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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.

are

22814
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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 interview and record review, the facility
failed to maintain the employment status of all
employees within the Clearinghouse Background
Screening for employment status within 10
business days for 3 of 6 staff members,( Staff B,
Staff D and Staff E).

The findings included:

On Jthe staffing schedule for |,
was reviewed and compared to the Agency for
¥ ini fon (AHCA)

Screening Clearinghouse Roster. The roster
revealed that the facility did not add the following
staff who's employed with the facility according to
the current staffing schedule and employse listing
with their hire date.

Staff B-Licensed Practical Nurse (LPN})--Hire date

Further review revealed the facility did not remove
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the following staff from the AHCA Background
Screening Clearinghouse Roster who's no longer
employed with the facility according to the current
staffing schedule and employes listing.

Staff D--Caregiver~-Hire date ~Term
date
Staff E-Caregiver--Hire date —~Term
date
On at 3:00 PM, an interview was
conducted with Staff 8 and she acknowledged
the findings.
Unclassified
27816 408.809(2) 435.05(2) 59A-35.090(2d-3b) 22816

Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every § 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
license or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement to 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
notification 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
ealectronically to the Depariment of
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Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the | to the Federat Bureau of
Investigation for a national criminal history record
check. The | shall be retained by the
Department of Law Enforcement under s.
843.05(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 borne 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
professionat licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The scresning standards and disqualifying
offenses for the prior screening are equivalent to
those specified in 5. 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 90 days; and

{¢) 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.

435.08 Requirements for covered employees and
employers -Except as otherwise provided by law,
the following requitements apply to covered
employees and employers:

{2) Every employee must attest, subject to
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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,

B9A-35.090 Background Screening.
{d) ion of C i with
Screening Requirements, AHCA Form
3100-0008, , herein incorporated by
, must be by the individuat

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 fo inform the
employer immediately if for any

i lifying offense. The jon of
Compliance is available at
hitps:/fwww.firules org/Gateway/reference.asp?N
o=Ref-17724, and available from the Agency for
Heaith Care Administration’s website at:
hitps:/fahca.myflorida.com/health-care-policy-and
-oversight/bureau-of-central-services/background

{e) An administrator or chief financial officer must
be screened and qualified priorto |, to
the position,

{3) Results of Screening and Notification.

{a) 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 criminal history is incomplete,
correspondence will be sent to the individual
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being screened requesting the report and
court disposition information. 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.S

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that every employee must attest,
subject to penalty of perjury, to meeting the

i for qualifying for
pursuant to this chapter and agresing to inform
the employer immediately if for any of
the disqualifying offenses while employed by the
employer for 4 of 4 sampled employee personnel
records reviewed: {Specifically,
Administrator, Staff A, Staff B,& Staff C).

The findings included:

On a review of the employee
personnel records was conducted, It was
revealed that the Administrator was hired on
and the personnel records did not
contain the signed and dated attestation of
compliance form in the employee personnel file

On a review of the employee
personnel records was conducted. It was
revealed that Staff A was hired on and
the personnel records did not contain the signed
and dated attestation of compliance form in the
employee personnet file.

On a review of the employee
personnel records was conducted. It was
revealed that Staff B was hired on
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and the personnel records did not contain the
signed and dated attestation of compliance form
in the employee personnel file.

On a review of the employee
personnel records was conducted. Itwas
revealed that Staff C was hired on

and the personnel records did not contain the
signed and dated attestation of compliance form
in the employee personnel file

On at 3:30PM, an interview was
conducted with Staff B, She acknowledged the
findings.

Unclassified

ZZ830; 408.821 FS Emergency Management Planning 27830

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

plan to the local
management agency, county health department,
or Department of Health 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
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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 Heaith,

{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

comp plan for
up 1o 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
approvais 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 Govemor if the
provider:

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

2. 1s currently licensed.

3. Does not have a provisional license.

4. Will be temporarily unable to provide services
but Is reasonably expected fo resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewsd by
the agency for up to 12 additional months upon
demonstration to 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
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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 shall 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
ficensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

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

This Statute or Rute is not met as evidenced by:

27830
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Initiat Coraments

An iated Reli and
Generator Monitoring survey was conducted on
at Caring Angels Home of Florida,

Inc.

The facility had deficiencies identified at the time
of the survey.

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) i d at Risk for

All residents assessed at risk for slopement or
with any history of elopement must be identified
s0 staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.AC., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff frained
pursuant to paragraph 59A-36.011(10)a) or (¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all imes.

AQ00

A032
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2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facifity staff and faw enforcement as necessary.
The facitity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Efopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement, Ata
minimum, the polictes and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsibie for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibifities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k). F.8.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to conduct a minimum of two mocked
resident elopement prevention and response
drills per year for all direct care staff to include
management.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11969352 B.WING 07/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
18 MEADOWLARK DR
CARING ANGELS HOME OF FLORIDA, INC
ROYAL PALM BEACH, FL. 33411
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A032] Continued From page 1 A032

AHCA Form 3020-0001

STATE FORM

EHSU11

i coninuastion sheet 2 of 37



PRINTED: 07/31/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969352 e — 07/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
118 MEADOWLARK DR
CARING ANGELS HOME OF FLORIDA, ING
ROYAL PALM BEACH, FL. 33411
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A032] Continued From page 2 A032

The findings included:

On at 3:00PM, an interview was
conducted with Staff B, she was asked to provide
evidence of the elopement drills for 2023-2026.
Staff B was unable to provide evidence of
in-service drills for 2023-2025. She was provided
an ity to locate i i

During ant interview on at 3:15PM,
with Staff B, she acknowledged the findings and
provided no additionat documentation for review.

Class il

AU52 429.256( ); 59A-36.008(3) Medication - A052
Assistance with Self-Admin

429.256

{3) Assistance with seff-administration of
medication includes: (a} Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilied by the manufacturer are considered
medications in previously dispensed, properly
labeled containers.

{b) In the presence of the resident, confirming
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
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names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
{c) Placing an oral dosage in the resident's
or placing the dosage in another container and
helping the resident by lifting the container to his
or her .
{d) Applying | medications,
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{(g) Assisting with the use of a , including
removing the cap of a . opening the unit
dose of solution, and pouring the

i dose of icati
the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing, . » converting, or

. medication doses, except for

measuring a prescribed amount of liguid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
inserted in a , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or heatth care professional with
prescriptive authority fo be given "as needed,”
unless the order is written with specific

info
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that preciude | judgment

on the part of the unficensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication,
{n} Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person,
{B) A with the sef. in ion of

i by an unti person as
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 58A-36.011, FAC., and
must be available to assist residents with
seff-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
1o take medications as prescribed.

{¢) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses 1o the medication container. Medication,
which appears to have been contaminated, must
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not be returned to the container,
(d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facifity staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separatety prescribed and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with setf-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
i ing vitat signs and ing or
assessing a resident's condition.
{1) All trained staff must adhere to the facility's
control poficy and procedures when
assisting with the self-administration of
medication.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
Assisted Living Facility (ALF) failed to ensure
documentation of Training with Assistance with
Self Administration of Medications for 2 of 4
sample staff (Administrator and Staff A).

The findings included:

On . a review of the employee
personnel records was conducted, It was reveals
that the Administrator has a date of hire as

and works flexible hours. There were
no documentation of the ALF's Training with
Assistance with Self Administration of

in the p file.
On . a review of the employes
personnel records was conducted, It was reveals
that Staff A has a date of hire as and

works 7:00AM-7:00AM. There were no
documentation of the ALF's Training with
Assistance with Self Administration of

cati in the empl p file.

During an interview with Staff B on at
approximately 3:15 PM, she verified that no
documentation were avaitable for Training with
Assistance with Self Administration of
Medications.

She acknowledged the findings and provided no
additional document.

Class il

A 056 50A-36.008(7) FAC Medication - Labsiing and A0S6
Orders

AHCA Form 3020-0001
STATE FORM 520 EHSU1 i coninuastion sheet 7 of 37



PRINTED: 07/31/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969352 B WING 07/14/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
118 MEADOWLARK DR
CARING ANGELS HOME OF FLORIDA, ING
ROYAL PALM BEACH, FL. 33411
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A086 | Continued From page 7 A058

(7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.S., and
Rule 84816-28.108, F.A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individual container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pilt
organizers as i in ion {2, no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed” or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an “as needed” prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for,  , not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with selff-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
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the resident's health care provider. The new
directions must promptly be recorded in the
resident’s medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
1o ensure that prescriptions for residents who
receive assistance with self-administration of
ication or icati ini ion are filled
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(5), F.8., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner's name, the
resident's name for whom they wers dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
iabel containing the following:
1. Practiioner’'s name,
2. Resident's name,
3. Date dispensed,
4. Name and strength of the drug,
5. Directions for use; and,
6. Expiration date.
{h) Pursuant to Section 466.0276(2)(c), F.8.,
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before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rute is not met as evidenced by:
Based on observation and record review, Staff C
failed to administer medications properly for 1 of
4 sampled residents (Resident #4).

The findings included:

On at 9:15 AM, a medication audit
was conducted with Staff C. Staff C provided the
Medication Observation Records (MOR) for
Resident #4 and it revealed the following:

1) . 40mg tab 8:00 AM dosage was not
administered on . . .
. 50mg caps 8:00 AM
dosage was not administered on s f
3) Low dose 81mg-8:00 AM dosage was

not administered on . B s

4 .. 75mg-8:00 AM dosage
was not administered on s . .

3) . 2.5mg-8:00 AM dosage was hot
administered on ' . .
6) . 300mg-8:00 AM dosage was not
administered on . . .

o ER 10mg tab-8:00 AM dosage was

not administered on , '

8) 500mg tab-8:00 AM dosage
was not administered on , , >

9) . 50mg tab-8:00 AM dosage
was not administered on s s .
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ADTT

Continued From page 10

10} 2.5mg tab-8:00 AM dosage was not
administered on . B B

The following medications were not administered
for 8:00PM dosage

1) 500myg tab-8:00 PM dosage
was not administered on s .

12} 50myg tab-8:00 PM
dosage was not administered on . .

13} 2.5mg tab-8:00 PM dosage was not
administered on ) . .
14) i . 10mg tab-8:00 PM

dosage was not administered on . .

15} 20mg tab-8:00 PM
dosage was not administered on s s

On at 9:30 AM, during a telephone
interview with Staff A revealed that Resident #4
arrived late afternoon on at the facility
without any medications, The rehab center
informed them they will sent the medications. No
medications received as of this date and time.
She acknowledged the findings.

Class #l

429.176 FS; 429.52(  ),59A-36,01(1) FAC
Staffing Standards - Administrators

429,176 Notice of change of administrator.~If,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide docurmentation within 90 days

A058

AOT7
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that the new administrator meets educational
i and has the i
core educational requirements under s. 428.52. A
facility may not be operated for more than 120
ive days without an ini: who
has completed the core educational
requirements.

429.52

(4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faiture fo do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to pariicipate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who Is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to all
residents as required by chapters 408, part i,
429, part {, F.8., and rule chapter 59A-36, F.A.C.,
and this rule chapter.

{a) An administrator must:

1.Beatleast .

2. if employed on or after . s
have, at a minimum, a high school diploma or
GED.;

3. Be in compliance with Level 2 background
screening requirements pursuant to sections
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408.809 and 429,174, F.5.;
4. Complete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 80 days after
becoming employed as a facility administrator,
Administrators who attended core training prior to
. are not required to take the

ccmpetency test unless specified elsewhere in
this rute; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, FAC.

who are notin with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not safisfied the fraining requirements of
subparagraph (1)(a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Compiete the core fraining and core
competency test requirements pursuant to rule
59A-36.011, F.AC,; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregaie care or limited mental health facility.
{c} i may supervise a i of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and heaith care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility, However, an
ising & i of three
assisted hvmg facilmes each licensed for 16 or
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fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
requi . and continui i
requirements as an administrator pursuant to
paragraph (1){a) of this rule. Managers who
attended the core training program prior to

, are not required to take the
competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429.178, F.8., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator

form, AHCA Form 3180-1006, , which

is i by and ilable online
at:

hitpy w firules.c .asp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the
Assisted Living Facility (ALF) failled to ensure

do ion of the high school
diploma or equivalent on file.

The findings included:

Record review on reveals no

documentation of the Administrator's high schoot
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diploma or equivalent on file for review,

During an interview with Staff B on at

approximately 3:15 PM, she verified no

documentation

available of his high school diploma or equivalent.

She acknowledged the findings and provided no

additional document.

Class

A0B1 429.52(1 & 7) FS; 59A-36.011( ) FAC Training AG81

- Staff In-Service

429.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facitity must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the fraining required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025{4)(d).

{c} If an assisted living facility employee
completes the 1-hour training required under s.
430.50286 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
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{a).

{7) Facifity staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
living facility employees who have not previously
completed core training as detailed in subsection
1)

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orieniation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's ficense type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shalf provide or
arrange for the following in-service training to
facility staff

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
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home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borme
., . . maybe used fo meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shalt
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing.and reporting resident .
neglect, and | . The facility must use its.

prevention policies and procedures when

offering this fraining.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or fiome health aides
frained in accordance with rule 59A-8.0085,
F.AC., mustreceive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.

A081
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{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) Al facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30} days of employment.

1. Al factlity staff shall be provided with a copy of
the facility'’s resident elopement response policies
and procedures.

2. Alt facility staff shall demonstrate an
understanding and competency in the

i ion of the p

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide evidence of the 2-hours
preservice orientation training certificate for 3 of 4
sampled employee personne files reviewed:
{Administrator,Staff A, & Staff B).

The findings included:

On a review of the employee
personnel records was conducted, It was
revealed that the Administrator has a date of hire

. and works flexible hours as the
Admini . The 2-hour pre: i
training certificate was missing from the
employee personnet file.

rvice

On , areview of the employee
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personnel records was conducted, It was
revealed that Staff A has a date of hire

, and works as Caregiver from 7:00
AM to 7:00 AM. The 2-hour preservice orientation
training certificate was missing from the
empioyee personnel fife,

On . a review of the employee
personnel records was conducted, It was
revealed that Staff B has a date of hire

, and works as a Licensed Practical
Nurse {LPN) flexible hours. The 2-hour
preservice orientation training certificate was
missing from the employee personnel file.

On at 3:10 PM, an interview was
conducted with Staff B, she acknowledged the
findings and provided no additional
documentation during the survey.

Class
A082 50A-36.011(4) FAC Training -/ A082
)

{ / } Pursuant to section
381.0035, F.S., all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a cne-time education course on
and , including the topics prescribed in the
section 381.0035, F.8. New facifity staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
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Based on record review and interview, the
Assisted Living Facitity (ALF) failed to ensure
evidence of training documentation on
L yer2etastan
{Administrator & Staff A).

The findings included:

On , a review of the employee

personnel records was conducted. It was reveals

the Administrator has & date of hire

and works flexible hours as the Administrator.

The documentation of evidence of training on
.. ! ywas

missing from the employee personnel file.

On a review of the employee
personnel records was conducted. It was reveals
Staff A has a date of hire , and works
7:00 AM-7:00 AM. The documentation of
evidence of training on .
[ Lo
{ / } was missing from the employee
personnel file.

During an interview with Staff B on at
approximately 3:30 PM, she verified no
documentation

available of training on .

PN ..
She acknowledged the findings and provided no
additional document.

Class HHl
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A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78

(2) STAFF.
{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 fo ancther
when the facility is under the same management
or ownership.
1. Evidence of a negafive
examination must be documented on an annual
basis, Documentation provided by the Florida
Department of Health or a licensed health 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. if any steff member has, or is suspected of
having, a i , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
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responsibilities, consistent with their
qualifications, to 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, FAC.

{d) An assisted living facility o
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
more residents, the facility must:

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

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that all staff provide annual
documentation of freedom from  for 20f4
sampled staff. {Administrator & Staff C).

The findings included:

An employee record review was conducted for
the Administrator with a date of hire on

- The review revealed no
documentation of { )screening
was conducted for 2023-2025. Further review
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revealed no statement of being free of
i inthe file.

An employee record review was conducted for
Staff C with a date of hire on . The
review revealed no documentation of Staff C's
fast  screening. Further review revealed no
statement of being free of communicable

in the employee file.

During and interview with the Staff 8 on
at 3:30 PM, she acknowledged the
findings.

Class

A 083 59A-36.011(5) FAC Training - First Aid and A083

{5) FIRST AID AND

( ). 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 that the staff member possess
current certification that requires the student
1o demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the Nationat
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S,, shail be
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considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on interview and record review,the facility
failed to ensure a staff members who has
completed courses in First Aid and

. . Yisinthe
facility at all times.{Specifically Administrator, Staff
A8 B)

The finding included:

During a review of the Administrator employee
records no current valid First Ald certification and

. . { ) card from
an approved trainer could not be found in the
personnet file. The Administrator works Flexible
hours and have the opportunity to be alone in the
facility with the residents therefore, the
Administrator would need to possess a valid First
Aid certification and

{ }card.

During a review of the Staff A's employee records
no current valid First Aid certification and

. . { ) card from
an approved trainer could not be found in the
personnel file, Staff A works 7:00 AM-7:00 AM
and have the opportunity to be afone in the facility
with the residents therefore, Staff B would need
10 possess a valid First Aid certification and

. . )card.
During a review of Staff B's employee records no
current valid .
{ ) card from an approved trainer could not be
found in the personnet file. Staff B works Flexible
hours and have the opportunity o be alone in the
facility with the residents therefore, Staff B would
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need to possess a valid s .
{ jeard.
at 3:30 PM, an interview with Staff B
was conducted. She acknowledged the findings.
Class il
A085 B9A-36.011(7) FAC Training - Nutrition & Food A085

Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics perfinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review and inferview, the
Assisted Living Facility (ALF) failed to ensure
documentation of Training on Food
Service-Dietary Standards for 3 of 4 sampled
employee personnel files reviewed:
{Administrator, Staff A and Staff B).

The findings included:
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On , a review of the employee

personnel records was conducted. It was reveals
that the Administrator has a date of hire

, and works flexible hours. The
2-hours ALF Training on Food Service-Dietary
Standards training certificates was missing from
the employee personnel file.

On , a review of the employee
personnel records was conducted. It was reveals
that Staff A has a date of hire L and
works 7:00 AM-7:00 AM. The 2-hours ALF
Training on Food Service-Dietary Standards
training certificates was missing from the
employee personnel file.

On , a review of the employee
personnet records was conducted. It was reveals
that Staff B has a date of hire , and
works flexible hours. The 2-hours ALF Training on
Food Service-Dietary Standards training
certificates was missing from the employee
personnel file.

During an interview with Staff B on at
approximately 3:30PM, she verified no training
certificate available for 2-hour Training on Food
Service-Dietary Standards.

She acknowledged the findings and provided no
additional document.

Class il

A090; 50A-36.011(11) FAC Training - A0S0

(1)
TRAINING.
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{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c) Training shall consist of the information
included in rule 59A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to obtain to complete training in

Yfor20f4
sampled staff records {Administrator and Staff 8)
after 30 days of employment.

The findings included:

On the Administrator file listed a date
of hire . The Administrator's file did not
contain documentation of having required training
for

On Staff B's file listed a date of hire
- Staff B's file did not contain
documentation of having required training for

On at 3:00 PM, an interview was
conducted with Staff B. She acknowledged the
findings.

Class il
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A 161 428.275(2) FS; 59A-36.015(2) FAC Records - A6t

Staff

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

ion of background ing, if

fon of with alt

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

59A-36.015
{2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of commurnicable

. 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, FA.C,,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with leve! 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 description
given to each staff member pursuant to Rule
59A-36.010, FAC,
8. Documentation verifying direct care staff and
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administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(¢c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the Assisted
Living Facility {ALF) failed to ensure facility staff
records were readily available for review to
provide evidence of compliance with the State
requirements for 3 out of 4 sample staff.
{Administrator,Staff B and Staff C).

The findings included:

A request was made to review the staffing file of
all staff. (Administrator), however, no file was
provided with the following documentation: Free
of Communicable Statement,
Elopement training -1 hr, Reporting major
incidents-1 hr, Incident Training-1 hr,Resident
Rights-1hr, ! L and

Staff B, no file was provided with the following
documentation: Eloperment training -1 br,
Reporting major incidents-1 hr, Incident
Training-1 hr,Resident Rights-1hr, and
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Staff C, no file was provided with the following
do fon: Free of C i
Statement, , and Elopement training -1 hr.
On at approximately 3:15 PM Staff B

acknowledged the finding and no additionat
documentation provided.

Class il

A 200 59A-36.025 FAC Emergency Environmental A200
Control

59A-36.025 Emergency Environmental Controf
for Assisted Living Faciliies.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan") to serve as
a o its Compr '

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:
(&) 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 termperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (88} hours in the
event of the loss of primary electrical power.
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 thatis
appropriate for resident care needs and iife safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
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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.8. and subsection
59A-36.019(5), F.A.C., are met. The plan shait
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 rute 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
event of the loss of primary electrical power. The
pian 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 fuel as required by
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this subsection at all times when the assisted
living facifity 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 facilities 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 multistory 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 fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

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

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

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

b, A facility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facifity located inan areaina
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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 fuel storage for the assisted
living facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fusl storage allowable by the
ordinance or regulation and a refiable 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
0 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 alarm.
(2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
alicense.
{b) Each existing assisted living facility that
undergoes any additions, modifications,
alterations, refurbishment, renovations or

ion that require ification of its
systems or equipment affecting the facifity's
compliance with this rule shall 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
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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 1o access and produce the
pian. 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
assistedliving@ahca.myfiorida.com.
{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
power pian to the Agency. The Agency shall post
the summary and notice of the approval 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
dpdate 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.
{b) Each new assisted living facility shalf
implement the plan required under this rule prior
1o obtaining a license.
{c) Existing assisted fiving facilities that undergo
any additions, modifications, alterations,

i renovations or ion that
require modification of the systems or equipment
affecting the assisted fiving facility’s compliance
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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 shalt ensure that
residents do not experience complications from
fluctuations in air temperatures 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 refrigeration;
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
makes them 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
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immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily avaitable 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

omp! plan.
{8) NOTIFICATION.
{a) Within five (5) business days, each assisted
living facility must notify in writing, unless

i for i ication has
been granted, each resident and the resident's
legal representative:
1. Upon the initial submission of the plan fo the
county emergency management agency that the
ptan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annuat submissions and approvais of the plan
do not require notification to residents or their
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legal representatives unless a significant
modification 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 avaitable 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, record review and
interview, the facility failed to maintain a copy of
the approved emergency plan, readily avaitable at
the licensed physical address.

The finding included:

During an interview with Staff B on at
3:15 PM, she stated she was unable to locate the
Emergency Management Plan policies and

procedures.

She acknowledged the finding and no documents
were provided.

Class il
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