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59A-36.010{2) FAC Staffing Standards - Staff

{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a heatth care provider documenting that the
individual dees 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 ancther
when the facllity 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 health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a heatth care provider's statement that the
individuat 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 untit a
written statement is submitted from a health care
provider indicating that the individual does not

i a risk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience,
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responsibilities, consistent with their
qualifications, to obsetve residents, to document
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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 ensure four (Administrator, Staff B, Staff
A, and Staff C) of four employees records
reviewed included written documentation from a
health care provider stating they were free from
communicable within six months prior to
hire or within 30 days of hire. In addition, the
facility failed to ensure three {Administrator, Staff
A, and Staff C} of four employees records were
reviewed included written documentation of an
annual negative examination { ).

Findings included:
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A record review of employees’ records,
conducted on , revealed the
Administrator was hired on , Staff 8
was hired on , Staff A on was hired on

and Staff C was hired on
There were no statement from a health care
provider indicating the above smployees were
free from communicable inthe
employees' file.

Arecord review of employees' records,

conducted on , revealed Administrator,
Staff A, and Staff C did not have written
documentation of an annual negative
examination in file.

During an interview on at 1:47 p.m.,
the Resident Care Coordinator confirmed
Administrator, Staff A, and Staff C did not have
the statement from a heaith care provider or the
written documentation of an annual negative

examination in the employeess
records.

Class il

A0B1 428.52(1 & 7) FS; 59A-36.011{ ) FAC Training A081
$8=D | . Staff in-Service

428.52

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

the required preservi i on.
The facility must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).
{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph

{a).

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

59A-36.011

(2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving 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
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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
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 to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
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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 1o residents,

other than nurses, CNAs, or home health aides

trained in accordance with rute 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

{30} days of employment.

1. Al facility staff shall be provided with a copy of

the facility's resident elopement response policies

and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

poficies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide an control training
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record for one {Staff C} of four employee records;
Adverse/Major Incident training, / Neglect
training, and Safe Food Handling training for one
{Staff A} of four sampled records.

Findings included:

Arecord review, conducted on .
revealed Staff C's employee record showed no

control training completed. Review of
Staff A's employee record revealed no training in
adverse/major incident training, and
neglect training, and safe food handiing training.
Staff C was hired on 1202 and Staff Awas
hired on

During an interview on at 1:47 p.m.
the Resident Care Coordinator agreed Staff C did
not have the control training certificate of
completion and Staff A did not have certificates of
completion for the adverse/major incident
training, and neglect training, and safe
food handling training.

Class il

429.275(2) FS; 58A-36.015(2) FAC Records -
Staff

429275
{2) The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

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

A081
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part or rule,

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of 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, FA.C,,
2. Copies of all licenses or certifications for al
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
packground screening for all staff subject to
screening requirements as specified in Section
429.174, F.8,, 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, F.AC,,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant fo 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
facility and the staffing agency or contractor as
described in Rule 59A-36.010, F.AC.
{¢) The facility must maintain the written work
schedules and staff time sheets for the most
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current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence of a job description for
one {Administrator) of four sampled staff.

Findings included:

Arecord review, conducted on .
revealed the Administrator's employee file did not
consist of a job description for the Administrator.
The Administrator was hired on

During an interview on at 1:47 p.m.
the Resident Care Coordinator agreed the
Administrator's file did not have the
Administrator's job description.

Class il

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11970422 B.WING 10/08/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
143 MAGNOLIA AVE
MAGNOLIA ALF
SEBRING, FL. 33870
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A 181} Continued From page 8 A181

AHCA Form 3020-0001

STATE FORM

PWOTH

i continuation shoet 9 of



PRINTED: 10/16/2025
FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER COMPLETED

A, BUILDING:

AL11970422 BWNG 10/08/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
148 MAGNOLIA AVE

MAGNOLIA ALF SEBRING, FL. 33870

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5

PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A000; Initial Comments A 000

A complaint investigation {complaint numbers
2025011312, 2025012041, 2025012508 &
2025013322) inconjunction with a change of
ownership survey with a generator monitoring
survey was conducted at Magnotlia ALF on

. The facility had deficiencies at the
time of survey.

A120) 429.17(3) .275(1}); 59A-36.013(1) FAC Fiscal - A120
$8=D | Financial Stability

42917

{3) In addition to the requirements of part Il of
chapter 408, each facility must report to the
agency any adverse court action concerning the
facility's financial viability, within 7 days after its
oceurrence. The agency shall have access to
books, records, and any other financial
documents maintained by the facility to the extent
necessary fo determine the facility's financial
stability.

429.275
{1) The administrator or owner of a facility shail
maintain accurate business records that identify,
summarize, and classify funds received and
expenses disbursed and shall use written

i anda i

accounting system.

59A-36.013 Fiscal Standards.

{1) FINANCIAL STABILITY. The facitity must be
administered on a sound financial basis in order
to ensure adequate resources to meet resident
needs pursuant to the requirements of chapter
408, part il, part {, F.S., and rule chapter 59A-35,
F.A.C., and this rule chapter.

This Statute or Rute is not met as evidenced by:
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Based on record review and interview the facility
failed to ensure the accurate business records
that identifed, suramarized, classified funds
received and expense disbursement were
available for inspection for one (Resident #16) of
one file sampled.

Findings included:

An attempted record review was conducted on
of Resident #16's financial records. No
records were available.

During an interview on at 2:07 p.m. the
Administrator agreed the financial records for
Resident #16 were not available for review.

Class il

A185 42923( & ) FSRisk Mgmt&QA A165

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.

{2) Every facility licensed under this part is
required to maintain adverse incident reports, For
purposes of this section, the term, “adverse
incident” means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
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resident's condition and results in:
1. B
2. or damage;
3. Permanent H

. or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honoer advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or
7. An event that is reported fo law enforcement or
its personnel for investigation; or
{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.
{3) Licensed facilities shail provide within 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by electronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the fype of adverse
incident, and the status of the facility's
investigation of the incident.
{4) Licensed facilities shall provide within 16
days, through the agency's online portal, or if the
portal is offline, by electronic mall, a full report to
the agency on all adverse incidents specified in
this section. The report must include the resuits
of the facility’s investigation into the adverse
incident.
{6) . neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415,
{7} The information reported to the agency
pursuant to subsection (3) which relates to
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persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 458.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonable belief
that conduct by a staff member or employee of a
licensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regulatory board,

{9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regutatory board.

(10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide an adverse incident report within
one business day of an elopement incident
requiring the resident to seek a higher levet of
care for one (Resident #12) of one resident
reviewed.
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Findings included:

Arecord review, conducted on

revealed an adverse incident report was not filed
by for the incident with Resident #12
that took place on

During an intetview on at 10:39 am.
Staff A stated Resident #12 had eloped from the
facifity on

During an interview at 10:53 am.
Staff B stated Resident #12 had eloped from the
facility and staff had to redirect him tothe
premises.

During an interview on cat 11:04 am.,
the Resident Care Coordinator confirmed that an
adverse incident report had not been completed
for Resident #12 regarding the elopement on

- The Resident Care Coordinator
explained Resident #12 used a wheelchair and
was intermittently and had been off the
property for the entire afternoon and later
returned. The Resident Care Coordinator stated
Resident #12 was taken to the hospital on

after law enforcement was called due
1o Resident #12 was off property.

Photographic evidence obtained.

Class i

AL241] 428.075(  ); 59A-36.020(2) FAC LMH - Records
88=D
429.075

{3) A facility that has a limited mental health
license must:

A185

AL241
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{a) Have a copy of each mental health resident’s
community living support plan and the

., agreement with the mental health
care services provider or provide written evidence
that a request for the community fiving support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined fo be able to live
in the community in an assisted tiving facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission.
{c) Make the community living support plan
available for inspection by the resident, the
resident’s legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community fiving support plan.
{4) A facility that has a limited mental health
ficense may enter into a s agreement
with a private mental health provider. For
purposes of the limited mental heaith license, the
private mental heaith provider may act as the
case manager.

59A-36.020

{2) RECORDS.

{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
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admission and discharge for all mental health
residents. The admission and discharge log
required in rute 59A-36.015, F A.C., satisfies this
condition provided that all mentai health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must inciude:

1. Documentation, provided by a mental health
care provider within 30 days of the resident’s
admission fo the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving

social security . or supplemental security
income and. | .y as
follows:

a. An affirmative statement on the Alternate Care
Certification for | ..
{ ) form, CF-ES 10086, , which is
hereby incorporated by reference and available
for review at:
hitp:/iwww firules.org/Gateway/reference. asp?No
=Ref-03988, that the resident is receiving 8Sl.or
S80I due to a mental R
b. Written verification provided by the Sociat
Security Administration that the resident is
receiving S8} or $8DI for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security

init jon to provide such ir ion, or
. Awritten statement from the resident's case
manager or other mental heaith care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental heaith care provider must consider the
following minimum criteria in making that
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determination:
(1) The resident is eligible for, is receiving, or has
received mental health services within the fast §
years, or
{I1) The resident has been diagnosed as having a
severe or persistent mental
2. An appropriate placement assessment
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted living
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, , | nurse, or an individuat
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:
{1} C Alternate Care Certif ion for

{ ) form,

CF-ES Form 1008,

{I1) Discharge Statement from a state mental
hospital completed no more than 90 days before
adrmission to the assisted fiving facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facility, or
{11}y Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mentat health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident’s residency that requires the
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
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provider must provide a new assessment,

3. A Comrmunity Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident's admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident's needs, and the
frequency and duration of such services,

¢. includes any other services and activities to be
provided by or arranged for by the mental health
care provider or mental health case manager to
meet the resident’s needs, and the frequency and
duration of such services and activities,
d.includes the of the facility to
facilitate and assist the resident in attending

and arranging transportation to

. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,

e. includes a description of other services to be
provided or arranged by the facility,

{. Includes a fist of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

. to the resident that indicate the
immediate need for professional mentat health
services,

g. Is In writing and signed by the mental health
resident, the resident's mental heaith case
manager, and the assisted living facility
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administrator or manager and a copy placed in
the resident's file. if the resident refuses to sign
the plan, the resident's mental heaith case
manager must add a statement that the resident
was asked but refused to sign the plan,
. Is updated at least annually or if there is a8
significant change in the resident's behaviorat
health,
i, include the . Agreement
described in subparagraph (2){c)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority to review the document,
4. Agreement. The mental heaith
care provider for each mentai health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental heaith resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis tefephone
number;
D. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health plan if the resident is on & plan
and the plan provides behavioral health services
in section 409.912, F.8.;
C. . cover ali mental health residents of the
facifity who are clients of the same provider; and,
d. , beincluded in the Community Living
Support Plan described in subparagraph (2)(¢)3.
5. Missing docurnentation will not be the basis for
administrative action against a facility if the facility
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can demonstrate that it has made a good faith
effort to obtain the required documentation from
the appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
admission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person o whom
the request was made and must be kept in the
resident's fife.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have the community fiving support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document for two {Resident #8 and
Resident #11) of two files sampled.

Findings included:

A record review was conducted on of
Resident #8 and Resident #11's chart revealed
both records did not have a community fiving
support plan to review.

During an interview on at 1:30 p.m.the
Resident Care Coordinator agreed Resident #8
and Resident #11 did not have a community
support plan to review.

Class Hl
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408.809(2) 435.05(2) 59A-35.090(20-3b)

-Ce

408.809 Background screening; prohibited
offenses.-
{2) Every 8 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement fo forward the person's | |
o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolled in the Federal
Bureau of investigation's national retained print
nofification program. lfthe | of

such a person are not retained by the
Department of Law Enforcement under s.
943.,05(2)(g) and (h}, the person must submit

- electronically to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The | shall be retained by the
Department of Law Enforcement under s.
943.,05(2)(g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borme by
the licensee or the person |, | .The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or

22816
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professional licensure requirements of the
Department of Financlal Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 851,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435,04 and this section;

{b) The person subject to screening has not had
a break in service from a position that requires
level 2 screening for more than 80 days; and

{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

(2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
() Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, | . herein incorporated by

, must be by the indivi
and retained by the provider upon hire to attest
that they mest the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
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offense. The ion of
Compliance is avaitable at
hitps://www.firules.org/Gateway/reference.asp?N
o=Ref-17724, and available from the Agency for
Health Care Administration's website at:
hitps://ahca.myflorida.com/health-care-policy-and
_oversi 1 i

-5C
{e) An administrator or chief financial officer must
be screened and qualified priorto | to
the position.

{3) Results of Screening and Notification.

{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{b) if 2 Level 2 criminal history is incomplete,
correspondence will be sent to the individual
being screened requesting the report and
court disposition information. Pursuant to Section
435.05(1)(d), F.S., the missing information must
be filed with the Agency within 30 days of the
Agency's request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence of Background
Screening Compliance of Attestation for one
{Administrator) of four samples empioyee
records.

Findings included:
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Arecord review, conducted on
revealed the Administrator's employee record
showed no evidence of a Background Screening

Co of ion. The Admini: or was
hired on
During an interview on at 1:47 pm.

the Resident Care Coordinator agreed there was
no Background Screening Compliance of
Attestation in the Administrator's employee
record.

Unclassified

27875 430.5025(4& ) 7 H 22875
$8=D ! Training

{4) Employees 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 s
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 onfine at no cost. The 1-hour training
program shalt contain information on
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 to the
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covered provider which identifies the training
curricula, the name of the employee, and the date
of compietion.

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
o 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 personal 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
10, 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 horne, 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 fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
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

s
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of related forms of + in addition
1o the training specified in paragraphs (a} and {b),
employees must receive the following training:
1. Within 3 months afier beginning employment,
each employee who provides personal care o 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 empioyment,
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 retated forms of
, the stages of 's f
communication strategies, medical information,
and stress management,
3. Thereafter, each employee who provides
personal care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- 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 personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills 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 training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
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facility administrator, On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{f1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragrapb {(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
completed training and continuing education of
the employes, 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
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing 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 fraining required in this sectior
before . Proof of completion of
equivalent training completed before |

shall substitute for the training required in
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).
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide evidence of one hour training on
and refated forms of
from the Department within 30 days of
hire for three (Administrator, Staff A, and Staff C}
of four sampled employee record.

Findings included:

Arecord review, conducted on B
revealed the Administrator, Staff A, and Btaff C's
employee records showed no 's

and refated forms of from the
Department within 30 days of hire for the
Administrator, Staff A, and Staff C. Administrator
was hired on , Staff A was hired on

, and Staff C was hired on

During an interview on at 1:47 p.m.
the Resident Care Coordinator agreed the
Administrator, Staff A, and Staff C did not

complete the one hour s and
related forms of training and completion
certificates were not present in the employees’
fites.

Class 1l
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