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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 ensure all employees were added to the
background scteening roster within five days of
hire for 1 of 3 employees (B).

Findings:

On at 1:35pm the administrator was
asked to provide employee B's file. The
administrator stated she did not have a file for
her. She further stated employee B was hired
approximately one month, maybe a month and a
half ago.

Unolassified

408.821 F$ Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
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{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such ficensee shall
submit its comprehensive emergency

plan to the locat
management agency, county health department,
or Department of Heaith as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan,
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvat of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

omp plan for
up fo 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
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provider:

1. Suffered damage to its operation during the
state of emergency.

2. is currently licensed.

3. Does not have a provisional license,

4. Will be temporarily unable to provide services
but is reasonably expected {o resume services
within 12 months.

{b) An inactive license may be issued for a petiod
not o exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration fo the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive ficensure period shall be
the date the provider ceases operations. The end
of the inactive period shal become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with al requirements of this part and
applicable rules and statutes.

{4) .. . Licensees providing residential or inpatient
services must utitize an online database
approved by the agency fo report information to
the agency regarding the provider's emergency
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status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record reviews and inferviews the
facility failed to provide to submit the

comp i Pland
{CEMP) to the Osceola county emergency
management agency annually as required,
annually.

Findings:

On at 11:30am the administrator stated
that the annual CEMP has not been submitied
o the county.

Unclassified
A0Q0 Initial Comments A000

A complaint survey (CCR# 2025005738) and
generator monitoring were conducted at Elite
Maror on . The facility had deficient
practice at the time of the survey.

AD0 42026( ) FS; 59A-36.006(4) FAC Admissions - A010
$8=0 | Continued Residency

428.26 Appropriateness of placements;
examinations of residents.-
{1) The ewner or administrator of a facility is

L for the
of admission of an individual to the facility and for
ining the continued appropri; of

residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the

AHCA Form 3020-0001
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resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of

appropr for ission and

residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b) A facility may admit or refain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facifity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
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physical.assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physical

2. A resident may continue fo reside in a faclh(y if,
during residency, he or she is bedridden for no
mere than 7 consecutive days.

3. if a facility is licensed fo provide extended
congregate care, a resident may continue to
reside in a facllity if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) Aresident may not be moved from cne facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.008
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a) through (o) of this subsection,
criteria for continued residency in any licensed
facmty must be the same as the criteria for

ion. As part of the i
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the i assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
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59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by reference in {2)(b)
of this tule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa .

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. if the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A . [ resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents {o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's fegal
representative if applicable, and the facility agree
{0 continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an

AHCA Form 3020-0001
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interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the cont i of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
license and total help with the activitiss of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C,

This Statute or Rute is not met as evidenced by:
Based on record reviews and inferviews the
facility fafled to provide an up to date health
assessment form1823 for 1 of 2 sampled
residents (#1 &#2) as part of the continued
residency criteria, a resident must have a

-to- medical examination by a heaith
care practitioner at least every 3 years after the
initial assessment, or after a significant change in
condition, whichever comes first.

Findings:

1.0n at 12:09 pm a record review of
resident #1's chart revealed an admission date of
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2.0n at 12:15 pm a record review of
resident #1's chart revealed an expired health
assessment form 1823, (dated >
On at 12018 pm the administrator was

asked to provide an updated 1823 for resident #1.
The administrator stated the 1823 is only expired
when a resident experiences a change in
condition. She was reminded that a new health
assessment is required every three years or after
a significant change, which every comes first.

2.0n at 12:19pm a record review of
resident 2's chart revealed an admission date of

On at 12:20 pm a record review of
resident 2's chart revealed a health assessment
form 1823 (dated

On at 1:30pm the administrator
confirmed that residents #1 & #2 did not have
updated health assessments that were updated
every three years as required.

Class ill
AD30 59A-36.007(5) FAC; 420.28( ) FS420.27 AD30
88D | Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY

PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.8,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the

AHCA Form 3020-0001
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admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.8., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure fo aflow
residents to recommend changes to facility
policies and procedures. The facility must be able
{o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toil-free
telephone number of the Florida Hotline,
1(800)86- or 1{800)862-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident , heglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions;
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8. The requirements for coordinating the delivery
of services to residents by third party providers;
8. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facifity without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requiremnent. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.~

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect,

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
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personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 pm.
at a mintmum. Upon request, the facility shalf
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,

L and i ton within the ity.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility,
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regutar and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious fiberties, including
the right to independent personat decisions. No
religious beliefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
heaith care” means the management of
medications, assistance in making
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for health care services, the provision of or
arrangement of transportation to health care

. and the performance of health
care services in accordance with s. 428.255
which are consistent with established and

within the

{k) At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive fo other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shali be
given af least 45 days' notice of a nonemergency
refocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
[o] 1 Program for ass with
relocation and must include the statewide toll-free
telephone number of the program. In order fora
facility to the resi of an indivi
without niotice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.
{1) Present grievances and recommend changes
in poficies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shaif
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and to associate with advocacy or
special interest groups.
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{2) The administrator of a facility shall ensure that
a written notice of the rights, ,and
prohibitions set forth in this part is pested ina
prominent place in each facility and read or
explained fo residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Etder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access (o a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman councll, the Elder

Hotline operated by the Department of
Children and Families, and , Rights
Florida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
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facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on records review and inferviews the
facility failed to properly discharge resident 7 in
accordance with section 429.28.

Findings:

On at 2:03pm the administrator stated
that resident 7 was not a good fit for the facility.
‘When asked why and to elaborate, she stated
that he would squat and then sit on the floor. He
would urinate in the flower's pots also in the
closet int his room and he at night
heavily, which would cause the staff to change
him often and change his linen every day. The
administrator was asked how many times a week
the other residents get their linen changed, she
stated every two to three days. The administrator
was asked, who assessed resident 7 so that he
couid come into the facility she stated that she
was the one who assessed him and did itas a
favor to the wife and out of her kindness within
her . The administrator was then asked if
she was aware of the residents’ needs, she
stated yes and thought that her facility was a
good fit for the resident 7 at the time, The
administrator was asked if she had properly given
resident 7's wife the proper notice, such as 30 or
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45-day notice, she stated no she did not think it
was necessary because she felt fike it was more
of a favor. The administrator was reminded that
the reguiations are set in place for a reason.

Class #Hl

Based on records review and interviews the
facility failed to properly discharge resident 7 in
accordance with section 429.28.

Findings:

On at 2:03pm the administrator stated
that resident 7 was not a good fit for the facility.
‘When asked why and to elaborate, she stated
that he would squat and then sit on the floor. He
would urinate in the flower's pots also in the
closet in his room and he at night
heavily, which would cause the staff to change
him often and change his linen every day. The
administrator was asked how many times a week
the other residents get their linen changed, she
stated every two fo three days. The administrator
was asked, who assessed resident 7 so that he
could come into the facility she stated that she
was the one who assessed him and diditasa
favor to the wife and out of her kindness within
her . The administrator was then asked if
she was aware of the residents’ needs, she
stated yes and thought that her facility was a
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good fit for the resident 7 at the time. The
adrainistrator was asked if she had properly given
resident 7's wife the proper notice, such as 30 or
45-day notice, she stated no she did not think it
was necessary because she felt like it was more
of a favor. The administrator was reminded that
the regutations are set in place for a reason.

Class il

Based on records review and interviews the
facility failed to properly discharge resident 7 in
accordance with section 429.28.

Findings:

On at 2:03pm the administrator stated
that resident 7 was not a good fit for the facility.
‘When asked why and to elaborate, she stated
that he would squat and then sit on the floor. He
would urinate in the flower's pots also in the
closet in his room and he at night
heavily, which would cause the staff to change
him often and change his linen every day. The
administrator was asked how many times a week
the other residents get their linen changed, she
stated every two fo three days. The administrator
was asked, who assessed resident 7 so that he
could come into the facility she stated that she
was the one who assessed him and did itas a
favor to the wife and out of her kindness within
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her . The administrator was then asked if
she was aware of the residents' needs, she
stated yes and thought that her facility was a
good fit for the resident 7 at the time. The
administrator was asked if she had propetly given
resident 7's wife the proper notice, such as 30 or
45-day notice, she stated no she did not think it
was necessary because she felt like it was more
of a favor. The administrator was reminded that
the reguiations are set in place for a reason.

Class 1l

Based on records review and interviews, the
facility failed to ensure residents were given
forty-five-day notice of discharge when it was
determined they could no longer meet the
residents’ needs for 1 of 1 discharged resident
#7).

Findings:

Resident #7 was admitted to the facility on
with diagnoses of , body

“ ST (HLD)
irritable and adult . The
resident was discharged from the facility on
00/00/000.

Interview with the administrator on at
2:03pm who stated that resident 7 was not a
good fit for the facility. When asked why and fo
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elaborate, she stated that he would squat and
then sit on the floor. He would urinate in the
flower's pots also in the closet in his rcom and he

at night heavily, which wouid cause the
staff to change him often and change his finen
every day. The administrator was asked how
many times a week the other residents get their
finen changed, she stated every two to three
days. The administrator was asked, who
assessed resident 7 so that he could come into
the facility. She stated that she was the one who
assessed him and did it as a favor fo the wife and
out of her kindness in her . The
administrator was then asked if she was aware of
the residents’ needs, she stated yes and thought
that her facility was a good fit for the resident at
the time. The administrator was asked if she had
properly given resident 7's wife the proper
discharge notice she stated no she did not think it
was necessary because she felt like it was more
of a favor.

An interview on at 11:08 with resident 7's
wife revealed the owner fold her that her husband
was being sent out to the hospital and she
needed to remove her hushand because none of
the employees wanted to take care of her
husband. The wife stated that the owner did not
tell her anything of this nature prior o him being
sent out. Resident 7's wife stated that she was at
the facility just about every day, she gave her
husband a bath and she fed him and nights,
when he was restless, she would go over fo the
facility fo cafm him down and get him to go

to bed. There was never a Delima about her
husband. Resident 7's wife stated that when she
arrived at the hospital her husband was covered
in dried feces. The hospice nurse called her to
say that the CNA from their services found him on
the floor covered in feces and the facility staff
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stated that they were not going to clean him up,
the facifity staff also stated that he is going to the
hospital, and they get paid to handle that. The
hospice CNA asked for the facility staff to assist
her 1o get him off the floor and the staff refused to
assist her. The wife stated that the only time she
did not have to bathe her husband was the days
the hospice CNA would give him a bath.

Resident 7's wife also stated the owner was
never present at the facility. The wife also stated
that the staff is not knowledgeable about the
medications they give to the residents, and the
staff has no medicat background or knowledge
about the residents they are caring for. Resident
7's wife stated that on weekends she would take
her husband home. The employees would often
complain to her saying the owner did not have
enough food at the facility. The woman who used
to work at the facility as a caregiver was
terminated by the owner because she complained
to the owner that she needed to purchase more
food for the residents and if she did not do it, she
would be calling DCF. The girl did call DCF about
the situation at the facility. Resident 7's wife
stated that the owner told her that she is going
through a lot personally, however the owner
should not let her personal issues interfere with
the business she is running because in the end it
is the residents that do suffer.

The wife was asked if she was ever given 30-day
notice or a 45-day notice in writing by the owner.
She stated no it was never discussed, and she
never knew there was ever an issue with the staff
taking care of her husband. Resident?'s wife
stated that because of the owners' action it had
put her in a turbulent situation because she did
not have another facility to place her husband, but
she decided fo take her husband home, and care
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59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized enfity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in slectronic or paper
format, upon request.

{1) FACILITY RECORDS. Fagility records must
include:

(a) The facility's license displayed ina
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | ; and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
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for him. Resident 7's wife stated she has hospice
taking care of him and she has family assisting
her with his care.
Class il
A 160 5OA-36.015(1) FAC Records - Facility A 160
88=D

AHCA Form 3020-0001

STATE FORM

SMET

1 contingation sheet 22 of 25




Agency for Healih Care Administration

PRINTED: 07/13/2025
FORM APPROVED

intending to return pursuant fo Rule 59A-36.018,
F.AC. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not inciuded on the log described in paragraph
().

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency managernent agency, as
described in Rule 59A-36.019, F.A.C,, that must
Dbe readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, F.A.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-38.013, FAC.

{g) The admission package presented fo new or
prospective residents (less the resident's
confract) described in Rule 59A-36.006, F.AC.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . a copy of all such facility
advertisements as required by Section 428.177,
F.8

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.A.C.

(i) Al food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports, Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate fo operate.

{k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
to Section 429.435, F.S., and rule Chapter
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69A-40, F.A.C., issued within the last 2 years,

(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.$,, all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
iast 5 years.

{n) The facility’s resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) The facility’s policies and procedures pursuant
to subsection 59A-36.007(10), FA.C.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facitity's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide an up-to-date fire inspection,
The administrator failed to provide an annuat fire
inspection from the county fire department.

Findings:

On at 11:45am the Administrator was

asked for the most recent annual fire inspection.
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She stated that the Fire Marshall had not been to
the facility. The administrator stated that she has
not been able to get in touch with the Fire
Marshall to set an for the annual.

On at 1:30pm the administrator
confirmed the last inspection was conducted on

Class It
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