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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 ensure employees were added to Agency
for Healthcare Administration (AHCA)
Background Screening Roster within five
business days of hire date, for six (Staff E, Staff
F, Staff G, Staff H, Staff I, and Staff J) of six
sampled staff.

Findings included:

Areview of Staff E's employee record conducted
on revealed Staff E had a hire date of

Areview of Staff F's employee record conducted
on revealed Staff F had a hire date of

Areview of Staff G's employee record conducted
on revealed Staff G had a hire date of

Areview of Staff H's employee record conducted
on revealed Staff H had a hire date of
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Avreview of Staff I's employee record conducted
on revealed Staff | had a hire date of

A review of Staff J's employee record conducted
on revealed Staff J had a hire date of

Areview of the facifity's AHCA background
screening roster conducted on

revealed Staff £, Staff F, Staff G, Staff H, Staff I,
and Staff J were not listed on the facility’s AHCA
Background Screening Roster,

During an interview on at 12:15 p.m
the Administrator agreed the staff members were
not listed on the AHCA Background Screening
Roster.

Unclassified

430.5025(4 8 ) ! B
Training

{4) Employess of covered providers must
complete the following training for 's
and related forms of
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have
or related forms of
{b) Within 30 days after beginning employment
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost. The 1-hour training
program shall contain information on

s
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understanding the basics about the most
common forms of . how to identify the
signs and symptoms of . and skills for
communicating and interacting with persons with

's or related forms of

. Arecord of the completion of the

training program must be made available fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the fraining
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personai care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}. The
additional training must include, but is not limited
to, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a) and {(b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
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skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's
cc icati ies, medical ir
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through confact hours, on-the-job training, or
electronic leaming ... For this
subparagraph, the term "on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee's skifis for
caring for a person with ‘s ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific raining in which
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the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
or-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
{7) For a certified nursing assistant as defined in
$. 464.201, fraining hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a hursing assistant.
{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.
(9) Each person employed, ,or
referred to provide services before . | | .
must complete the training required in this sectior
before . Proof of completion of
equivalent training.completed before
shall substitute for the training required in
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subsection {4). Each person employed,

, or referred to provide services on or
after , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facitity
failed to ensure that two (Staff E and Staff F) out

of four sampled employees, received the required
one-hour online training within 30-days
of hire.

Findings included:

Arecord review conducted on

revealed no evidence of Staff E and Staff F had
completed the required obe-hour onlfine
training.

During an interview on at 12115 p.m.
the Administrator agreed the one-hour online

trainings were missing for Staff E and
Staff F.

Class #ll
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A000; Initial Comments A 000

A complaint investigation (#2025008972,
2025011373, 2025011870) was conducted at
Sodalis Largo on . Deficiencies were
identified at the time of the survey.

AO52 420.256(  ); 59A-36.008(3) Medication - A052
$8=D ! Assistance with Self-Admin

429.256

{3) Assistance with seif-administration of
medication includes: (&) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
1o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefiled by the manufacturer are considered
medications in previously dispensed, properly
{abeled 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
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{¢) 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.
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{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of & . including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
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 liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the

inistration of medications by any i

route.
{c) Administration of medications by way of a tube
inserted ina , 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 . ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unless the order is written with specific

that preciude b judgment
on the part of the unlicensed 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.
{h) 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.
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{5) Assistance with the seff-administration of
ication by an unli person as i

in this section shalf 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 seif-administration of medication must be
. .. orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C,, and
must be available to assist residents with

- IR h

in wit
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, crally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.
{c) In order to facilitate assistance with
seif-administration, trained staff may prepare and
make available such iterms as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
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
facility staff, the following options are available to
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enable the resident o take medication as

prescribed:

1. The health care provider may prescribe a

medication schedule that coincides with the

resident's preserice 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. Medicaticns may be separately prescribed and

dispensed in an easier to use form, such as unit

dose packaging.

{f) Assistance with self-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 vital signs and ing or

assessing a resident's condition.

(h) Al trained staff must adhere fo the facility's
controf policy and procedures when

assisting with the self-administration of

medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure proper
assistance with medication according to the
proper steps for assisting with self-administration
of medications for three Residents (#1, #7 and
#8) out of four sampled residents.

Findings included:
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An observation of the medication pass with Staff
C (an unlicensed Medication Technician) for
Resident #7 and #8, was conducted on

between 9:31 am to 9:36 am. Staff C
assisted Residents #7 and #8 with
self-administration of medications. Staff C
popped medications from original medication
card at the medication cart while residents were
not present for Residents #7 and #8,
Furthermore, the medications were not given at
the time the doctor ordered.

An observation of the medication pass with Staff
B (an unlicensed Medication Technician} for
Resident #1, was conducted on at
9:55 am. Staff B assisted Residents #1 with
self-administration of medications. Staff B did not
give the medications at the time the doctor
ordered.

A record review of the Medication Observation
Record {(MOR) for Residents #1, #7 and #8
conducted on . The MOR's for
Residents #1, #7 and #8 revealed that the
medication observed during the medication pass

for Residents #1, #7 and #8 were due at 8:00 am.

During an interview with Staff B, conducted on
at 8:52 am, Staff B stated that
Residents medications are dus by 8:00 am,
however Staff B cannot give them because
another staff member took the keys home.

During an interview with Staff C, conducted on
at 9:35a m, Staff C stated that
medications are usually given late.

During an interview with the Wellness Director,
conducted on at 10:40 am, the
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Wellness Director agreed that Medications for
Residents #1, #7 and #8 were given late.

During an interview with the Administrator,
conducted on at 12:12 am, the
Administrator stated that it was the expectation
for unficensed Medication Technicians to pop the
pills from the medication botties in front of the
residents.

A 055 59A-36.008(6) FAC Medication - Storage and A0B5
$8=D! Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises .
Residents may alsc store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.

{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

3. The ication is i and dc

by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it s prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that, because of
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physical and the it or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or

6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.

{c) Centrally stored medications must be:

1. Keptin a locked cabinet; locked cart; or other
{ocked storage receptacie, room, or area at all
times;

2. Located in an area free of dampness and
abnormal temperature, except that a medication
requiring refti ion must be kept refri
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located iocked;

3. Accessible to staff responsible for fitling

il i assisting with self- in

of medication, or administering medication. Such
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d) ication that has been dis i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
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ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
[} icati that have been or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy rmay retumn

i icinal drugs to the dispensit

pharmacy pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observations and interview, the facility
failed to assure medication were kept in a locked
cart for one of three medication carts observed.

Findings included:

During an observation of the memory care unit
conducted on at 8:05 am the
medication cart appeared to be unlocked. The
drawer opened when pulled on, confirming itto
be unlocked.

Duirng an interview on at12:12 pm
the ini or stated that ications were
expected to be locked and secured at all times
and not left unatiended.

Photographic evidence obtained.
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A079 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
56-65 416
66-75 457
76-85 498
86-95 539

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
subsection 53A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility buf do not receive personal,
fimited 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
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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 to subsection
59A-36.011(5), F.A.C., satisfles this requirement.
b. A nurse 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.S., is
considered as having met the course
requirements for both First Aid and
6. 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 at least . 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
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
8. The administrator or manager's time raay 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
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aspects of resident care, and is listed on the
facility's staffing schedule.

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), alt
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 facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. 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 (&) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency ines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms 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 rute chapter
BIA-40, F.A.C., until such time as the local fire
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safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
mainimum, 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 fo 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 minimum staffing ratios.

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

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure encugh qualified staff to provide
resident supervision, and to provide or arrange
for resident services in accordance with the
residents’ scheduled and unscheduled service
needs for a census of 74 residents admitied to
the facility.

Findings included:
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Atour of the facility was conducted on

from 8:00 am to 8:056 am. Approximately 25
residents were waiting in lobby for breakfast. No
staff were observed in halls on the first floor. No
staff were observed in halls on the second ficor.
The alarm went off upon entering the memory
care unit/third floor, no staff came to respond to
atarm. In the memory care unit observed one
medication cart left uniocked and unattended and
one staff was present in kitchen/dining area
appeared to be plating food.

An observation of the dining room was conducted
on at 8:21 am. Three staff were
observed in the dining room, with the door shut
preparing for breakfast. Approximately 25
Residents were waiting outside in lobby for
breakfast. No other staff observed in the halls.

An observation of the dining room was conducted
on at 8:38 am. One staff opened the
dining room for breakfast.

Inferviews were conducted on from
8:13 am to 8:42 am with Residents #1, #2, #3, #4.
and #11. Residents #1, #2, #3, #4 and #11 alt
stated there was not enough staff.

An interview was conducted on at
8:52 am with Staff A. Staff A stated there was
never enough staff, there shouid be two staff on
the memory care floor and "I'm here alone.”

An interview was conducted on at
8:59am with Staff B. Staff B stated every shift
was short. Staff B said staff do too much. Staff B
said the facility just have cooks, but direct care
staff serve the food, and then we gst behind on
medications.
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An interview was conducted on at

9:35 am with Staff C. Staff C stated there was not
enough staff and they had too much
responsibility, therefore they can't pass
medications on time.

An observation of the medication pass for
Resident #1, #7 and #8, was conducted on

between 9:31 am to 9:55 am. The
medications were not given at the time the doctor
ordered.

During an interview with the Weliness Director,
conducted on at 10:40 am, the
Wellness Director agreed that Medications for
Residents #1, #7 and #8 were given late.

During an interview with the Administrator,
conducted on at 10:40.am, the
Administrator stated the meaitime for breakfast
was 8:00 am and agreed breakfast was late.

A152| 59A-36.014(3) FAC Physical Plant - Safe Living A152
88=D | Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilittes must:

1. Provide a safe living environment pursuant to
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 appurenances 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 pernits, When the facility
supplies the furnishings, each resident bedroom
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or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure 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 personat effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facility 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 linens 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 and interview, the facility
failed to ensure that the elevator was maintained
in good working order.

Findings included:
During an observation of the facility's elevator on

, revealed the elevator to be roped off
and a "Do not use" sign by it.

During an interview on at 1210 pamn.
the Maintenance Director stated the elevator had
been down since they started in of 2025.

The Maintenance Director stated they do not
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know when it wilt be fixed.

During an interview on at 1145 a.m.
the Administrator stated the facility did not know
when the elevator will be fixed.

{Photographic Evidence Obtained)

Class Hil
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