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Initial Comments

An announced initial inspection was conducted on
through at Alva Senior Living, an
assisted living facifity in Alva, Florida.

The following is a description of deficencies
remaining at the end of the survey.

59A-36.006(3) FAC; 400.0078(2) Admissions -
Admission Package

{3) ADMISSION PACKAGE.

{a) The facility must make available to potential
residents a written statement(s) that includes the
foliowing information listed below. Providing a
copy of the facility resident contract or facility
brochure containing all the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthly charge fo reside
in the facility and the services, supplies, and
accommodations provided by the facility for that
rate;

3. Personal care services that the facility is
prepared to provide to residents and additionat
costs to the resident, if any;

4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate speciat diets;

6. The availability of fransportation and additional
costs o the resident, if any;

7. Any other special services that are provided by
the facility and additional cost if any;

8. Social and leisure activities generally offered
by the facility;

9. Any services that the facility does not provide
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but will arrange for the resident and additional
cost, if any;
10. The facility rules and regulations that
residents must follow as described in Rule
59A-36.007, FAC,
11. The facility policy concerning

pursuant to Section 429.255,
F.8., and Rule 59A-36.009, F.A.C., and Advance
Directives pursuant to Chapter 765, F.S,;
12. if the facility is licensed to provide extended
congregate care, the facility's residency criteria
for residents receiving extended congregate care
services, The facility must also provide a
description of the additional personal, supportive,
and nursing services provided by the facility
including additional costs and any limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in Rule 59A-36.021, F.A.C;
13. if the facility advertises that it provides special
care for individuals with and
related , & written description of those
special services as required in Section 429.177,
F.8,; and,
14, The facility's resident elopement response
policies and procedures.
{b) Before or at the time of admission, the
resident, or the resident’s responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:
1. A copy of the resident's contract that meets the
requirements of Rule 59A-36.018, F.A.C.,
2. A copy of the facility statement described in
paragraph {a) of this subsection, if one has not
already been provided,
3. Acopy of the resident's bill of rights as required
by Rule 58A-36.007, F. A.C.; and,
4. Along-Term Care Ombudsman Program
brochure that includes the telephone number and
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address of the district office.

{c) Documents required by this subsection must
be in English. If the resident is not able to read, or
does not understand English and translated
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

400.0078

{2) Upon admission to a long-term care facility,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program.

{b) The statewide ioll-free telephone number and
e-mail address for receiving complaints,

{c) information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right.

{d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the admission packet contained
alt required documents.

The findings included:

Record review of the admission packet on
and revealed the admission

packet still did not contain the following:

1. policy and procedure.

2. Grievance Policy and Procedure which

included the contact information for the Local

Ombudsman's program.
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3. Control Policy and procedure.
During an interview on at 10:24 am., the

Administrator said she thought she had sent all of
the policies, she would look and find the missing
ones.

Class It

A0BT 420.52(1 & 7) FS; 59A-36.011( ) FAC Training = A081
$8=D . gtaff In-Service

429.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must atiend 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 facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt 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).
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{7} Facility staff shall participate in inservice
training relevant fo 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.

{a) Faciliies 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
().

{b) New staff must complete the preservice

orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
adi or must sign a it 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
orientation must cover:

1. Resident's rights; and,

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

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule

AFICA Form 3020-0001
STATE FORM o0 B54411 if continuation sheet 5 of 11



PRINTED: 05/14/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
AL11970674 BwiwNe 05{14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
18401 PALM BEACH BLVD
ALVA SENIOR LIVING
ALVA, FL. 33920
{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} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A081! Continued From page & A081
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service fraining in control,

including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1080, relating to borne
. . ., maybe used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility,
2. Recognizing and reporting resident
neglect, and | . The facility must use its

prevention policies and procedures when

offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home heailth aides
trained in accordance with rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing 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
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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.

{fy Ali facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. Ali facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review of submitted materials
and interview, the Facility failed to ensure Staff
who will be on the evening shift had training in the
facility's Control, Sanitation and
universal precaution and handwashing policies
and procedures for 1 (Staff A) of 2 staff employed
for resident care.

The findings include:

Record review of the information submitted for
Staff A showed a hire date of as direct
care.

The submitted information did not include a 1
hour training on the Facility’s policies and
procedures for Control, Sanitation and
Universal Precautions including hygiene.
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During an interview on at 10:24 am., the

Administrator said she thought she sent all the
policies which required review.

Class It

A 084 59A-36.011(6) FAC 429.52(6), S Training - A084
88=D Agsis Self-Admin Meds & Med Mgmt

59A-36.011

{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
self-administration of medications as described in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(8), F.S.,
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,
assistance, administration, and management of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how fo read a prescription labet;
providing the right medications fo the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures io follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal, Training shall
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
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demonstrated that they have acquired the skills
necessary fo provide such assistance.

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

1. Read and understand a prescription fabel;

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

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

dosage forms;

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

¢. Recognize the need {o obtain clarification of an
"as needed"” prescription order;

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

e. Complete a medication observation record;

f. Retrieve and store medication;

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

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

i. Assist with :

jUsea to perform -

testing;
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k. Assist residents with

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

fevels;

1. Apply and remove stockings and
hosiery;

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

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

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

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

429.52

{6) Staff assisting with the self-administration of
medications under s. 429,256 must complete a
minimurm of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
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hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the Facility
failed to ensure the facility would have medication
assistance coverage 24 hours a day 7 days a
week as 1 {Staff A) of 2 personal care staff was
not documented as having the 8 hour medication
assistance training.

The findings included:

Record review of the submitted employment
information for Direct Care Staff A revealed Staff
was hired on . Further review of the
trainings submitted did not find the 8 hour ALF
Assistance with Medications training provided by
an Registered Nurse or Consultant Pharmacist.

During an interview on at 10:24 the
Administrator said she thought she had all the
trainings needed and will have to look for the
medication documentation.
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ZZ816 408.809(2) 435.05(2) 59A-35.090(2d-3b) ZZ816
Background Screening-Compliance Attestation

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 level 2 background
rescreening as a condition of retaining such
license or continuing in such employment or
contractuat status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's .
to the Federal Bureau of investigation for a
national criminat history record check uniess the
person’s  _ are enrofled in the Federat
Bureau of Investigation's national retained print
notification program. If the | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h), the person must submit
electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shali forward
the _ | to the Federal Bureau of
Investigation for a nationatl criminal history record
check. The _ | shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h) and enrolled in the national
retained print 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 | .The
agency may accept as satisfying the
requirernents of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years fo meet any provider or
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professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

{b) The person subject o 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 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-356.090 Background Screening.

{2) Processing Screening Requests, Required
Documents and Fees.

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

hitp:/iwww firules. org/Gateway/reference.asp?No
=Ref-091086, and available from the Agency for
Heaith Care Administration at:
hitp:/ahca.myflorida.com/MCHQ/Central_Service
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s/Background_Screening/Regulations_Forms.sht
ml. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immmediately if for any
disqualifying offense.

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 (Staff B) of 3 staff currently
employed had a eligible screening with no break
in service of 90 days or greater.
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The findings include:

Record review on revealed Staff C was
hired as a cook on . Areview of the
Background screening showed an Eligible
screening from . Areview of the
application for work filed on shows Staff
C was working in a Restaurant in Labelle, Florida
from , which
constitutes a break in service of over 1 yearata
minimum.

During an interview on at 10:32, the

administrator verified she understood that Staff C
was working in a public restaurant and not in the
healthcare field. She did not know to re-screen
her,

Unclassified
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