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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 the Agency for Healthcare

Admini ion (AHCA)

{BGS) website, personnet record review and
interview, the facility falled to register 1 of 1
sampled staff {A} on the Background Screening
Employee Roster within 5 business day as
required.

Findings:

On at 10:30 AM, a review of the
facility's BGS Employee Roster and Caregiver A
was not on the roster.

Areview of Caregiver A's personnel record
revealed a hire date of . Acopy of her
Level 2 BGS results for eligibility dated

On at 3:30 PM, an interview with the
Administrator confirmed the findings.
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428.26
{7) The facility shall notify a licensed physxclan
when a resident exhibits signs of

. or has a change of condmon
in order to rule out the presence of an underlying
physiological condition that may be contributing fo
stich or . The notification
must ocour 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 health 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 treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
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{Photographic Evidence Qbtained)
Unclassified
A0O0 Initial Comments A000
A Complaint investigation #2025007485 and an
ftoring was at
Seaside Vifla Adult Living Facility LLC. Assisted
Living Facility on . The facility had
deficiencies at the time of the survey visit.
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D1 . Supervision
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services appropriate to the needs of residents
accepted for admission to the facility.

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

{a} Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{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 writtent 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 resident record review and interview,
the facility failed to maintain written
documentation and updates as needed for 2 of 2
sampled residents {#1, #2) as required.

Findings:

1. A review of resident #1's record revealed an
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{3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week
0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 418
66-75 457
76-85 498
88-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. independent living residents, as referenced in
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admission date of . Resident #1 has
resided in the facility for 3 years and there were
no facility notes in the record to review.
2. Areview of resident #2's record revealed
admission date . Resident #2 has
resided has in the facility for one year and half
and there were no facility notes in the record fo
review.
On at 3:45 PM, an interview with the
Administrator confirmed the finding.
Class il
AD79 59A-36.010(3) FAC Staffing Standards - Levels AOT9
88=D
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subsection 58A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
limited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.
3. At least one staff member who has access o
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility,
4. in facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.
5. A staff member who has completed courses in
First Aid and , .
{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of attendance at First Aid or
courses pursuant o subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. Anurse Is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part lil, F.8,, is
considered as having met the course
requirements for both First Aid and
8. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atjeast |, . musthe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
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calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively buliding or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedute.

8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted,
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

{c) The facitity must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time pericd. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency ines that adequate supervision
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and care are not being provided to residents,
resident care standards described in rule
B59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the ferms of residents’
contracts. The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facifity will no
longer be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimurm staffing ratios.

{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services ficense must also comply with the
staffing requirements of rutes 59A-36.020,
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59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain a written staff work schedule
reflecting a 24-hour staffing pattern available for
the direct care staff, residents and resident's legal
representatives.

Findings:

An observation on at 11:30 AM, there
was no staff work schedule available to view.

On at 11:45 AM, an interview with

Caregiver A stated that there was no schedule
posted and not available and said that she just
comes to work when the Administrator ask her.

A request o the Administrator to review the
staff work schedule. The schedule was
provided but it was the schedule for the entire

month of . The week of -
was blank.
On at 1:20 PM, an interview with the

Administrator confirmed the finding.
{Photographic Evidence Obtained)

Class il

A 168 429.24(3)(a) FS; 429.27(7), FS Resident Refund A168
$8=D! policy

428.24
{3)(a) . . . The refund policy shall provide that the
resident or responsible party is entiled to a

AHCA Form 3020-0001
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prorated refund based on the dally rate for any
unused portion of payment beyond the
termination date after all charges, including the
cost of damages to the residential unit resulting
from circumstances other than normat use, have
been paid 1o the licensee. For the purpose of this
paragraph, the termination date shall be the date
the unit is vacated by the resident and cleared of
all personal belongings. If the amount of
belongings does not preciude renting the unit, the
facility may clear the unit and charge the resident
or his or her estate for moving and storing the
items at a rate equal fo the actual cost to the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days’ advance
written notification is given. If the resident's
possessions are not claimed within 45 days after
notification, the facility may dispose of them. The
contract shall also specify any other conditions
under which claims will be made against the
refund due the resident, Except in the case of

or a discharge due to medical reasons, the
refunds shall be computed in accordance with the
notice of relocation requirements specified in the
contract. However, a resident may not be
reguired to provide the ficensee with more than
30 days' notice of termination. If after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
notify the resident or responsibie party in writing
of the claim and shall provide said party with a
reasonable fime period of no less than 14
calendar days to respond. ...

429.27, £S Property and personal affairs of
residents. -

{7} In the event of the of a resident, a
licensee shall return all refunds, funds, and
property heid in trust fo the resident's personal
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representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident’s spouse or adult next of kin
named in a beneficiary designation form provided
by the facility to the resident. If the resident has
no spouse or adult next of kin or such person
cannot be located, funds due the resident shalt
be placed in an interest-bearing account, and alf
property held in trust by the facility shall be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
Probate Code. Such funds shall be kept separate
from the funds and property of the facility and
other residents of the faclity. If the funds of the

resident are not disbursed pursuant to
the Florida Probate Cede within 2 years after the
resident's , the funds shall be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to ensure the refund policy of the
contract agreement providing 14 days advance
written notification given when resident's personal
possessions are not claimed within 45 days after
the notification for 3 of 4 sampled residents (#1,
#2, #3) as required,

Findings:

1. Resident #1's contract agreement dated
did not include the 14 days written
claim for a refund in the contract agreement.

2. Resident #2's contract agreement dated
did not include the 14 days written
claim for a refund in the contract agreement.
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3. Resident #3's contract agreement dated
did not include the 14 days written
claim for a refund in the contract agreement.
On at 355 PM, an interview with the
Administrator confirmed the findings.
{Photographic Evidence Obtained)
Class il
A 170, 429.24(3)a Resident Refund Policy ATT0
88=D

The facility shall provide a refund to the
resident or responsible party within 45 days after
the transfer, 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-haif of
the fine shall be remitted to the resident or his or
her estate, and the other half to the Health Care
Trust Fund fo be used for the purpose specified
ins. 429.18.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to provide the correct amount
refund to 1 of 2 sampled residents (#3) after
discharged from the facility.

Findings:

Areview of resident #3's contract agreement
signed and dated for $4800/month,
Resident #3 moved out of the facility on

with 5 days left in . The daily
rate $160.00.
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as follows: $4800/30 days=$160 daily
rate times 5 days=$800 refund due.
On , a refund check was sent for
amount $680.00 minus $120.00 for an
administration fee that was aiready paid at
admission into the facility.
The facility owes a remaining amount of $120.00
to resident #3.
On at4 PM, an interview with the
Administrator confirmed the finding,
{Photographic Evidence Obtained)
Class Hll
A 200 59A-36.025 FAC Emergency Environmental A200
$8=D Control

59A-36.025 Emergency Environmental Control
for Assisted Living Facilifies,
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed pian ("plan”) fo serve as
a to its Ci i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours in the
event of the loss of primary electrical power.
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1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
i For planning no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rute. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.
2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.
3. Each assisted living facility is unique in size;
the types of care provided, the physical.and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
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event of the loss of primary electrical power. The
ptan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, 8. must maintain an
aiternative power source and-fuef as required by
this subsection at all imes when the assisted
living facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other faciiities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility’s
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

c. A muitistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a ficod or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fus! at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
aiternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98} hours after the
loss of primary electrical power duting a declared
state of emergency, The plan must include
information regarding fuet source and fuel
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storage.

1. Facilifies must store minimum amounts of fuel
onsite as follows:

a. A facility with a licensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. Afacility with a ficensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located inan areain a
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. if jocal ordinances or other regulations limit the
amount of onsite fusl storage for the assisted
fiving facility's location, then the assisted fiving
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
1o ensure the safe and sufficient operation of the
aiternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a
monoxide atarm.

(2) SUBMISSION OF THE PLAN.

{a) Each new assisted.living facitity shalf submit
the plan required under this rule prior to obtaining
alicense.

{b) Each existing assisted living facility that
undergoes any additions, modifications,
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or
reconstruction that require modification of ifs
systems or equipment affecting the facility's
compliance with this rule shail amend its plan and
submit it to the county emergency management
agency for review and approval.
{3) APPROVED PLANS.
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee’s
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.
{c) The assisted fiving facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approvai and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation,
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. . have implemented the plan
required under this rule.
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{b) Each new assisted living facility shall
implement the plan required under this rule prior
to obtaining a license.
{c) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility’s compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{5) POLICIES AND PROCEDURES,
(a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

ions in air inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of ici requiring refri
3. Wellness checks by assisted living facility staff
to monitor for signs of and heat

injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
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makes themn readily available at the licensee’s
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
law,

{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S., including, but
not limited to, license revocation, license
suspension, and the imposition of administrative
fines.

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its

olyiie] plan.
{8) NOTIFICATION.
{a) Within five {5} business days, each assisted
fiving facility must notify in writing, unless

ission for i ication has
been granted, each resident and the resident's
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legal representative:

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvals of the plan
do not require notification to residents or their
legal representatives unless a significant
maodification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability fo immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that the caregiver A working
alone onsite with two residents could
demonstrate a generator check using the
portable generator onsite to ensure a safe and
sufficient alternate power source in an assisted
living facility as required as required.

Findings:

An observation on at 1 PM, caregiver A
was working alone with the two residents,
capacity of facility 6 residents. She stated that
she had never been trained on starting the

generator and had no idea what to do.
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A200! Continued From page 20

At 1110 PM, it was asked to the Administrator if
she could demonstrate a generator check. She
answered no and that a friend was coming on
Friday ( ) to train all of them.

On at 1:25 PM, an interview with the
Administrator confirmed the findings.

Class il
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