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Initiat Coraments

A revisit to re-licensure biennial survey and a
generator monitoring were conducted at Buena
Vista Health Care Il, Corp. on . The
provider had deficiencies identified at the time of
the survey.

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

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from 2 health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 8 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement, An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. 1 any staff member has, or is suspected of
having, a cc 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

A 000}

A078)

AHCA Form 3020-0001

LABORATORY

IRECTOR'S OR PROY IER 3

TITLE X6} DATE

STATE FORM

3

1UTU12

I sontioation sheat € of 7




Agency for Healih Care Administration

PRINTED: 05/09/2025
FORM APPROVED

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

ion, training, p ion, and expert
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.
{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide documentation of a negative

examination on an annual basis for
one out of three sampled staff (Staff C}.

Findings included:
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:
Name,

Race,
Date of birth,
Place of birth, if known,
Social security number,
Medicaid and/or Medicare number, or name of
other health insurance .
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 telephone 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 medicat ination form
in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,of
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order,

N® O AW
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Personnel records review for Staff C showed that
she had the last negative statement
on
On at 12:45 PM the Administrator stated
Staff C had not seen a physician yet.
Class il Uncorrected
{A 162} 50A-36.015(3} FAC Records - Resident {A 162}
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{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
paragraph 58A-36,007(1)(f), FAC.

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
living must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
wriingthat | notbe taken.

{g) For facilities that will have unlficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, F.AC., if
such consent is not included in the resident's
contract.

{h} For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 50A-36.008, FAC.

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

(j) For a facifity 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.S,
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
10 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.

AHCA Form 3020-0001

STATE FORM

1UTU1Z

i continuation shoet 4 of 7



Agency for Healih Care Administration

PRINTED: 05/09/2025
FORM APPROVED

{1) i the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |

o ), CF-ES 1008,

, which is hereby incorporated by reference

and available for review at:
http:/rwww 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.
{rt) 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,
FAC.

{0) The resident’s

Form 1896, if applicable.
{p) For independent living residents who recsive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
narmes 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.

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

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to have on file a
complete and accurate health assessment for
three out of four sampled residents {Resident #1,
Resident #3 and Resident #4).

Findings included:

1)

On at 10:40 am, observation showed
Resident #1 lying in bed with full side bed rails in
the upright position. Further review showed the
resident was under hospice care since

A review of Resident#1's health assessment

dated showed medical history and
diagnoses of degenerative of nervous
system, essential primary f
. type 2.
,and

. The physical and sensory limitations
section was left blank. The physician indicated
that the resident was not bedridden and needed
supervision with ambuiation eating, self-care
{grooming), and transferring, and required total
care with bathing, . and toileting. Lastly,
Resident #1 needed assistance with
self-administration of medication.

On at 11:30 AM the Administrator
stated, "Resident #1 is hospice and does not walk
and that he had not received the updated heaith
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assessment from the doctor yet."

2)

Review of Resident #3's health assessment
completed showed the nursing,
freatment, , . service requirements section
was left blank.

3)

Review of Resident #4's health assessment
completed showed showed the
nursing, treatment, , ., service requirements
section was left blank,

On at 11:54 am the Administrator
confirmed the health assessments needed to be
updated.

Class #l Uncorrected
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