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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
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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 record review and interview the facility
failed to report in Care Provider Background
Screening Clearinghouse, employment status
within 5 business days for 1 of 4 staff sampled
).

Findings:

Areview of staff D's record revealed she was
hired on . Staff D worked in the activiies
department.

Areview of the Care Provider Background
Screening Clearinghouse revealed staff D was
not listed on the facility roster.

On at 3:20pm in an interview, the
Administrator confirmed staff D was not listed on
the Care Provider Background Screening
Clearinghouse facility roster.
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{1) This section applies to ,
centers as defined in s. 393.083,

hospitals licensed under chapter 395, nursing
home facitities ficensed under part |l of chapter
400, hospice facilities licensed under part  of
chapter 400, intermediate care facilities for the

. . licensed and certified
under part Vil of chapter 400, and assisted living
facilities licensed under part | of chapter 429.

{2)(a) No later than 30 days after the effective
date of this act, each provider shall establish
visitation policies and procedures. The policies
and procedures must, at a minimum, include
controf and education policies for

visitors; screening, personal protective
equipment, and other control protocols
for visitors; permissible length of visits and
numbers of visitors, which must meet or exceed
the standards in ss. 400.022(1){b} and 429.28(1)
{d). as applicable; and designation of a person
responsible for ensuring that staff adhere to the
policies and procedures. Safety-related policies
and procedures may not be more stringent than
those established for the provider's staff and may
not require visitors to submit proof of any

or immunization. The policies and
procedures must allow consensual physicat
contact between a resident, client, or patient and
the visitor.
{b} Aresident, client, or patient may designate a
visitor who is a family member, friend, guardian,
or other individual as an essential caregiver. The
provider rmust allow in-person visitation by the
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essential caregiver for at least 2 hours daily in
addition to any other visitation authorized by the
provider. This section does not require an
essential caregiver to provide necessary care to a
resident, client, or patient of a provider, and
providers may not require an essential caregiver
to provide such care.

{c) The visitation policies and procedures
required by this section must allow in-person
visitation in all of the following circumstances,
undess the resident, client, or patient objects:

1. End-of-life situations.

2. Aresident, client, or patient who was living with
family before being admitted to the provider ' s
care is struggling with the change in environment
and tack of in-person family support.

3. The resident, client, or patient is making one or
more major medical decisions.

4. A resident, client, or patient is experiencing
emotional distress or grieving the loss of a friend
or family member who recently

5. Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
previously provided by a family member or
caregiver.

6. Aresident, client, or patient who used to talk
and interact with others is seldom speaking.

7. For hospitals, childbirth, including labor and
delivery.

8. patients.

{d) The policies and procedures may require a
visitor to agree in writing to follow the provider's
policies and procedures, A provider may suspend
in-person visitation of a specific visitor if the
visitor violates the provider's policies and
procedures.

{e) The providers shall provide their visitation
policies and procedures to the agency when
applying for initial licensure, licensure renewal, or
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change of ownership. The provider must make
the visitation policies and procedures available to
the agency for review at any time, upon request.
{f) Within 24 hours after establishing the policies
and procedures required under this section,
providers must make such policies and
procedures easily accessible from the homepage
of their websites.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility's
visitation poficy did not include the required
provisions.

Findings:

On at 12 PM the Administrator provided a
policy titted Resident Visitation Rights, Assisted
Living. Dated

Avreview of the policy found it did not contain:
control education for visitors

Screening

PPE

Essential caregiver designation

Visit length

Consensuat physical contact

Designation of a person responsible for ensuring

staff adhere to the policies and procedures

There was no documentation for allowing
in-person visitation in alf of the following
circumstances:

End-of-life situations

Aresident, client, or patient who was living with
family before being admitted to the provider's
care Is struggling with the change in environment
and lack of in-person family support

The resident, client, or patient is making one or

22841
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more major medical decisions

Aresident, client, or patient is experiencing
emotional distress or grieving the foss of a friend
or family member who recently

Aresident, client, or patient needs cueing or
encouragement to eat or drink which was
praviously provided by a family member or
caregiver

Aresident, client, or patient who used to talk and
interact with others is seldom speaking

On at 5pm the Administrator confirmed

she could not provide a visitation policy which
included all required provisions.

Class il

AD00 Initiat Comments A0CD

A re-licensure survey with Limited Nursing
Services (LNS) and generator monitoring were

conducted on at Good Samaritan Society
Kissi Village. Daily temp itorh
continued through . There were

deficiencies identified at the time of the survey.

AD10 420.25( ) FS; 59A-36.006(4) FAC Admissions - A010
$8=0 | Continued Residency

428.26 Appropriateness of placements;
examinations of residents.-
{1) The cwner or administrator of a facility is

L for the
of admission of an individual to the facility and for
ining the continued appropri; of

residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
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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

appropr 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 treatment are met by the facility or
a third party.

{b) A facility may admit or refain 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,
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 unscheduled 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
facifity may not admit or retain 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 total physical
assistance;

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

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

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

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

{2) Aresident may not be moved from cne 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
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 financial interests in the facility.

59A-36.008
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a) through (o) of this subsection,
criteria for continued residency in any licensed
facmty must be the same as the criteria for

ion. As part of the i
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the i assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule

AHCA Form 3020-0001
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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
is i by reference in {2)(b)
of this tule and must be completed in accordance
with that paragraph. Exceptions to the
requirement 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
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa .

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to 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
record; and,
3. if the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A . [ resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents {o 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 fegal
representative if applicable, and the facility agree
{0 continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
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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 cont i of
placement of a resident in the facility at all times.

{e) A hospice 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 facility's
license and total help with the activitiss 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
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C,

This Statute or Rute is not met as evidenced by:
Based on records review and interview the facility
failed to provide an up-to-date health assessment
form {1823) within 30 days of a significant change
for 1 of 6 sampled residents {4).

Findings:

On at 2:12pm a review of resident 4's
record revealed she was admitted to the facility
on . Her record contained a Resident
Heaith Assessment Form (1823) dated

Her diagnosis included infraction and
Overactive - The resident was assessed
to be at risk for . She was an assist with
Self-care, toileting, transferring, Supervision with

AQ10
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ambulation, fotal with _ and independent
with eating.

A review of the facility notes revealed resident 4
was placed on hospice on . The facility
could not provide an up-to-date heaith
assessment form 1823 to reflect that resident 4
was receiving hospice services.

At 5:00pm on the administrator
confirmed the findings.

Class #l

A026 59A-36.007(2) FAC Resident Care - Social & A026
88=D | L eisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged fo participate in
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, ptanning, and scheduling activities. The
facifity must demonstrate residents’ participation
through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
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per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facifity. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mentat health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rute is not met as evidenced by
Based on record review and interviews, the
facility failed to provide diversified individual and
group activities in keeping with each resident's
needs, abilities, and interests.

Findings:

Areview of the activity calendar found less than
12 hours of scheduled activities weekly.

On at 10:35am in an interview resident
#2 who complained of not enough activities. She
said they are often cancelled, and the bus is not
always available.

On at 11:20am resident #5 was asked if
the facility conduct activities that are of interest fo
her. She stated that the facility hardly conducts
activities and when they do it is almost always
canceled, or they do not conduct any activities at
ail. Resident #5 was asked has she voiced
concerns to the administrator she stated she has
mentioned it to the administrator and the staff, but
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nothing ever changes.

On at 11:47 resident #6 was asked if he
participates in activities, he said the activities are
always canceled and they do not have much of
anything that he would like to do. Resident #6
was asked if he had voiced his concerns to the
administrator or the staff, he said he has but no
one listens.

On at 11:59am resident #4 was asked
how she enjoys the activities offered by the
facility. She stated that she cannot enjoy
recreation because the facility will cancet the
activities at the last minute or just not have the
activities at all. She stated that the facility will
post on a calendar that there will be various
activities offered but none of it is true it is just
used for show.

On at 2:30pm an interview with activity
staff D was conducted. She said there are
activities days a week including exercise 3
times a week and outings on Fridays. She said
there are at least 5 hours of activities a week.
She is aiso the driver. If she is unable to conduct
activities, another staff will do them. She
confirmed there were less than 12 hours of
activities scheduled weekly.

Class #ll

59A-36.011(6) FAC 420.52(6), F'S Training -
Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WiTH THE
SELF-ADMINISTRATION OF MEDICATION AND

A026
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MEDICATION MANAGEMENT, Unticensed
persons who wtll be provtdmg assistance wnth the
as in
rule 59A-36.008, F., A C., must mest the training
requirements pursuant fo section 429.52(6), F.S.
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

i ini ion, and of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications fo the right
resident; common medncahons the 1mpcrxance of
taking i asp 5 e of
side effects and adverse reacuons and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include { of proper i
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription fabel;

2. Provide assistance with self-administration in
accordance with section 428.256, F.S., and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, |
forms, and s and

dosage
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dosage forms;
b. Measure liguid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
“as needed" prescription order;
d. Recognize a medication order which requires
judgment or discretion, and fo advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;
e. Complete a medication observation record;
{. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with syringes that are
prefilied with the proper dosage by a pharmacist
and R that are prefilied by the

fact by taking the ication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;
i. Assist with :
j.Usea to perform "
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP}
devices, excluding the titration of the
ievels;
{. Apply and remove stockings and
hosiery;
m. Placement and removat of . bags,
excluding the removal ofthe or
manipulation of the site; and,
n. Measurement of . . rate,
temperature, and | , rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b). F.S., who provide assistance with

A084
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self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

i with self- inistered icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of assi

with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (6)(b)2.h.-n. of this section,
before assisting with the seif-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

429.52

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure unlicensed
caregivers who assist residents with
self-administration of medication have all the
required annual training.

Findings:

A084
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On at 10am unficensed caregiver A was
observed assisting resident #1 with
self-administration of medication.

Areview of unlicensed caregiver A's record
revealed she was hired on . Her last
medication training was

On at 3pm in an interview with the
Administrator she said she was not aware annual
training was required. She thought it was every 2
years. She confirmed unlicensed caregiver A did
niot have an annual 2-hour update to assist with
self-administration of medication.

Class il

A 152 59A-36.014(3) FAC Physical Plant - Safe Living
$8=D | Environ/Other

{3) OTHER REQUIREMENTS.

{a) All faciliies must;

1. Provide a safe living environment pursuant fo
section 428.28(1)}(a}, F.S,;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurtenances are maintained in good
working order.

{b) Pursuant to section 429.27, F.S,, residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom
or sleeping area must have at least the following
furnishings:

1. A clean, comfortable bed with a maitress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress at a comfortable

A084
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0 ensure easy access by the resident,
2. A closet or wardrobe space for hanging
clothes,
3. Adresser, or other furniture designed for
storage of clothing or personal effects,
4. Atable or nightstand, bedside lamp or floor
famp, and waste basket; and,
5. A comfortable chair, if requested.
{c) The facitity must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.
{d) Residents who use portable bedside
commodes must be provided with privacy during
use.
{e) Facilities must make available tinens and
personal laundry services for residents who
require such services, Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failled to ensure that all
existing architectural, mechanical, electrical and
structural systems, and appurtenances are
mairtained in good working order. Failed to
ensure air-conditioning (AC) unit functioned
properly in the common/activity area.

Findings:
On at 11:30am it was noted the common
areafactivity area was very warm. The AHCA

issued thermometer registered 83.6 degrees F.

On at 12:10pm resident #7 said the
common areas have been hot for a while.

On at 1:20pm Resident #8 said it had
been warm in the activity area for a fong time.
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AHCA issues thermometer registered 85.2
degrees F. The activity was moved fo the area at
the end of 1100 hall.

Review of the grievance log found on a
grievance was made to the administrator in
reference to the AC not working.

On at 1:27pm the administrator was
asked what she does when the AC is out, she
stated that the maintenance people will come to
do the maintenance. The administrator stated
that the AC is currently out, and the maintenance
staff is working hard on getting the AC up
and running, she was asked how long the AC has
been out. The administrator stated the AC has
been out for about a week, but she hopes it will
be up and running by the end of the week. The
administrator was made aware of the
temperatures in the common area. The
administrator was told that it was unacceptable
for the residents to be in areas above 81 degrees
F. She stated the residents have window units in
their rooms and it is cooler.

On at 1:40pm in an interview with
caregiver A she said the A/C works sometimes. 1t
goes off, they fix it, then it goes off again.

At 2:30pm residents returned to the activity area
for snacks. AHCA thermometer registered 84.2
degrees F.

Resident #9 said she was hot in this area.
Resident #10 said it was a little warm in the
activity area. Hotter than yesterday.

At 3:30pm a was made to review the a/c repair
invoices andfor documentation of a/c repairs from
the Administrator. Also, a request was made to
review the temperature policy.
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On at 5:30pm the Administrator
confirmed she was unable to provide either
document.
On at 4:20pm the Maintenance assistant

said the central a/c goes off and on and they have
been working on it since he started 2 years ago.
All residents in the assisted living have window
afc units in their apartments.

At 4:37pm the temperature for the
common/activity area was 87.6, The
administrator was made aware of the findings,
and the area was closed to residents until
temperatures could be maintained below 81
degrees.

On The facitity manager emailed an
undated service report from the afc company
which documented the reason for calf was a/c not
working. Found unit too dirty and belt loose.
Replaced motor belt and aligned with pulley.
Cleaned evaporator coil. Cleaned drain line.
Cleaned door condensing coil. Replaced 4 filters.
Checked unit for operation.

Class #ll

A 160 59A-36.015(1) FAC Records - Facility A 180
88=D
59A-36.015 Records.

The facitity must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
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section, "readily available” means the ability fo
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Fagility records must
include:

{a) The facility’s license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after dischargs
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 89A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the tog described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approvai by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility’s liability insurance policy required
in Rule 59A-36.013, F.AC.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.
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{g) The admission package presented o new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{n) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of ail such facifity
adverlisements as required by Section 428.177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.
{i) Alt foed service records required in Rule
59A-36.012, F.A.C,, including menus planned
and served and county health department
inspection reports. Faciliies that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
{k) Al fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B9A-40, F A.C., issued within the last 2 years.
{1) Ali sanitation inspection reports issued by the
county health department pursuant fo Section
381.031, F.8., and Chapter 64E-12, FAC.,
issued within the last 2 years.
{m) Pursuant fo Section 428.35, F.S., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.
{n) The facility's resident elopement response
policies and procedures.
{0) The facility’'s documented resident elopement
response drills.
{p) The facility's policies and procedures pursuant
1o subsection 59A-36.007(10), FAC,;
{q) The facility's prevention policies and

A160
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procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical B

{t) The facility's policy on assistive devices;

{u) The facllity's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as imited mental heaith,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure they had an annual satisfactory
Department of Health {DOH) Group Care
inspection.

Findings:

Avreview of the last satisfactory DOH Group Care
inspection found it was conducted on

On at 10:20am the Administrator

confirmed she coutd not provide a DOH
inspection for 2024 or 2025.

Class il

A160
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