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Are-licensure Standard with limited mental health
component and a generator monitoring was
conducted at ALF Sweet Home LLC on
Deficiencies were identifed at time of survey.

A 078 59A-36.010(2) FAC Staffing Standards - Staff
S8=D
{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 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
individual with a positive test must
submit & health care provider's statement that the
individual does not constitute a risk of

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

itute a risk of itting a icabl

{b) Staff must be qualified to perform their
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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
observations on the appropriate resident’s record,
and to report the observations to the resident's
health care provider in accordance with this rute
chapter.
{c) All staff must comply with the training
requirements of rule 59A-36.011, FAC.
{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
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

by

This Statute or Rute is not met as evidenced by:
Based on record review and interview the facility
falled to have a written statement from a heaith
care provider verifying one out of three sample
staff (Staff C) were free from communicable

Findings included:
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Review of the background screening database
showed the Staff C was hired on
Review of Staff C's personnel record showed
there was not an statement from a health care
provider ing-any signs or of
communicable .
On at 1:15 the Administrator stated, |
was working on her file and that's why it was not
in the record."
Class #l
AD79 59A-36.010(3) FAC Staffing Standards - Levels AOT9
88=D

{3) STAFFING STANDARDS.

{a) Minimum staffing:

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

Number of Residents, Day Care Participants, and

Respite Care Residents Staff Hours/Week
0-5 168

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

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

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

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

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

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

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

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

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

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

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

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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11969088 B.WING 07/11/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
9700 SW 15TH ST
ALF SWEET HOME, LLC
MIAMY, FL 33174
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFIGIENCY 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)
A079! Continued From page 5 AQ79

AHCA Form 3020-0001

STATE FORM

SDMR1T

i coninuastion sheet 6 of 14



Agency for Healih Care Administration

PRINTED: 08/04/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11669088

BLWING

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

07/11/2025

NAME OF PROVIDER OR SUPPLIER

9700 SW 15TH 8T

ALF SWEET HOME, LLC

MIAML, FL

33174

STREET ADDRESS, CITY, STATE, ZIP CODE

o4y
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

AQ79

A 085
8§8=D

Continued From page 6
59A-36.021 or 59A-36.022, F.AC., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, and interview the facility
failed to maintain a written work schedule that
reflects its 24 hour staffing pattern for three out of
three (Administrator, Staff B and C) sampled staff
members..

Findings included:

On 006/11/25 at $:00 AM revealed no staffing
schedule posted in the facility.

On at 9:00 AM observed Staff B in the
kitchen cooking, mopping the facility, and
assisting resident with ambulation and transfer.
Staff C was observed assisting residents with
ambulation, transfer during survey process.

On at 12:156 PM the Administrator
stated, "l come in every day to work and Staff B
works 24 hour and her days off are Tuesday and
Wednesday, Staff C works 24 hours and her day
off is Saturday.”

Class 1l

59A-36.011(7) FAC Training - Nutrition & Food
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 pertinent to

AQ79

A08S
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nutrition and food service in an assisted living
facifity. 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 interview, the facility
failed to ensure that one out of three (Staff B)
sampled staff had the two hours of continuing
education in topics pertinent to nutrition and food
service.

Finding included:

On at 9:00 AM observed Staff B as she
prepared then served lunch meal to residents and
at 12,12 PM as she served and supervised
Resident # #5 with meal.

Review of Staff B's personnel records revealed
the two hours of Nutrition and Food Service
training dated and expired

On at 1:10 PM Staff B acknowledged
she prepares and cooks the meals daily in the
facility.

On at 1:20 PM the administrator
acknowledged that Staff B did not have the
updated nutrition training.

Class #Hl
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(1)
TRAINING.
(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 facllity's policies and
procedures regarding .
{h) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must recejve 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, FA.C.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facifity
failed to ensure one out of three (Staff C}
sampled staff completed one-hour training in
policies and procedures regarding

{ ) within 30 days of
employment,

Findings included:

Review of Staff C's personnal files revealed no
documentation of one-hour training in polictes
and procedures regarding

. The Staff C was hired on

On at 1:30 PM the Administrator
acknowledge Staff C did not have the
training and ensured she would correct findings.

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

fon of background ing, if
applicable, documentation of compliance with alt
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

B59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC.,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., 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,,
5. Documentation verifying direct care staff and
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A 161 429.275(2) FS; 59A-36.015(2) FAC Records - Atet
S8=D/| Staff
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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, record review and
interview, the facility failed to have an updated
background screening for one of three {Staff B}
sampled staff and failed to maintain personnel
records which contained an employment
application, with references and a completed
attestation of compliance for one out of three
{Staff C) sampled staff .

Findings included:

Record review of the personnel files for Staff B
hired on records showed the last
background screening printed showed eligibility
dated as . An updated background
screening paperwork was not available for
review.

Review of facility personnet records for Staff C
hired on had no documentation of
having completed a employment application, with

, and a blank of co
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{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
heaith license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours refated to their duties, This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part |l of chapter
408, Notification of approval or denial of such
request shall be made in accordance with this
part, part il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429,075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receive the following training:
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On at 1:30 PM the Administrator stated,
" { will updated Staff B's background paperwork. |
have to print it out.”
On at 1:40 PM The Administrator
confirmed that Staff C file had to be updated "
Class il
AL243, 4298.075(1) FS; 59A-36,011(9) FAC LMH - AL243
85=D | Training
428.075
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1. A minimum of 6 hours of specialized training in
waorking with individuals with mental health
diagnoses.

a. The fraining must be provided.or approved by
the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a fimited mental health license or within
6 months of employment in a limited mental
health facility.

b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to section 429.52(5), .S,
and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
ontine, or through distance learning, biennially
thereafier in subjects dealing with one or more of
the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

(1) Mental health needs, services, behaviors and
appropriate interventions;

{I1) Resident progress in achieving freatment
goals;

{lity How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,

{ ) Crisis services and the

procedures.

3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(5), F.8., and subsection {1) of
this rule.

4, Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
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to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial fraining should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

{a)2. of this ion, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure siaff received the minimum of 3
hours of continuing education of limited mental
heaith (LMH) biennially for one out of three (Staff
C) sampled staff.

Findings included:

A review of the Florida Health Care database
showed that the facility has a limited health
component of license,

Areview of the Staff C personnel records showed
no documentation of the 3 hours of continuing
education of limited mental health (LMH). The
Staff C was hired on

On at 1:35 PM, the Administrator
acknowledged that Staff B had not received
3-hour update training on limited mentaf health.

Class #ll
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