staff
D's record-did not contain a copy of a job
description.

Review of employee records conducted on
02/19/2025 revealed Staff F, Resident Aide, with
a hire date of 10/8/2024. Staff F's record did not
contain @ copy of an employment application and
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a job description.

During an interview on 02/19/2025 at 2:56 PM,
the Administrator stated, "We talked about that,
and | told [Assistant Administrators name} if it's
not in the chart, applications, job descriptions,
then they didn't do it. The paperwork must be in
the chart.”

Class il

A200 59A-36.028 FAC Emergency Environmental A 200
Control

59A-36.025 Emergency Environmental Controf
for Assisted Living Facilities.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed pian ("plan”) to serve as
a to its Comp '
Plan, to address

environmental control in the event of the loss of
primary electrical power in that assisted living
facifity which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities will be
equipped to ensure ambient air temperatures wifl
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety

i . For planning purposes, no less
than twenty (20) net square feet per resident

AHCA Form 3020-0001
STATE FORM 520 RLOV i contingation sheat 16 of 62



PRINTED: 03/06/2025

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
AL11966716 B WING 02/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6333 SE BABB ROAD
PRESTIGE MANOR
BELLEVIEW, FL. 34420
(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)
A200] Continued From page 16 A200

must be provided. The assisted tfiving facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the calculation to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
e maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C,, are met. The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve ambient
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours in the
event of the loss of primary electrical power. The
ptan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, 8. must maintain an
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alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary moverent of residents must be clearly
described in the emergency power plan.

c. A muttistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{h) The acquisition of sufficient fuel, and safe
maintenance of that fus! at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuet available for the
alternate power source to maintain ambient
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours after the
ioss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuet source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. A facility with a ficensed capacity of 17 or more
beds must store 72 hours of fuel onsite.
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2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {96} hours
of fuel, The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. if focal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
living facifity's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary to
maintain, and test the equipment and ifs functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a carbon
menoxide atarm.

{2) SUBMISSION OF THE PLAN.

{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
alicense.

{h) Each existing assisted living facility that
undergoes any additions, modifications,
alterations, refurbishment, renovations or
reconstruction that require modification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agenoy for review and approval.

{3) APPROVED PLANS.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11966716 B.WING 02/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
6333 SE BABB ROAD
PRESTIGE MANOR
BELLEVIEW, FL. 34420
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A200] Continued From page 18 A200

AHCA Form 3020-0001

STATE FORM

RLOV

I contingation sheet 19 of 62



PRINTED: 03/06/2025

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
AL11966716 B WING 02/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6333 SE BABB ROAD
PRESTIGE MANOR
BELLEVIEW, FL. 34420
(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)
A200] Continued From page 19 A200

{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily avaitable at the licensee's
physical address for review by a legally
authorized entity, If the plan is maintained in an
eltectronic format, assisted living facility staff must
be readily available to access and produce the
plan, For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.

{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.

{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
power pian to the Agency. The Agency shail post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10} business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation.

{4) IMPLEMENTATION OF THE PLAN.

{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than
June 1, 2018, have implemented the plan
required under this rule.

{b) Each new assisted living facility shall
implement the plan required under this rule prior
to obtaining a license.

{c) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
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affecting the assisted living facility's compliance

with this rule shall imptement its amended plan

concurrent with any such additions, modifications,
" N ons or

reconstruction.
(5} POLICIES AND PROCEDURES.
{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fue!
required for the operation of the alternate power
source, The procedures shall ensure that
residents do not experience complications from
fluctuations in ambient air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of 2 .8 iption of
the methaods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of icines requiring refri ion;
3. Wellness checks by assisted living facility staff
to monitor for signs of dehydration and heat
injury; and
4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes them readily available at the ficensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
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section, "readily available” means the ability fo
immediately produce the policies and procedures,
either in slectronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
faw.

{8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S., including, but
not limited to, license revocation, license

and the i ition of
fines.
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendurmn with any
future submissions for approval of its
comprehensive emergency management plan.
{8) NOTIFICATION.

{a) Within five (5) business days, each assisted
living facifity must notify in writing, unless
permission for el ication has
been granted, each resident and the resident's
legal representative:

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvals of the plan

tronic c
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do not require notification to residents or their
legal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in elecironic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to develop and implement a written policy
and procedure to ensure that the assisted living
facility can effectively and immediately activate,
operate and maintain the alternate power source
and any fuel required for the operation of the
alternate power source.

Findings include:

Review of the facilities Emergency Management
Plan conducted on 02/19/2025 revealed no
written policy and procedure to ensure that the
assisted living facility can effectively and
immediately activate, operate and maintain the
aiternate power source and any fuet required for
the operation of the alternate power source.

During an interview on 02/19/2025 at 10:51 AM,
the Maintenance Person stated, "l don't have any
written policies and procedures regarding the
generator. | am not responsible for having

A200
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policies and procedures. No, | do not test the
generator monthly. The generator comes on
every so often on its own. if a fuse or something
biows, | fix that, but that's about it.”

Class il

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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(b) Until such time as the fingerprints are
enrolled in the national retained print arrest
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns fo a position that
requires screening by a specified agency.

2. Effective January 1, 2026, or a later date as
determined by the Agency for Health Care
Adrinistration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 80
days from a position for which screening is
conducted by & qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns to a position for
which screening is conducted by a qualified
entity.

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

1. Before January 1, 2024, initial status and any
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changes in status must be reported within 10
business days after a person receives his or her
initiat status or after a change in the person ‘s
status has been made.
2. Effective January 1, 2024, initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person's
status has been made.
{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic fingerprint submission to the

of Law Er The
must include the person ' s full first name, middie
initiat, and last name; social security number;
date of birth; mailing address; sex; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to report the change of employment status
for 1 of 6 (Staff E, Home Health Aide) sampled
employees within five business days to the
Agency for Health Care Administration (AHCA)
Background Screening Clearing House (BGS.)

Findings include:
Review of the employee list provided by the

facility did not list Staff E on the BGS employee
roster.
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Review of the facility's work schedule for 2/18/25
fisted Staff E as working from 7:00 AM until 3:00
PM.

Review of the facility's employee roster on
AHCA's BGS Internet website revealed Staff £
had an end date (termination date} from the
facility of 4/21/18. No new background screening
was completed.

During an interview on 2/20/25 at 10:37 AM, the
Assistant Administrator stated, "[Staff E's Name]
was rehired on 11/6/23. A new screening was not
completed. | just looked at the roster yesterday.
did not realize she [Staff £} was noton it. { will
have fo update it."

Unclassified

CZ815 408.809(1)(3-8); 435.02(2); 435.06 FS cz815
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

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

{a) The licensee, if an individual.

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

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

{d) Any person who is a confrolling interest.

{e) Any person, as required by authorizing
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statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or contracting with a licensee or
provider to work 20 hours a week or more who
will have access 1o client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

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

{4) In addition to the offenses listed in s. 435.04,
all persons required fo undergo background
screening pursuant 1o this part or authorizing
statutes must not have an arrest awaiting final
disposition for, must not have been found guilty
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11966716 B.WING 02/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
6333 SE BABB ROAD
PRESTIGE MANOR
BELLEVIEW, FL. 34420
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
€2Z815| Continued From page 26 Cz815

AHCA Form 3020-0001

STATE FORM

RLOV

i contingation sheat 27 of 62




Agency for Healih Care Administration

PRINTED: 03/06/2025
FORM APPROVED

felony.

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

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

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

{g) Section 784.03, relating fo battery, if the victim
is a vulnerable adult as defined in s. 415102 or a
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429,

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

{i) Section 817.234, refating to false and
fraudulent insurance claims.

{i) Section 817.481, refating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

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

{1) Section 817,505, refating to patient brokering.
{m) Section 817,568, relating to criminal use of
personal identification information.

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

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

{p) Section 831.01, refating to forgery.

{a) Section 831.02, refating fo uttering forged
instruments.

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

{s) Section 831.08, relating to uttering forged
bank bills, checks, drafts, or promissory notes.

{t) Section 831.30, relating to fraud in obtaining
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medicinal drugs.
{u) Section 831.31, relating fo the sale,

, delivery, or ion with the
intent to self, manufacture, or deliver any
courtterfeit controlled substance, if the offense
was a fefony.

{v) Section 895.03, relating to racketeering and
collection of unfawful debts.

{w) Section 886.101, relating to the Florida Money
Laundering Act.

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

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

{6)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:
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1. Does not have an active professionat license
or certification from the Department of Healith; or
2. Has an active professionat license or
certification from the Department of Health but is
not providing a service within the scope of that
license or certification.

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

{7) The agency and the Depariment of Health
may adopt rules pursuant to ss. 120.5636(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining fingerprints pursuantto s.
943.05(2).

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

435.06 Exclusion from employment.-

{1) it an employer or agency has reasonable
cause to befieve that grounds exist for the denial
or termination of employment of any employee as
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a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her
i ification or to request fon from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any vulnerable person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any vulnerable person that wouid place the
employee in a role that requires background
screening uniess the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.
{b) if an employer becomes aware that an
employee has been arrested for a disqualifying
offense, the employer must remove the employse
from contact with any vulnerable person that
places the employee in a role that requires
background screening untif the arrest is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.
{¢) The employer must terminate the employment
of any of its personnet found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
urdess the employee is granted an exemption
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from disqualification pursuant to s. 435.07.

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

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

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

435,02 Definitions.-For the purposes of this
chapter, the term:
{2) "Employee™ means any person required by
faw 1o be screened pursuant to this chapter,
including, but not limited fo, persons who are

i or vol

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure Level I background screenings
were completed for 3 of 6 sampled staff, Staff £,
Home Health Aide, Staff H, Activities, and Staff J,
Home Health Aide.

CZ815
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Findings include:

Review of employee records revealed Staff E was
hired on 11/6/23. A review of the Agency for
Health Care Background Screening

Cleard showed a new ing is

required.

Review of employee records revealed Staff H
was hired on 5/3/10. A review of the Agency for
Health Care Background Screening

Cleari showed a new ing is
required.

Review of employee records revealed Staff J was
hired on 3/27/14. A review of the Agency for
Health Care Background Screening

Cleari showed a new ing is

required.

During an interview on 2/20/25 at 10:40 AM, the
Assistant Administrator stated, "t usually receive
an email to notify me when a new screening is
needed. | will have to get the new screenings.”

Unclassified

C2816] 408.809(2) 435.05(2) 59A-35.090(20-3b) cz816

408.809 Background screening; prohibited
offenses.-

{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to levet 2 background
rescreening as a condition of retaining such
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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 fingerprints
1o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's fingerprints are enrolled in the Federal
Bureau of Investigation's national retained print
arrest notification program. f the fingerprints 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
fingerprints electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shalf forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check, The fingerprints shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h} and enrolled in the national
retained print arrest notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
the licensee or the person fingerprinted. The
agency may accept as satisfying the
requirements of this section proof of compliance
with tevel 2 screening standards submitted within
the previous 5 years to meet any provider or
professionat 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 screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in 5. 435.04 and this section;
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{b) The person subject to screening has not had
a break in service from a position that requires
fevel 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 Req for covered 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 requirernents
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if arrested for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.
{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, January 2017, herein incorporated by
reference, available at
http:/fwww 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
el i gulations_Forms.sht
k. This form must be completed by the individual
and retained by the provider upon hire fo attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 80 days from a position that requires
Level 2 screening, and they agree fo inform the
employer immediately if arrested for any
disqualifying offense.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11966716 B.WING 02/20/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
6333 SE BABB ROAD
PRESTIGE MANOR
BELLEVIEW, FL. 34420
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
€Z816 | Continued From page 34 Cz816

AHCA Form 3020-0001

STATE FORM

RLOV

I contingation sheat 35 of 62




Agency for Healih Care Administration

PRINTED: 03/06/2025
FORM APPROVED

{e) An administrator or chief financial officer must
be screened and qualified prior to appointment to
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
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{b) If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the arrest report and court
disposition information. if the letter is returned
unclaimed, a copy of the letter will be sent by
regutar mail. Pursuant to Section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disquatification in accordance with Section
435.06(3), F.8

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure 4 of 6 sampled staff (Staff
C, Caregiver, Staff D, Medication Technician,
Staff F, Resident Aide, and Staff H, Activities)
completed an Attestation of Compliance with

ing f i . Agency for
Health Care Administration (AHCA) Form
3100-0008.

Findings include:

Review of employee records conducted on
02/19/2025 revealed Staff C with a hire date of
08/29/24. Staff C's record had no evidence of a
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signed Aftestation of Compliance with
Background Screening Requirements, AHCA
Form 3100-0008.

Review of employee records conducted on
02/19/2025 revealed Staff D with a hire date of
10/31/15. Staff D's record had no evidence of a
signed Attestation of Compliance with

i i AHCA

Form 3100-0008.

Review of employee records conducted on
02/19/2025 revealed Staff F with a hire date of
10/08/2024. Staff F's record had no evidence of a
signed Attestation of Compliance with

. AHCA

Form 3100-0008.

Review of employee records conducted on
02/20/2025 revealed Staff H with a hire date of
05/03/2010. Staff H's record had no evidence of a
signed Attestation of Compliance with
Background Screening Requirements, AHCA
Form 3100-0008.

During an interview on 02/20/2025 at 10:45 AM,
the Assistant Administrator stated, "t know what
the attestation form is and some of the staff did
have it.”

Unclassified

59A-35.110(1-2) FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.

{1) During the two year licensure period, any
change or expiration of any information that is

CZ816
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required to be reported under Chapter 408, Part
II, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.8.
during the license application process must be
reported to the Agency within 21 days of
occurrence of the change, including:

{a) Insurance coverage renewal;

{b) Bond renewal;

{c) Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;

{d) Annual sanitation inspections;

{e) Fire inspections.

(2) Electronic submission of information.

{a) The following required information must be
submitted efectronically through the Agency's
Singte Sign On Portal located at
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 400.147, F.S. on Nursing
Home Adverse Incident, AHCA Form 3110-0010
OL, Aprit 2017, which is hereby incorporated by
reference and available at:

hitps:/fwww firules org/Gateway/reference.asp?N
o=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:

t ahca.myflorida
rtal.

2. Assisted living facilities:
Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the cocurrence of the incident

1OnPo
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as required in Section 429.23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 OL, April 2017, which is hereby
incorporated by reference and available at:
https:/iwww firules.org asp?N
0=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal jocated at:
ahca.myflorida

10nPo

rtal.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.5_, on Hospital
Adverse incident, AHCA Form 3140-5001 OL,
April 2017, which is hereby incorporated by
reference and available at:
hitps:/fwww. firules org/Gateway/reference.asp?N
0=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
.ahca.myflorida.

ingleSignOnPo
ral.

4. Ambulatory Surgical Centers:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.8., on
Ambutatory Surgical Center Adverse incident,
AHCA Form 3140-5004 OL., April 2017, which is
hereby incorporated by reference and available
at:

hittps:/iwww.firules orgiGateway/freference.asp?N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
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Portal located at:
hitps:f/apps.ahca.myflorida.com/SingleSignOnPo
rtal.
5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.S., electronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL, May
2018, which is hereby incorporated by reference
and available at:
hitp: w firules.c .asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:

ahca.myflorida i ignOnPo

ial.
6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. A business day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.8.
b. A preliminary {1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted more than 15
calendar days after the day of the incident.
d. Assisted Living Facilities: A full report {15-Day)
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
o $50 per day fate not to exceed $500.
{b) The licensee must retain a copy of all
documentation generated at time of reporting as
jon of electronic issi
{c) If the Agency's Single Sign On Portal or the
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online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facifity
failed to file a 15-day adverse incident report to
the Agency for Healthcare Administration (AHCA)
for 1 out of 2 adverse incidents reviewed, an
elopement that cccurred on 1/7/2025 involving
Resident #1.

Findings include:

Review of the AHCA adverse incident report
database revealed a one-day incident report for
an elopement on 1/7/2025 involving Resident #1.
A 15-day report was not located in the database.

Review of a law enforcement incident report,
dated 1/7/2025, documented Resident #1 was
found at a private residence and was returned to
the facility the same night.

During an interview on 2/17/2025 at 10:05 AM,
the Assistant Administrator confirmed the 15-day
report was not completed for the elopement on
1/7/2025. She stated, "We have been having
problems with uploading and completing reports
on the system."

Facility poficy on submission of adverse incident
reports was requested from the Administrator on
2/19/2025 at 3:30 PM.

During an interview on 2/19/2025 at 3:30 PM, the
Administrator stated, "We do not have a direct
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policy on submission of reports. We follow the
AHCA guidelines.”

Class #ll

CZ830, 408.821 F'S Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive

plan must i a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shalt
submit its comprehensive emergency

plan to the local

management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvai of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject to this part may temporarity
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

e plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In

czs21

CZ830
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addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvais may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Govemor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. is currently licensed.

3. Does not have a provisional ficense.

4. Will be temporatily unable to provide services
but Is reasonably expected fo resume services
within 12 months.

{b) An inactive license may be issued for a petiod
not to exceed 12 months but may be renewsd by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations, The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
curtent, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
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renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to submit their comprehensive
emergency management plan to the local
emergency management agency annually,

Findings include:

Review of the facility’s comprehensive emergency
management ptan, conducted on 02/18/2025,
revealed an approval letter dated 10/11/2023.
There was no documentation of an approval letter
for the current year.

During an interview on 02/18/2025 at 1:22 PM,
the Assistant Administrator stated, "Let me check
may email, | don't think | have it.”

During an interview on 02/18/2025 at 3:02 PM,
the Administrator stated she {the Assistant
Administrator] thought that the plan was due
every two years because that's how long the
contractors sign their contracts for. The
Administrator confirmed that she has not
submitted the plan.

Class #Hl
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Training

{4) Employees of covered providers must
complete the following training for Aizheimer's
disease and refated forms of dementia:

{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have Aizheimer's
disease or related forms of dementia.

{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.

1. The department shall provide training that is
available onfine at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of dementia, how to identify the
signs and symptoms of dementia, and skills for
communicating and interacting with persons with
Alzheimer ' s disease or related forms of
dementia. A record of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.

2. A covered provider must maintain a record of
the employee’s completion of the training
program and, upon written request of the
empioyee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.

3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.

{c) Within 7 months after beginning employment
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for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}, The
additional training must include, but is not limited
to, behavior management, promoting the person *
s independence in activities of daily living, and
skills in working with families and caregivers,

{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult famity-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
1o the training required in paragraphs (a) and {b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.

(e} For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated fo provide,
specialized care for persons with Alzheimer's
disease or related forms of dementia, in addition
to the training specified in paragraphs {(a) and {b),
employees must receive the following training:

1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).

2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of
dementia-specific training. Such training must
include, but is not limited to, understanding
Alzheimer's disease and related forms of

Cz875
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dementia, the stages of Alzheimer's disease,
communication strategies, medical information,
and stress management.

3. Thereafter, each employee who provides
personal care must participate in af least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic leaming technology. For this
subparagraph, the term “on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or hands-on experience fo
help develop and refine the employee's skills for
caring for a person with Aizheimer's disease or a
related form of dementia. The continuing
education must cover at least one of the topics
included in the dementia-specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learmning technology chosen by the
facifity administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{f)1. An employee provided, assigned, or referred
by a health care services pool rmust complete the
training required in paragraph (c), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employes, if applicable, must be provided to
the covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.

AHCA Form 3020-0001

STATE FORM

RLOV

I contingation sheat 47 of 62



Agency for Healih Care Administration

PRINTED: 03/06/2025
FORM APPROVED

400.980(5) before providing, assigning, or
referting an employee to a covered provider.

{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practiioner as defined in s.
456.001, training hours completed as required
under this section may count toward the totat
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, contracted, or
referred to provide services before July 1, 2023,
must complete the training required in this section
before July 1, 2026. Proof of completion of
equivalent training completed before July 1, 2023,
shall substitute for the training required in
subsection {4). Each person employed,
contracted, or referred to provide services on or
after July 1, 2023, may complete training using
approved curriculum under paragraph {5){d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 2 of 3 staff sampled (Staff C,
Caregiver and Staff F, Resident Aide) completed
a 1-hour training program for Alzheimer's disease
and related forms of dementia within 30 days
after beginning employment,

Findings include:

Review of employee records conducted on
02/19/2025 revealed Staff C with a hire date of
08/29/2024. Staff C's record did not have
documentation of a completed 1-hour fraining
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program provided by the Department of Elder
Affairs.

Review of employee records conducted on
02/19/2025 revealed Staff F with a hire date of
10/08/2024. Staff F's record did not have
documentation of a completed 1-hour training
program provided by the Department of Elder
Aftairs.

During an interview on 02/19/2025 at 2:59 PM,
the Administrator stated, "1 am not famifiar with
the 1-hour fraining program provided by the
Department of Elder Affairs.”

Class 1l
AQ00) Initial Comments A00O

An unannounced re-licensure survey with
Emergency Power Plan monitoring and a
complaint investigation (complaint number
2025001593} were conducted at Prestige Manor
on February 17, 2025 through February 20, 2025.
Deficiencies were identified at the time of the
survey.

A 008 429.26(5-6) FS; 59A-36.006(2) FAC Admissions - A008
Health Assessment

429.26

{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
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner’s form or ocn a
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form adopted by agency rule. The medical
exarmination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to 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 to, continued
residency in, or the delivery of services at the
facility and must be used only as an.informative
too to assist in the determination of the
appropriateness of the resident's admission to 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
facility's record of the resident and must be made
available to the agency during inspection or upen
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(D)8.

(8) Any resident accepted in a facility and placed
by the Department of Chitdren and Families must
have been examined by medical personnel within
30 days before piacement 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
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administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical social warker, or
psychiatric 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
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 facility administrator when the
special needs of residents who are recipients of
optional state supplementation require such
assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
health care practitioner as specified in either
paragraph (a} or (b} of this subsection.

{a) A medical examination completed within 60
days before or within 30 days after the individual's
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admission to 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 heafth-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 therapy 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 Tuberculosis, Methicillin Resistant
Staphylococeus Aureus, Scabies or any other
communicable disease, 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
an assisted living facility; 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, April 2021, which is
incorporated by reference and available onfine at:
hitp:/hwww 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.
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1. i 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,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, £.S. and this rule.

{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,
therapy, or therapeutic diets, may be attached to
the heaith . A bealth care iti

may attach a DH Form 18986, Florida Do Not
Resuscitate Order Form, for residents who do not
wish cardiopuimonary resuscitation to be
administered in the case of cardiac or respiratery
arrest.

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
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and Families pursuant to Section 415.105 or
415.1081, F.8., 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 record review and interview, the facility
failed to ensure accurate health assessments
were completed for 2 of 4 residents reviewed,
Resident #2 and Resident #11.

Findings include:

Review of Resident #2's Resident Health
Assessment for Assisted Living Faciiities, Agency
for Health Care Administration (AHCA) Form
1823, dated 11/30/2023, documented the resident
as needing medication administration.

Review of the facility staff roster documented the
facility employs medication technicians. No
Licensed Practical Nurses or Registered Nurses
were on the staff roster.

Review of the staff schedute for 2/09/2025
through 2/22/2025 documented medication
technicians indicated by “M", "MT*, or "Lead.” No
nurses were on the schedule.

Review of Resident #11's AHCA Form 1823,
dated 2/5/2025, does not document date of birth
for Resident #11.
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During an interview on 2/18/2025 at 2:00 PM with
Resident #11's Advanced Practical Registered
Nurse (APRN), she confirmed Resident #11 did
not need medication administration and provided
a new 1823 dated 2/18/2025 which documents
Resident #11 as needing assistance with
seff-administration of medications.

During an interview on 2/19/2025 at 12:45 PM,
the Administrator confirmed Resident #2's AHCA
Form 1823, dated 11/30/2023, was the form
which was being followed at the beginning of the
survey. A new AHCA Form 1823 was provided by
the APRN on 2/18/2025. She stated, "We do not
have nurses here. She [Resident #2] should be
documented as needing assistance with
self-administration of medications." The
Administrator confirmed that Resident #11's
AHCA Form 1823 did not document his date of
birth,

Facility policy on completion and accuracy of
Resident Health Assessments was requested
from the Administrator on 1/19/2025 at 3:24 PM
and was not provided during the survey.

Class #ll

A051 50A-36.008(2) FAC Medication - Pill Organizers A051

{2) PILL ORGANIZERS.

{a) Only a resident who self-administers
medications may maintain a pill organizer.

{b) Unlicensed staff may not provide assistance
with the contents of pill organizers.

{c) A nurse may manage a pill organizer to be
used only by residents who self-administer
medications. The nurse is responsible for
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instructing the resident in the proper use of the
pilt organizer. The nurse must manage the pill
organizer in the following manner:
1. Obtain the labeled medication container from
the storage area or the resident,
2. Transfer the medication from the original
container into a pilt organizer, labeled with the
resident's name, according to the day and time
increments as prescribed,
3. Return the medication container to the storage
area or resident; and,
4. Decument the date and time the pill organizer
was filled in the resident’s record.
(d) if there is a determination that the resident is
not taking medications as prescribed after the
medicinal benefits are explained, it must be noted
in the resident's record and the facility must
consult with the resident concerning providing
assistance with self-administration or the
administration of medications if such services are
offered by the facility. The facility must contact
the resident's health care provider regarding

i concerns, or observations refating to
the resident's medications. Such communication
must be documented in the resident's record.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a resident who maintained a pilt
organizer had been assessed as being able to
self-administer their own medications for 1 out of
4 residents reviewed for medication assistance,
Residert #15.

Findings include:

Review of Resident #15's Resident Heaith
Assessment for Assisted Living Facilities, Agency
for Health Care Administration (AHCA) Form
1823, dated 1/6/2025, documented the resident
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as needing assistance with self-administration of
medications.

During an observation of Resident #15's room
with the in on 211912025 at
3:15 PM, a pill organizer filled with various
medications was cbserved on the end table next
to Resident #15, who was sitting in her recliner.

During an interview on 2/19/2025 at 3:17 PM,
Resident #15 stated, “Those are my medications.
My daughter puts them into the pill organizer for
me.”

During an interview on 2/18/2025 at 3:20 PM, the
Administrator stated, "[Resident #15's Name}
should not have pill organizers unless she is
documented as seff-administration, which she is
not.“ The Administrator confirmed Resident #15's
AHCA Form 1823 documented the resident as
needing assistance with self-administration of
medication.

Facility policy on residents utilizing pill organizers
was requested from the Administrator on 1/19/25
at 3:24 PM. The policy was not provided during
the survey.

Class 1l

A 054 50A-36.008(5) FAC Medication - Records A054

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication listing with the ipti

number, the name and address of the issuing
pharmacy, the health care provider's name, the
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resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
medications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known
allergies the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
ication as ibed, or ication errors.
{c) For medications that serve as chemical
restraints, the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the assistance with
self-administration of medications was
documented for 1 out of 5 residents reviewed for
assistance with self-administration of
medications, Resident #11.

Findings include:

Review of Resident #11's Medication Observation
Record {MOR) for 2/8/2025 through 2/12/2025
documented on 2/8/25 at 8:09 AM, "resident
refused- not given”, 2/10/25 at 8:26 AM, "resident
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refused-D/C” {discontinued), 2/11/25 at 8:24 AM,
“resident refused-D/C", and on 2/12/25 at 7:56
AM- "resident refused-D/C."

During an interview on 2/19/2025 at 2:30 PM,
Staff D, Medication Technician, reported that the
staff records "resident refused medication” and
"DIC" on the MOR when there is no medication in
the med.cart and the medication has been
discontinued, because they only have a limited
choice of reasons in the electronic record why the
medications were not observed.

During an interview on 2/18/2025 at 2:35 PM, the
Assistant Administrator confirmed staff were
inaccurately documenting Resident #11's
medications. She stated, "His Lasix bad been
discontinued, but not removed from the
medication administration observation records.”

Review of Resident #11's physician orders
documented an order dated 11/19/2024, with no
end date, for Furosemide 40 mg (milligrams)
tablet (Lasix)-take one tablet each day.

Request of facility policy on ensuring residents
are on all physician ordered medications was

q from the inis on 2/19/20;
and was not provided during the survey.

Class il

A055 59A-36.008(6) FAC Medication - Storage and A0B5
Disposal

{6} MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents 1o remain as independent as possible,
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residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may alsc store their medication in their
rooms or apariments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:

1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
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refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
located tocked;

3. Accessible to staff responsible for filling
pill-organi , assisting with seif inis ion
of medication, or inisteri ication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4, Kept separately from the medications of other
residents and properly closed or sealed.

{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider,
{e) When a resident's stay in the facility has
ended, the administrator must return alt
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at feast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
to a pharmagcist for disposal or may be destroyed
by the administrator or designee with one
witness.

{g) Facilities that hold & Special-ALF permit
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issued by the Board of Pharmacy may return
i icinal drugs to the dispensing
pharmacy pursuant to Rule 64B816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to securely store medications which require
refrigeration in one refrigerator out of two
refrigerators in the building.

Findings include:

During an observation on 2/19/25 at 2:24 PM of
the refrigerator in the second building's dining
area, 3 boxes of residents’ insulin were observed
in a compartment on the refrigerator door. There
was no lock on the compartment.

During an interview on 2/19/25 at 2:25 PM, the
Assistant Administrator confirmed the residents’
refrigerated insulin should be stored in a locked
container.

Facility policy on medication storage was
requested from the Administrator on 2/19/25 at
2:30 PM and was not received during the survey.
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