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A000; Initial Comments A 000

An iated Reli 8
Complaint (#2025009546), and Generator
Monitoring survey was conducted at Five Star
Premier Residences of Boca Raton on

The facility had deficiencies at the fime of the
survey.

AC10; 428.26( ) FS; 59A-36.006(4) FAC Admissions - AQ10
Continued Residency

429.26 Appropriateness of placements;

examinations of residents.-

(1) The owner or administrator of a facility is

responsible for determining the appropriateness

of admission of an individual to the facility and for
= N of

G appropri
residence of an individuat in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
approprk for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or freatrnent are met by the facifity or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
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additional care Is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduted needs of the
resident, including, if applicable, staffing for
nursing care.

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

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

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

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

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

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

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

AQ10
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applicable department.

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

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (&) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
ission. As part of the i i
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
isi by in (2)(b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
reguirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
recelving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that
1. The resident contracts directly with a licensed
home health agency or a nurse fo provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
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record; and,

3. #f the resident’s condition fails to improve within
30 days, as documented by a heaith care
practitioner, the resident must be discharged
from the facility.

{c)A . i resident who no longer meets
the criteria for continued residency may continue
1o reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
1o continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

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

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

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

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

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

This Statute or Rute is not met as evidenced by:
Based on observation, record reviews and
interviews, the facility failed to obtain a new
Agency for Health Care Administration (AHCA)
Form, 1823 Health Assessment completed by the
healthcare provider for continued residency for 1
of 2 sampled residents (#11) as required in an
assisted living facility (ALF).

Findings:

On at approximately 9:33 AM, the
resident care associate identified resident #11 as
one of their hospice residents in the facility.

On at 11:10 AM, resident #11 was
observed in her room lying in bed. The resident
replied yes, when asked if everything was ok,
The caregiver who provided entry to resident
#11's room confirmed resident #11 was receiving
hospice services.

Review of resident #11's record revealed a facility
admission on LA 1823 health
assessment indicated assistance with Activites of
daily Livng {(ADLs) as nursing service

i There was no
evidence resident #11 was receiving hospice
services.

A facility note on at 13:44 read, vitas
hospice notified of

A facility note on at 13:39 read,
incident reported to vitas.

A facility note on at 12:01 read,

AHCA Form 3020-0001
STATE FORM 520 oLs111 i coninuastion sheet 5 of 20



PRINTED: 08/04/2025

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
AL11911162 e — 07/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
22601 CAMINO DEL MAR
FIVE STAR PREMIER RESIDENCES OF BOCA RATON
BOCA RATON, FL. 33433
(X4) 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ™a CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A010] Continued From page 5 AQ10

resident seen by vitas hospice.

Afacility note on read, witnessed the
vitas caregiver come into community, sign in to
see this resident, walk to the room, and walk out
immediately,

A facility note at 12:50 read, resident is
on hospice care.

The senior director of health and wellness was
asked if resident #11 had an updated 1823 and
the initial care plan for hospice services as the
records only revealed the updated
comprehensive assessments since 2024.

On at 1:22 PM, the senior director of
health and wellness stated, | can't say for sure,
but the documents may be in another location if
we've thinned her charts. Yes, resident #11 has
been on hospice since 2024,

On at approximately 3:30 PM, the
senior director of health and weliness provided
resident #11's initial care plan which revealed the
resident was admitted to hospice on

She stated hospice is faxing the 1823.

A 1823 health assessment for resident
#11 was provided indicating the resident is on
hospice - admitted

On at 4:30 PM, the senior director of
health and weliness confirmed the facility did not
have an updated 1823 prior to today.
{photographic evidence obtained)

Class #Hl
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Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
Alt residents assessed at risk for elopement or
with any history of elopement must be identified
s0 staff can be alerted fo 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.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Depariment of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., 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 to 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 588A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the location of
all residents assessed.at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and law enforcement as necessary.
The facility'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
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resident's representative.

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

1. An immediate search of the facility and
premises,

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

3. The identification of staff responsibie 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.

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

This Statute or Rule is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed fo make, ata
minimum, a daily effort to determine that at risk
residents have identification (ID) on thelr persons
that includes their name and the facility's name,
address, and telephone number for 1 of 5
residents sampled. (#1)

Findings:
On resident #1 exited the facility through

the front entrance at 7:11 PM. Caregiver B noted
she was not in her apartment around 8:45 PM.
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The iocal hospital notified the facility around 9
PM. The resident had been brought info the
emergency rocom due to being found on the
ground. She sustained a to her

On at 10:40 AM resident #1 was
observed in her room. She was seated ina
recliner. She did not have any identification on
her person. She was unable to recall the
elopement event.

Areview of resident #1 record revealed she was
admitied on . The resident’s record
contained a Resident Health Assessment form
{1823) dated . Her diagnoses included

.. . - . and
forgetful periods of . The resident
required assistance with ambulation, bathing, and

.- The resident was assessed to be at risk

for elopement.

On in an interview with the Administrator
and the regional nurse they confirmed resident #1
did not have any ID on her person and no daily
effort was attempted to check for ID. The
administrator and the regional nurse stated they
have ordered a new bracelet because resident #1
kept taking the plastic bracelet off.

Class il

AO77) 429.176 FS; 429.52(  ),59A-36.01(1) FAC AGT7
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

AHCA Form 3020-0001
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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
soreening requirements pursuant to sections

AHCA Form 3020-0001
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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 i 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

AHCA Form 3020-0001
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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

i . 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 facility
failed to notify the agency of the change of
administrator within 10 business days.

Findings:

On at 9:33 AM, during the entrance
conference the executive director arrived, stating

she was the administrator of the facility. She

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL1911162 B.WING 07/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
22601 CAMINO DEL MAR
FIVE STAR PREMIER RESIDENCES OF BOCA RATON
BOCA RATON, FL 33433
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
AO077 | Continued From page 11 AQT7

AHCA Form 3020-0001

STATE FORM

oLs111

I contingation sheat 12 of 20




PRINTED: 08/04/2025

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
AL11911162 e — 07/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
22601 CAMINO DEL MAR
FIVE STAR PREMIER RESIDENCES OF BOCA RATON
BOCA RATON, FL. 33433
(X4) 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) ™a CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
AOQ77 | Continued From page 12 AQT7

stated staff D was no longer with the company
and left some time ago.

On at 2:15 PM, review of the facility's
background screening roster revealed staff D's
end date was

The administrator was asked if the Agency of
Health Care Administration (AHCA) was notified
and if the change of adrministrator form was
submitted as FLHealthFinder.gov revealed staff D
was listed as the administrator.

On at 2:35 PM, the administrator
stated, yes, she sent the documents to
Tallahassee in via email and mailed a
copy last year, The defay from | to

was due to another individual was to
replace staff D, but there was a delay in the hiring
process. Someone from the corporation was here
at the facility after staff D left.

Review of the emall submitted to AHCA
addressed was emailed on ,at
3:42 PM and submitted via United States Postal
Services.

On at 4:00 PM, the administrator
stated she did not follow up with the agency or
verify if the change occurred identifying herself as
the administrator.

{photographic evidence obtained)

Class #ll

A078 50A-36.010(2) FAC Staffing Standards - Staff A078
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{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 heatlth care provider must have
been conducted no earlier than 6 menths before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individuat with a positive test must
submit & health care provider's statement that the
individual does not constitute a risk of

2. any staff member has, or is suspected of
having, a it , such individual
must be immediately removed from duties untii a
written statement is submitted from a heaith care
provider indicating that the individual does not

itute a risk of itting & icabl

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
ion, training, p ion, and i

Staff providing services requiring ticensing or
certification must be appropriately ficensed or
certified. All staff must exercise their
responsibilities, consistent with their

ficath to observe residents, to
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observations on the appropriate resident's record,
and to report the observations 1o 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, FA.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
o 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 408.808 and 429.174, F.5.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a written statement from a health
care provider documenting an annual

{ )assessmentfor 1 of 5 staff
sampled (A).

Findings:

Areview of caregiver A's record revealed she was
hired on . Her record did not contain
documentation of an annual  assessment.

On at 5:08 PM the Regional Nurse
confirmed the findings.
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Class il
A081 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081

- Staff In-Service

429.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must aftend 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
emptoyee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee ' s personnel record.

{h) Each assisted living facllity employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility ficensed as a limited mental health facifity
under 5. 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.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(a).

{7) Facility 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
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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 feast 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 orientation
which must be kept in the employee's personnel
record.
{d) In addition to fopics 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 shall 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
home health aides trained in accordance with rule
59A-8.0085, 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
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compliance with the staff training requirements of

29 CFR 1910.1030, refating to borne

., .. ., may be used to 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 fo residents, who

have not taken the core training program, shalf

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 training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 59A-8.0085,

F.AC., must receive 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.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a rinimum of 1-hour-in-service training

within 30 days of employment in safe food

handling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty
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{30} days of employment.
1. Al factity staff shall be provided with a copy of

the facility'’s resident elopement response policies
and procedures.

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

i ion of the
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure all staff had documentation in
personnel files for completion of all required
training for 1 of 5 staff sampled (A).

Findings:

Areview of caregiver A's record revealed she was
hired on « Her record did not contain
documentation of participation in training for
control, activities of daily living (ADL)
and behavioral needs, elopement, reporting
major/adverse incidents and safe food handling.

On at 5:08 PM the Regional Nurse
confirmed the findings.

Class il

A 090 59A-36.011(11) FAC Training - A090
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(11}
TRAINING.

{a) Currently employed facifity 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.

{¢) Training shall consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rute is not met as evidenced by:
Based on record review and interview the facility
failed to ensure all staff completed training
pertaining to ( ¥
for 1 of 5 staff sampled {(A).

Findings:
Avreview of caregiver A's record revealed she was
hired on . Her record did not contain

documentation of participation in training.

On at 5:08 PM the Regional Nurse
confirmed the findings.

Class #ll
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