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408.809 Background screening; prohibited
offenses.-
{2) Every 8 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
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement fo forward the person's | |
o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolled in the Federal
Bureau of investigation's national retained print
nofification program. lfthe | 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 Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national 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 borme by
the licensee or the person |, | .The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
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professional licensure requirements of the
Department of Financlal Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 851,
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 to screening has not had
a break in service from a position that requires
level 2 screening for more than 80 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-35.090 Background Screening.
{2) Processing Screening Requests, Required
Documents and Fees.

{d) An ion of Ce i with
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by

reference, avaitable at

hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:f/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 immediately 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.

() 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 criminaf 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
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
disqualification in accordance with Section
435.06(3), F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to have a sign attestation of compliance
with the leve! [l background screening for one out
of five sampled staff (Staff D).
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Findings included:

A review of employee records revealed that Staff
D (caregiver) was hired on . Herlevel il
ing had been on
, and the attestation of compliance with

the levet i background screening was not signed.
On at 11:19 AM the Owner stated, "Ok. |
will give it to her to sign when she comes A
Class #ll
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Initiat Coraments

Are-licensure survey in conjunction with a
generator monitoring was conducted at Holy
Family Group Home ALF Incon

The provider had deficiencies identified at lhe
time of the survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined fo exist, the
facility must notify the resident's representative or
designee of the need for heatth care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to freat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personat
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of

AQ00
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resident diets in accordance with Rule
59A-36.012, F.AC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical.and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes for
one out of four sampled residents (Resident # 4).

Findings included:

On at 7:20 AM the Owner stated that

Resident # 4 had been admitted to the hospital
the day before due to .. He stated that
the had to call rescue due to the intensity of the
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{1} To obtain a limited mental heafth license, a
facility must hold a standard license as an
assisted fiving facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 8 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a ficensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shail be made in accordance with this
part, part il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9} LIMITED MENTAL HEALTH TRAINING.
{a) Pursusaint to section 429.075, F.S_, the
administrator, managers and staff, who have
direct contact with mental health residents in a
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Areview of Resident # 4's record revealed that
the last progress note on record was from
, there was no progress note regarding
the resident need to be transferred to the
hospital,
On at 11:15 AM the Owner stated that
he would write the note. bservation revealed that
he wrote during the exit conference.
Class Hl
AL243, 429.075(1) FS; 59A-36.011(9) FAC LMH - AL243
$8=D | Training
428.075
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ficensed limited mental health facility, must
receive the following training:
1. A minimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses,
a. The fraining must be provided or approved by
the Department of Children and Families and
must be taken within 6 menths of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility.
. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for i and
managers pursuant to section 429.52(8), F.S.,
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
online, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health freatment such as:
{I) Mental health needs, services, behaviors and
appropriate interventions;
(1) Resident progress in achieving treatment
goals;
{1t} How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
10 section 428.52(5), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
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staff affected by the continuing education
requirement under this subsection shall have up
o 8 months after the effective date of this rule to
meet the training requirement.

{b) Administrators, managers and staff do not
have to repeat the initial training. should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
subparagraph (a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
that has a limited mental health component, falled
to ensure that three out of five sampled staff
{Administrator, Staff B and Staff D) had
completed a 3 hours training in limited mental
health every 2 years, The facility also failed to
ensure that one out of five sampled staff (Staff C)
had completed an initial fraining in limited mental
health within 6 months of being hired.

Findings included:

Areview of the facility's license revealed that the
facility had limited mental health component,

Areview of employee records revealed that the
Administrator, Staff B [Caretaker/Owner] and
Staff D [Caretaker] had the last limited mental
health training in . Further review
revealed that Staff C had been hired on

and she had not completed an initial fraining in
fimited mentat heaith.

On at 11:18 AM the Owner stated, "Ok,
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you are right. We will all take the training.”

Class il
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