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A000; Initial Comments A 000

An d Reli .
Complaint (2025001095 & 2024013571 }, and
Generator Monitoring survey was conducted at
Bridgepointe Assisted Living Facility LLC on

. Deficiencies were identified at the
time of the survey.

A078 59A-36.010(2) FAC Staffing Standards - Steff AQ78

(2) STAFE.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a 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 6 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 annuat
basis. Documentation provided by the Florida
Department of Health or a licensed heaith 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
individuat does not constitute a risk of

2. 1f any staff member has, or is suspected of
having, a ¢ i , such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
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{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo 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
mote residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
10 each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408,809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facifity
failed to ensured that the Administrator had proof
of a negative ( )examination on
an annual basis.
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The findings included:

On at 1:59 AM, the Administrator stated
that she thought that her ., was good
for 5 years,
A review of staff records revealed that the last
negative communicable and

statement was dated

Class Hll
A0B2 59A-36.011(4) FAC Training - ! AOBZ

(4)

(S }. Pursuant to section
381.0035, F.S., all facility employses, with the
exception of employees subject to the
requirements of section 456,033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection {12), of
this rute.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of five sampled
employees received a one-time education course
on 7 {Staff B) within 30 days
employment.

The findings included:
A review of Staff B's record showed a hire date of

. Further review of Staff B's record
showed no documentation for completion of a
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Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must;

1. Provide a safe living environment pursuant to

section 428.28(1)(a}, F.8,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

working order.

{b) Pursuant to section 429.27, F.S,, residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a matiress no

less than 36 inches wide and 72 inches long, with

the top surface of the matiress at a comfortable
10 ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

famp, and waste basket; and,

5. A comfortable chait, if requested,
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course on / within 30 days of
employment.
During an interview with the Administrator on
at 2:15 PM, she stated that she would
ensure that the staff had the training and the
documentation in their records.
Class Hil
A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
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A182

A161

Continued From page 4

{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d) Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Facilities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be .

This Statute or Rule is not met as evidenced by:
Based on obsetvation and interview, the facility
failed to provide a safe living environment, free of
hazards for the residents.

The findings included:

QObservation on at 8:12 AM revealed
that there was an area rug taped to the floorin
the lobby of the Memory Care section. Further
observation showed that the rug was ripped and
fifted, presenting atripand  safety hazard
{Photographic evidence obtained). Further
observation showed several Memory Care
residents ambulating in the lobby where the
defective rug was located.

During an interview with the Administrator on
at 2:15 PM, she stated that the
defective rug would be replaced immediately.

Class il

428.275(2) FS; 59A-36.015(2) FAC Records -
Staff

428.275

A182

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

ion of ing, if
1 0f with alt
training requirements of this part or applicable
rule, and a copy of all ficenses or certification held
by each stafl who performs services for which
ficensure or certification is required under this
partor rule.

59A-36.0156
{2) STAFF RECORDS,
(a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
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.$., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job descriptions
given to each staff member pursuant to Rule
59A-36.010, FAC,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(¢),
FAC.
{h) The facility is not required to maintain
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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 59A-36.010, FAC.
{c) The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined that the facility failed to ensure all
pertinent documentation was maintained in the
staff's employee records, including the Level I
soreening, for 1 out of 5 sampled employee
records reviewed {Staff £}

The findings included:

During an interview at 1:59 PM on
with the Administrator, she stated Staff E did not
have a copy of her level Il background on file.
She stated Staff E had a current background
screening. A review of staff records revealed that
Staff E had been hired on . Areview of
the facility's clearing house roster revealed Staff
£ had a Leve! I background screening dated

( noted as sligible}. However, the facility
had no documentation of this Level |} eligibility on
file.

Class il

A1700 429.24(3)a Resident Refund Policy A1T70
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....The facility shall provide a refund to the
resident or responsible party within 45 days after
the fransfer, discharge, or of the resident.
The agency shall impose a fine upon a facility
that fails to comply with the refund provisions of
the paragraph, which fine shall be equal to three
times the amount due to the resident. One-half of
the fine shall be remitted to the resident or his or
her estate, and the other half to the Health Care
Trust Fund to be used for the purpose specified
ins. 429.18.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facitity
failed to provide a refund within 45 days after the
discharge from the facility, for one out of five
sampled resident (Resident 1).

The findings included:

A review of the facility's admission and discharge
log revealed that Resident#1 was discharged on

During an interview on at 5115 PM
with Resident 1's daughter, she stated she was
the POA for Resident #1. Resident#1's daughter
stated that Resident 1 had moved out of the
facility on and the facility
Administrator refused to provide a refund for the
unused days paid for the month of

because she had not received
reimbursement from the LTC (Long Term Care)

During an interview on at2:15 PM,
the Administrator stated that she was not aware
that she had to provide a refund to the Resident
and that the family never contacted her and

inform her that the refund was due. The
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Administrator stated, "She never called me to tell
me that | owed her a refund. | will issue the
payment today"
Class #ll
AHCA Form 3020-0001
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Cze16;

408.809(2) 435.05(2) 53A-35.090(20-3b)

-Ce

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

cz816
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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
mi. 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 interview and record review, the facifity
failed to have the signed attestation of
complaince with the Levet H background
screening for one out of five sampled staff (Staff
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The findings included:

On at 2:06 PM the Administrator stated,
She didn't have the attestation of compliance.

A review of staff’ records revealed that Staff D
had been hired on , herlevel li
ing had been on
, further review revealed there was no
signed attestation of complince with the level Il
background screening on her record.

Unclassified

Cz816
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