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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.

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

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

{d) Any person who is a controlling interest.

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

{3) Al rmust 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 shall be maintained in a database. The

Cz815

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PRO

IER F

TITLE X6} DATE

STATE FORM

3

7PIRT1

I ontioation sheat € of 8




Agency for Healih Care Administration

PRINTED: 04/25/2025
FORM APPROVED

qualifying or disqualifying status of the person
nared in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4} In addition to the offenses listed in 5. 435.04,
ail persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardless of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

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

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

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

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, refating 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 to battery, if the victim
isa adult as defined in . 415.102 cora
patient or resident of a facility licensed under
chapter 385, chapter 400, or chapter 429.

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

(1) Section 817.234, refating to false and
fraudulent insurance claims.

{j) 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
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obtaining goods or services from a health care
provider.

{1) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal ideniification information.

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

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

{p) Section 831.01, relating to forgery.

{g) Section 831.02, relating to uttering forged
instruments.

{r) Section 831,07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s) Section 831.09, relating to uttering forged
bank bilts, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating o the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.

{v) Section 895.03, relating to racketeering and
collection of untawful debls.

{w) Section 896.101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or 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 unti the
ficensing agency renders a decision on the
application for exemption if the person is eligible
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0 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.

(8} 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
agenoy for screening pursuant to s. 943.063(3).
The agency shalt 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:

1. Does not have an active professional license
or certification from the Department of Health; 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
ficense or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseff 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
poard within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

{7) The agency and the Department of Health
may adopt rutes pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
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relating to retaining
943.05(2).

pursuantto s.

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

435.06 Exclusion from employment.-
{1) If an employer or agency has reasonable
cause 1o believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employes in writing, stating the speaific
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 ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise ailow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
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exemption for the disqualification by the agency
as provided under s. 435.07.

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

{c) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from 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 persons until 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 to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

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

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
jaw to be screened pursuant to this chapter,
including, but not limited fo, persons who are
contractors, licensees, or volunteers.

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to conduct a Level i
background screening for two out of five sample
staff (Staff B and C) before being in contact with
facility residents.

Findings as follow:

On at 7:45 AM Caretaker (Staff B)
stated she was hired on adding she did
not have a background screening.

On at 7:47 AM Caretaker (Staff C)
stated she was hired on , adding she did
not have a background screening.

On at 8:00 AM caretakers {Staff B
and C) were observed assisting residents with the
activities of daily living.

Review of the Background screening database
showed Staff B and C did not have a Level 2
background screening conducted.

On at 11:00 AM the Qwner stated
Staff B, and C did not have a background
screening conducted due to they do not have
employment authorization documents.
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Initiat Coraments

A Complaint investigation (Complaint
#2025003681) was conducted at Sun Bay Manor
Ihon . The provider had deficiencies
identified at the time of survey.

59A-36.008(4) FAC Medication - Administration

{4) MEDICATION ADMINISTRATION,

{a) For facilities that provide medication
administration, a staff member licensed to
administer medications must be available 1o
administer medications in accordance with a
health care provider's order or prescription label.
{b) Unusual reactions to the medication or a
significant change in the resident's health or
behavior that may be caused by the medication
must be documented in the resident’s record and
reported immediately to the resident's health care
provider. The contact with the health care
provider must also be documented in the
resident's record.

{c) Medication administration includes conducting
any examination or other procedure necessary
for the proper administration of medication that
the resident cannot conduct personally and that
can be performed by licensed staff.

{d) A facility that performs clinical laboratory fests
for residents, including - testing,
must be in compliance with the federal Clinicat
Laboratory Improvement Amendments of 1988
{CLIA) and Chapter 483, Part i, F.8. A valid copy
of the federal CLIA Certificate must be
maintained in the facility. A federal CLIA
certificate is not required f residents perform the
test themselves or if a third party assists
residents in performing the test. The facility is not
required to maintain a federai CLIA Certificate if
facility staff assist residents in performing clinical
laboratory festing with the residents’ equipment,

AQ00

A053
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Information about the federal CLIA Certificate is
available from the Laboratory and In-Home
Services Unit, Agency for Health Care
Administration, 2727 Mahan Drive, Mall Stop 32,
Taliahassee, Fl. 32308; telephone
(850)412-4500.

This Statute or Rute is not met as evidenced by:
Based on record review and interview the facility
failed to assure that one out of three sampie staff
who administer medications 1o the residents was
ficensed to do it (Owner).

Findings as follow:

Review of Resident #4's Health Assessment
{Form 1823) dated showed the
resident needed total assistance with ambulation,
pathing, . eating, self-care, toileting and
transferring and she was under Hospice care. In
the section about and behavioral status
it was documented that resident was unable to
follow commands.

Review of Resident #4 observation, medication
record showed the Owner initialized medications
given to the resident in

Review of the Owner's record showed there was
no documentation she was licensed to administer
medications to the residents.

On at 10:50 AM the Owner stated, "l
give medications to Resident #4, she can swatiow
it but, i place the pills in her since she is
not able to do it.”

Class il
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(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
examination must be documented on an annual
basis, Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individuat does not constitute a risk of

2. if any steff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

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

ion, training, p ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.

{d) An assisted living facility o
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rute is not met as evidenced by:
Based on observation, interview and record
review the facility failed to assure that

staff {(Staff 8 and C) were qualified to perform
their duties.

Findings as follow:
On at 9:00 AM Staff Band C

{caretakers) were observed assisting residents
with the activities of dally fiving.

On at 7:45 AM Staff B stated she had
AHCA Form 3020-0001
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been working in the facility since
interviewed about what
{ ) was and how to perform the she
answered " | don't know. | have not received
those trainings.”
On at 7:47 AM Staff C stated she had
been working in the facility since | .
interviewed about what
{ ) was and how to perform the she
answered " I don't know. | have not received
those trainings.”
Review of facility records showed there were no
staffing records for Staff B and C.
Class Hll
A 079 50A-36.010(3) FAC Staffing Standards - Levels A079
88=D

(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week
0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 tofal combined residents, day care
participants, and respite care residenis over 95
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add 42 staff hours per week,
2. independent living residents, as referenced in
subsection 53A-36.015(3), F.A.C., who occupy
beds inciuded within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in.charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.
4. in facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and . .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at afl times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
59A-36.011(6), F-A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F.S.
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atleast | . Mmustbe
physically present and designated in writing to be
in charge of the facility. No staff member shalt be
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in charge of a facility for a consecutive period of
21 days or more, or for a totaf of 60 days within a
calendar year, without being an administrator or
manager.

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

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

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for reskdent services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

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

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
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minimum levels established in paragraph (a), if
the agency i that upervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents’
contracts. The agency wil consuit with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the focal fire
safety authority, the agency may require
additional staff when the facility fails to mest the
fire safety standards described in rule chapter
69A-40, F.A.C., untit such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

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

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

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

{f) Facilities holding a limited mental health,
extended congregete care, or limited nursing

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11910413 B.WING 04/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
8820 SW 148 STREET
SUN BAY MANOR H
MIAMY, FL 33176
(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)
A079 Continued From page 7 AQ79

AHCA Form 3020-0001

STATE FORM

7PIRT1

i coninuastion sheet 8 of 17




Agency for Healih Care Administration

PRINTED: 04/25/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11810413

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

04/04/2025

NAME OF PROVIDER OR SUPPLIER

SUN BAY MANOR i

MIAMY, FL

33176

STREET ADDRESS, CITY, STATE, ZIP CODE
8820 SW 148 STREET

[
PREFIX
THG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

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

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

AQ79

A083
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Continued From page 8

services ficense must also comply with the
staffing requirements of niles 59A-36.020,
B59A-36.021 or 53A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review the facility failed to follow their staffing
schedule.

Findings as follow:

On at7:55 AM Staff B and C were
observed assisting residents with the activities of
datly living.

On at 8:05 AM arrived the Owner (Staff
D).

Review of staffing records showed neither Staff B
nor Staff C had employee records avaitable for
review.

Review of the Staffing schedule posted showed
Staff D and E were scheduled to work from 8 am
10 6 pm and Staff A from 6 pm to 6 am.

On at 12:00 noon the Owner stated it
was not possible to comply with the staffing
schedule because the former staff quit.

Class il

59A-36.011(5) FAC Training - First Aid and

{5) FIRST AID AND

}. A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility

AQ79

A083
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at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
o perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, of an organization whose fraining
is ited by the Ci ission on itati
for Pre-Hospitat Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure at least one
staff present was trained in First Aid and

(Staff B and C).

Findings as follow:

On at 7:55 AM, observed caretakers
{Staff B and C) working in the facility with five
residents, two of them under Hospice care. No
other staff was present.

On at7:45 AM Staff B staled she had
been working in the facility since .
interviewed about how to perform the she
answered that she had not received that training.
On at 7:47 AM Staff C stated she had
been working in the facility since .
interviewed about how to perform the she

answered that she had not received that training.
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

. Place of birth, if known,

. Sovial security number,

. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and tetephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

iti ‘s medical ion form

in Rule 59A-36.006, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order.
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.AC., if applicable.
{e) The resident care record described in

2

3. Race,

4. Date of birth,
5.

6.

7
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Review of staff records showed Staff B and C did
not have staff records in facility.
Class #ll
A 162 50A-36.015(3) FAC Records - Resident A162
88=D
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paragraph 58A-36.007(1)(f), F.AC.
HA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their ~ recorded
semi-annually. This subsection does not apply to
residents who are recelving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that | not be taken.
{g) For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.008, FAC., if
such consent is not included in the resident's
contract,
(h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 50A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 50A-36.018, FAC.
(3) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 428.27, F.8,
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 420.27, F.S.
{1) ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for

o (. ) CF-ES 1008,
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2005, which is hereby incorporated by reference
and available for review at:

hitp:/Awwew firules.org/Gateway/reference. asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.

{m) Documentation of the | | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FALC.

{0) The resident’s ,DH
Form 1896, if applicable.

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

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

{r) Additional resident records requirements for
faciliies holding a fimited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11910413 B.WING 04/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
8820 SW 148 STREET
SUN BAY MANOR H
MIAMY, FL 33176
(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
A182] Continued From page 12 A182

AHCA Form 3020-0001
STATE FORM

Ll 7PIRTT

1 contingation sheet 13 of 17




PRINTED: 04/25/2025

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
AL11910413 B.WING 04/04/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8820 SW 148 STREET
SUN.BAY MANOR i
MIAML FL 33176
(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)
A 182 Continued From page 13 A182

59A-36.021 and 59A-36.022, F.A.C,, respectively.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to have an accurate health assessment for
one out of five sample residents (Resident #4),
and it failed to have the interdisciplinary care plan
and other documentation for two out of two
{Residents #3 and #4).

Findings as follow:

1-Review of Resident #4's Health Assessment
{Form 1823) dated showed in the
section about and behavioral status that
resident was unable io follow commands. The
assessment also documented the resident
needed assistance with self-administration of
medications.

Review of Resident #4 observation, medication
record (MOR) showed the Owner initialized
medications given.

On at 10:50 AM the Owner stated "l
give medications to Resident #4 because
Hospice is not administering the medications.
The resident can swallow the pills but, | place it in
her since she is not able to do it.”

2- Review of Resident #3 Health assessment
{Form 1823) dated showed resident
was diagnosed with " '

of Nervous System, high s .

The resident was independent eating. needed
assistance with ambutation, eating and
transferring. total assistance bathing, -
self-care and toileting and self-administration of
medications. The resident was under Hospice
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care.
Review of Resident #4's Health assessment
{Form 1823) dated showed a
diagnosis of - .
, without behavioral
disturbance, functionaf declining, high

The resident needed total assistance with
ambulation, bathing, . eating, self-care,
toileting and transferring. Resident was under
Hospice care

Further review showed neither Resident #3 not
Resident# 4 had a copy of the Hospice Plan of
Care in their records.

On at 12:00 noon the Owner stated
she would request Residents #3 and #4 Plan of
Care to the Hospice case Managsr.

Class HHl

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

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

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

59A-36.015
{2) STAFF RECORDS,

A162

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

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

. to provide direct or indirect services to

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

This Statute or Rule is not met as evidenced by:
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Based on interview, observation and record
review the facility failed to maintain personnel
records for each staff (Staff B and C).

Findings as follow:

On at 7:45 AM Caretaker (Staff B)
stated she had not received employment training
in the facility.

On at 7:47 AM Caretaker (Staff C)
stated she had not received employment training
in the facility.

On at 8:00 AM caretakers (Staff B

and C) were observed assisting residents with the
activities of daily living.

Review of facility records showed there were no
staffing records for Staff B and C.

On at 8:30 AM the Owner stated Staff

B, and C had not received trainings adding hired
them because former staff quit.
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AHCA Form 3020-0001
STATE FORM

7PIRT1

I contingation sheat 17 of 17



