Agency for Healih Care Administration

PRINTED: 06/06/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11811410

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

05/22/2025

NAME OF PROVIDER OR SUPPLIER

PROFESSIONAL HOME CARE |

HIALEAH, FL. 33013

STREET ADDRESS, CITY, STATE, ZIP CODE
435 EAST 31 STREET

o4y 1D
PREFIX
TG

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)

Cze14

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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

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

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

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

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to report the initial employment status to the
Clearinghouse for one out of seven staff sampled
(Staff E).

Findings included:

Areview of the Clearinghouse revealed that Staff
E was not fisted as an employee.

On at 1:08 PM the Administrator stated,
"She is no longer working here, she had no
papers, she is fegal here but had no paperwork.
She did not have a level Il background; she did
not have a social security card. She was a very
good employee, but it was taking too long to get
her legai papers.”"
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A000; Initial Comments A 000

A complaint investigation survey (Complaint
#20250002608) was atP

Home Carelon |, | . The provider had
deficiencies identified at the time of the survey.

A 161} 428.275(2) FS; 59A-36.015(2) FAC Records - A181
$8=D ' Staff

429.275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

fon of background ing, if

jon of i with alf

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

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

« 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.S., and Rule 59A-36.010, FAC.,
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4, For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and

ini participation in resident
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 50A-36.010, FAC.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to maintain personnel records for each staff
member which contain, at a minimum,

do fon of background ing,
documentation of compliance with all training and
ications with for one

out of seven sarpled staff (Staff E).
Findings included:

Areview of the Clearinghouse revealed that Staff
£ was not listed as an employee.

A review of the facility’s records revealed that
Staff E was not listed on the schedule.

Areview of employee records revealed that Staff
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£ had no record at the facility.

On at 1:03 PM the Administrator stated,
" have no record for her. She worked here for
over a month, | do not remember exactly how
jong. She worked during the daytime. She left
about 2 or 3 months ago.”

On at 1:05 PM the Administrator stated,
“She is no longer working here, she had no
papers, she is legal here but had no paperwork.
She did not have a level Il background; she did
not have a social security card, She was a very
good employee, but it was taking too long to get
her legal papers.”
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