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B9A-35.090(3)(c}, FAC Results of Screening &
Notification In File

59A-35.090 Background Screening.

(3) Resuilts of Screening and Notification.

{c) The eligibility results of employee screening
and the signed Attestation referenced in
subsection 58A-35.090(2), F A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to include a signed Attestation of

Co i with i
out of eleven sampled staff (Staff K).

for one

Findings include:

During an interview with the Administrator on

at 1:45PM, she stated that some
systems were still in the process of being
changed when informed that a staff file was
missing information.

Areview of Staff K's smployee file revealed that
the Attestation located in the chart was not signed
or dated. (Photographic evidence obtained)
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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

AQ78
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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

the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.5.

by

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to file an adverse
incident report for 1 out 10 sampled residents
{Resident #1). Also, the facility failed to provide a
job description for 1 out of 11 staff sampled (Staff
K)

Findings included:

Areview of the Adverse Incident Report (AIRS)
database found no report of a for Resident#1,

During an interview on at 7:41am, Staff

B approached Resident #1 room and stated,
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"Resident #1 has a care aide, but she is in the
hospital because she  a few weeks ago”.

Review of Staff K personnel fite revealed they
were hired on as a Concierge. Review
of the record reveated there was no job
description on file.

Interview on , the Administrator stated,
“Stated that she changed the filing system, and
was pufting new systems in place.”

Class 1l

A185 428.23( & ) FS Risk Mgmt & QA A165
8§8=D
429.23 Internat 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 partis
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
resident's condition and results in:

1. H

3. Permanent - H
4, or of bones or joints;

2. or damage;

AHCA Form 3020-0001
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5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility o 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 to 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 type 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 mail, a full report to
the agency on alt adverse incidents specified in
this section. The report must include the results
of the facility's investigation into the adverse
incident.

8) , neglect, or | must be
reported to the Depariment of Children and
Families as required under chapter 415.

{7) The information reported to the agency
pursuant to subsection (3) which relates to
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 professionat
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who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response fo 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
5. 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 empioyee of a
ficensed 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
regulatory board.

{10} The agency may adopt rules necessary fo
administer this section,

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facitity
failed to ensure that one of ten sampled staff was
able to perform their assigned duties consistent
with their training {Staff B).

Findings included:
Inferview on at 6:51 am, Staff B

{LPN) was asked to describe how she would
perform . Jif

. i
a resident became unresponsive. She stated, "}
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would lay the on the bed, | mean lay the resident
on the floor, access the individual by checkmg his.
. calt 911 and give 100 ,

Fudher interview revealed Staff B was unab‘e fo
verify or identify who had a

). Staff B stated, "We used to have
a red sticker on the box behind the door in their
rooms, but the Administrator changed that.
Instead, we now have a paper inside of a locked
box in their rooms.” Observation revealed Staff B
was unable to provide the document because she
did not have the key to access a locked box in a
resident’s room.

Areview of Staff B's personnet record showed a
current training certificate received on
, and expires in of 2027.

Staff B was asked if she found someone
unresponsive, she then performed ,and it
was found that this person has a what
would she do? Staff B stated "cal the doctor”

Areview of the America Association's
guidelines showed that they recommended "The
individual shouid be lying on a flat surface,
followed by 30 , to 2 breaths
for an aduit.”

Class #Hl
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Initiat Coraments

A biannual re-licensure survey was conducted at
The Watermark At Coral Gables/ AKA Grand
Living at Coral Bles on . Deficiencies
were identified at the time of the survey .

428.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shatl notify a licensed physician
when a resident exhibits signs of or

. . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for heaith care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate o the needs of residents
accepted for admission to the facifity.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of

AQ00

A025

resident diets in accordance with Rule
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59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any llinesses
that resulted in medical attention, changes in the
method of medication adminisiration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to provide adequate
supervision and ensure the safety and physical
well-being of 5 out of 16 sampled residents (#1,
10, 14, 15, and 16).

Findings included:

Observation on at 6:40 am showed
that the facility is a large multistory with
4 floors dedicated fo assisted living. There were
54 assisted living residents at the facility.

During an interview on at 7:25am

Staff B stated that Resident #1  over the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11970205 B.WING 09/23/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
363 GRANELLO AVE
THE WATERMARK AT CORAL GABLES
CORAL GABLES, FL. 33146
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFIGIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A025] Continued From page 1 A025

AHCA Form 3020-0001

STATE FORM

JROBT

i coninuastion sheet 2 of 32



PRINTED: 10/21/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11970205 B WING 09/23/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
363 GRANELLO AVE
THE WATERMARK AT CORAL GABLES
CORAL GABLES, FL. 33146
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A025] Continued From page 2 A025

weekend and was in the hospital, when asked
about Resident #1 whereabouts. She stated that
Resident #1 had surgery but she was not sure
about the details. When asked how the resident
. Staff B stated that she had a private duty aid
during the time she . She stated that she

shouid be sometime that day from the
hospital.
Observation on at 8:24am showed

that Resident #14 was in the dining room with
private duty aid. Staff J was serving breakfast to
the residents. Further observation showed that
some of the residents in the dinning room had
wearable alert pendants, white others did not.

During an interview on at 8:25am
Staff J stated that she is a food server only, and
she could call for help by using the resident's
pendant or kitchen phone if a resident was
choking. When asked to demonstrate the use of
the pendant she pressed Resident # 14 pendant
at 8:26am.

Observation on at 8:31am Staff F
arrived at the dining room walking followed by
Staff L at 8:32am who was also walking. Staff F
and Staff L. walked up to Resident #14 and
reported their arrival to the resident on the facifity
device. Staff F did not inguire with Resident #14
or her private duty aid as to why she pressed the
pendant.

According to the National Library of Medicine, a
choking person's airway may be blocked so that
notenough ,_ reachesthe . Without

VRN damage can occur in as litle as 4
minutes. Rapid first aid for choking can save a
person's life.

AHCA Form 3020-0001

STATE FORM

JROBT

i coninuastion sheet 3 of 32



PRINTED: 10/21/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11970205 B WING 09/23/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
363 GRANELLO AVE
THE WATERMARK AT CORAL GABLES
CORAL GABLES, FL. 33146
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A025] Continued From page 3 A025

During an interview at 8:31am Staff F
stated that she was responding to Resident # 14
pendant calf, when asked why she came. She
said she would run down from the upper floors for
the calls or for any emergency. When asked if
any residents was an elopement risk, she stated
that there were none. She could not remember
doing any efopement drill at the facility, when
asked if she participated in elopernent drills.

A review of the facility elopement drills showed
that Staff F participated in drills on s
s and .

Areview of the facility adverse incident showed
that Resident #15 and 16 (husband and wife}
eloped from the facility after a shopping trip on

Areview of the facility census showed 8 residents
in the memory care unit,

According to the AARP memory care is a form of
residential long-term care that provides infensive,
specialized care for people with memory issues.

During an interview on at 12:13pm
Resident #1's daughter stated that her mother
while her private aide was assisting her with
ambulation and toileting, when asked how the
occurred.  The daughter further stated that she
did not always have a private aide, but recently
decided to extend the use of a private aide
services to 24/7 after her mother had a .

) a couple of weeks ago. the
daughter stated that because of the Resident
#1 was more than usual. She stated
that she felt this was necessary because the
facility was short staffed.
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A review of the facllity records showed no
documentation of any treatment. The last
hospice plan of care was dated

shiowed no treatment.

Class il
A030, 59A-36.007(5) FAC; 429.28( ) FS 429.27 A030
$8=F | Resident Care - Rights & Facility Procedures

59A-36.007

(5) RESIDENT RIGHTS AND FACILITY

PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.8,, the
facility must have a written grisvance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
1o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; . Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)86- or 1{800)962-2873. The
telephone numbers must be posted in close

AHCA Form 3020-0001
STATE FORM 520 JROB1T i coninuastion sheet 5 of 32



Agency for Healih Care Administration

PRINTED: 10/21/2025
FORM APPROVED

proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

B control, sanitation, and standard
precautions,;
8. The requirements for coordinating the delivery
of services to residents by third party providers;

9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident's right fo unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at 8 minimum, a readily accessible
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telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by iaw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shall have the right to:
{a) Live in a safe and decent living environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c}) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened
corr L access to a , and
visiting with any person of his or her choice, at
any time between the hours of 8 am. and 9 p.m.
at a minimum. Upon request, the facility shalt
make provisions 1o extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and fo pursue
the highest possible level of independence,

and i ion within the
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
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facility fo provide safekeeping for funds as
provided in 5. 428.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several fimes a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions, No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
the term "ad and appropri

health care” means the management of
medications, assistance in making |,
for health care services, the provision of or
arrangement of transportation 1o health care

.y , and the performance of health
care services in accordance with s. 428.255
which are consistent with established and
e i within the ity.
{k) At least 45 days' notice of relocation or
termination of residency from the facility unfess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shali be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
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Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order fora
facility to i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal, Each facility shal
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shalf ensure that
a written notice of the rights, . and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
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exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Elder

Hotline operated by the Department of
Children and Famities, and . Rights
Florida.

428.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

, or , under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews, and record
review, the facility failed to ensure that 5 out of 16
sampled residents (#1, 10, 14, 15, and 16) live in
a safe environment, free from and neglect,
and are treated with consideration and respect
and with due recognition of personat dignity.

Findings included:
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Observation on at 6:40am showed
that the facility is a large multistory with
4 floors dedicated to assisted living. There were
54 assisted living residents at the facility.

Observation on at 6:45am Staff B
entered the room that Resident #10 was in
without knocking.

During an interview on at 7:10am
Staff B did not know how many residents have

( )

Observation on at 7:25am Staff B
entered Resident #1's Room {215) room without
knocking.

During an interview on at 7:25am
Staff B stated that she knows that Resident #1
was not there and that was why she did not knock
before she entered. She further stated that she
had knocked before she entered the other rooms.
She further stated that Resident #1 over the
weekend and was in the hospital, when asked
about Resident #1 whereabouts. She stated that
Resident #1 had surgery but was not sure about
the detalls. When asked how she  she stated
that she had a private duty aid during when she

. She stated that she should be
sometime today from the hospital.

Observation on at 8:24am showed
that Resident #14 was in the dining room with
private duty aid, Staff J was serving breakfast fo
the residents. Some residents had wearable
pendants while others did not.

During an interview on at 8:25am
Staff J stated that she is a server, and she could
call for help by using the resident’s pendant or
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kitchen phone if a resident was choking. When
asked to demonstrate the pendant calls she
pressed Resident # 14 pendant at 8:26am.

Observation on at 8:31am Staff F
arrived at the dining room walking followed by
Staff L at 8:32am who was also walking. She
walked up to Resident #14 and reported her
arrivat on the facility device. She did not inquire
with Resident #14 or her private duty aide as to
why she pressed the pendant.

According to the National Library of Medicine, a
choking person's airway may be blocked so that
notenough ,, reachesthe  .Without

V. damage can ocour in as fittle as 4
minutes. Rapid first aid for choking can save a
person's iife.

During an interview at 8:31am Staff F
stated that she was responding to Resident # 14
pendant call. Stated that she would run from
upstairs to respond to the calls or if it was an
emergency. When asked if any resident was an
elopement risk, she stated that none of the
residents were elopement risk. She couid not
remember doing an elopement drill at the facility,
when asked when was the last time she
participated in an elopement.

Areview of the facility adverse incident showed
that Resident #15 and 16 (husband and wife}
eloped from the facility after a shopping trip.

A review of the facility elopement drills showed
that Staff F participated in elopement drills on
s ,and

Areview of the facility census showed 9 residents

in the memory care unit.
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According fo the AARP memory care is a form of
residential long-term care that provides intensive,
specialized care for people with memory issues.

During an interview on at 9:57am
Resident #12 stated that it was hard to speak to
someone about issues because of the lack of
staff.

During an interview on at 12:13pm
Resident #1's daughter stated that her mother
while her private aide was assisting her with
ambulation and tolleting when asked how she
She further stated that she did not always have a
private aide, but recently decided to extend the
private aide services to 24/7 after her mother had
a . {)acouple of weeks
ago which caused her to be more than
usual. She stated that she felt this was
necessary because she felt the facility was short
staff.

A review of the facility records showed no
documentation of a treatment. The last
hospice plan of care was dated

showed no treatment.

Class il

A 055 50A-36.008(6) FAC Medication - Storage and A055
$5=D | Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order fo 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
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possession both on or off the facility premises.,
Residents may also 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 ined and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is 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
physical arrangements and the conditions 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 fo the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
{ocked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

, except that a icati
requiring must be kept
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
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located locked;
3. Accessible to staff responsible for filling
pill- i assisting with self- ini
of or inisteri Such
staff must have ready access to keys or codes to
the medication storage areas at all times; 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
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 facifity, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned 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 may return

i icinal drugs to the di: it
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pharmacy pursuant to Ruie 64B16-28.870, F A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and record review, the
facility failed to centrally store prescription and
over-the-counter medication for two of tweive
sampled residents (Resident #2 and Resident
#10).

Findings include:

An observation in Resident 2's room on
at $:25AM revealed unsecured
medication jocated on the resident's nightstand.
The medications included were over-the-counter
. brand lubricant | . and Leader
brand advanced relief . . (Photographic
evidence obtained)

An observation in Resident 10's bathroom on
at T:00AM revealed unsecured
prescription medication located on the resident’s
bathroom counter. The medication was a bottle of
12% Cream. (Photographic
evidence obtained)

Areview of Resident 2's health assessment on

revealed that the resident required
assistance with seif- administration of
medications,

Areview of Resident 10's health assessment on

revealed that the resident required
assistance with seif- administration of
medications.

Class Hll
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59A-36.015 Records.

The facitity must maintain required records in a
manner that makes such records readily available
at the licenses's physical address for review by a
{egally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available 1o access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Faciiity 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 all 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 | ;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 discharge
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 facifity but
intending to return pursuant o Rule 88A-36.018,
F.AC. 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 inciuded on the log described in paragraph
().
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{d) The faclility's emergency management plan,
with documentation of review and approval 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, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.C.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36,006, F.A.C.
{h) if the facility advertises that it provides special
care for persons with ‘s or
related . & copy of all such facility
advertisements 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 food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities 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) All fire safely inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
10 Section 428.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years,

(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FA.C,,
issued within the last 2 years.

{m) Pursuant to Section 428.35, F.S,, all
completed survey, inspection and complaint
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investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 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
o subsection 59A-36.007(10), FA.C.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

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

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.5.;

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to maintain a complete admission and
discharge log and failed to provide sanitation
inspection reports for the last two years.

Findings include:

During an interview with the Administrator on
at 1:45PM, she confirmed that the
2025 sanitation report was not on

Areview of the admission and discharge log on
at approximately 9:15AM, revealed that

the log was missing reguired information,

including the discharge date and address.
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A review of the facility's sanitation report on

at 11:21AM, revealed that the facility
provided only the 2023 report. When asked for
the 2025 report, the facility instead provided a
copy of a payment record, confirming that the
facility did not have the 2025 group care
sanitation report on

Class Hil

A182 59A-36.019(3) FAC Emergency Mgmt - Plan At82
$8=D | Implementation

{3) PLAN IMPLEMENTATION.

{a) Al staff must be trained in their duties and are

responsible for implementing the emergency

management plan. New stafl must be trained on

the plan within 30 days of employment.

{b) it telephone service is not available during an

emergency, the facility must request assistance

from local faw enforcement or emergency
personnel in maintaini

communication

This Statute or Rule is not met as evidenced by:
Based on observations, interviews, and reviews
of records, the facility failed to ensure that two of
efeven sampled staff were trained in thelr duties
and responsibilities in implementing the
emergency management plan.

Findings:

Observation on at 6:30am showed
that the facility was a farge eight-story structure.

On an interview at 6:45AM, Staff G
{Caretaker) was asked how would you know to
respond in an emergency, she stated, "} would
use the telephone to call management”.
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On an interview at 7:12AM, Staff £

{CNA-MedTech) was asked how many residents
there were in the Memory Care floor Unitand if
she receives a census copy on daily basis, she
stated, "1 think there is a copy of the census in the
nursing station. | need to ask the nurse for that
information”.

Areview of Staff C (Caretaker) record showed a
certificate of achievement presented for Major
gency Prep and ion on
- 1 Credit Hour.

Class il

A 200! 59A-36.025 FAC Emergency Environmental A200
$8=D | Control

59A-36.025 Emergency Environmental Controt
for Assisted Living Faciliies.
{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed ptan ("plan™) to serve as
a to its Comp i

Plan, to address
environmental control in the event of the loss of
primary electrical power in that assisted fiving
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted fiving facility, to ensure that current
ficensees of assisted living faciiities will be
equipped to ensure air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power.
1. The required ternperature must be maintained
in an area or areas, determined by the assisted
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fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted fiving facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shait
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
local zoning and the Florida Building Code.

3. Each assisted living facifity is unique in size;
the types of care provided; the physical.and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power. The
pian shall include information regarding the
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systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all times when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

©. A muitistory facility, whose comprehensive
emergency management plan is to move
residents to a higher fioor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours after the
{oss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuet source and fuel
storage.

1. Facilities must store minimum amounts of fuel
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onsite as follows:
a. Afacility with a licensed capacity of 16 beds or
iess must store 48 hours of fuel onsite.
b. A facility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.
2. An assisted living facility located in an area ina
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel. The assisted living facility may utilize
portable fuet storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.
3. Piped natural gas is an allowable fuel source
and meets the onsite fuel supply requirements.
under this rule.
4. ¥ jocal ordinances or other regulations limit the
amourt of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.
{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.
{d) The acquisition and maintenance of a
monoxide atarm.
{2) SUBMISSION OF THE PLAN.
{a) Each new assisted living facility shal submit
the plan required under this rule prior to obtaining
a license.
{b) Each existing assisted living facility that

any additions, i i
alterations, refurbishment, renovations or

ion that require modification of its
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systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.
{3) APPROVED PLANS,
{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.
{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.
{c) The assisted living facifity shall submita
consumer-friendly summary of the emergency
power pian to the Agency. The Agency shall post
the summary and notice of the approvai and
implementation of the assisted living facility
emergency power plans on its website within fen
{10} business days of the plan's approval by the
county emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN,
(a) Each assisted living facility licensed prior to
the effective date of this rule shall, no later than

. have implemented the plan
required under this rule.
{b) Each new assisted living facility shail
implement the plan required under this rule prior
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0 obtaining a license.
{c) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
or

reconstruction.

{5) POLICIES AND PROCEDURES.

{a) Each assisted living facility shall develop and
implement written policies and procedutes to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required. for the operation of the alternate power
source. The procedures shalf ensure that
residents do not experience complications from
fluctuations in air temperatures inside
the facility. Procedures must address the care of
residents occupying the facility during a declared
state of emergency, specifically, a description of
the methods to be used to mitigate the potential
for heat related injury including:

1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of icil requiring i {

3. Wellness checks by assisted living facility staff
to monitor for signs of and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shall maintain the
writien policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
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authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability fo
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident’s legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager, each resident's estate; and such
additional parties as authorized in writing or by
law.
{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part Il, F.S_, including, but
not limited to, license revocation, ficense

fon, and the i ition of inis

fines.
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN,
{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.
{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its
comprehensive emergency management plan.
{8) NOTIFICATION,
{a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless

ission for ic c ication has
been granted, each resident and the resident's
iegal representative:
1. Upon the initial submission of the plan to the
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county emergency management agency that the
ptan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvals of the plan
do not require notification to residents or their
{egal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.AC., has been made o the plan,

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physicat
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available™
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain and test the equipment and its
functions to ensure the safe and sufficient
operation of the monoxide atarm at the
assisted living facility.

An observation on at 9:14AM showed
Staff H (Concierge) did not know how to

read the instructions on the generator panel on
how to initiate it.

On an interview on at 9:15AM, Staff H
{Concierge) was asked if he knew how to start
the generator, Staff H (Concierge) stated, "I have
never started the generator before",
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( )

1) POLICIES AND PROCEDURES.
{a) Each assisted living facility must have written
policies and procedures that explain its
implementation of state laws and rules relative fo
An

assisted living facility may not require execution
ofa as a condition of admission or
treatment. The assisted living facility must
provide the following to each resident, or
resident's representative, at the time of
admission:
1. Form SCHS- , "Health Care Advarice
Directives - The Patient’s Right to Decide,” |

, or with a copy of some other substantialty
similar document, which incorporates information
regarding advance directives included in chapter
765, F.8. Form SCHS- is available from
the Agency for Health Care Administration, 2727
Mahan Drive, Mail Stop 34, Tallahassee, FL.
32308 or the agency's website at:
hitp:ffahca.myfiorida.com/MCHQ/Health_Facility
Regulation/HC_Advance_Directives/docs/adv_dir

-pdf; and,
2. DH Form 1898, Florida
Form, + 2004, which is hereby

incorporated by reference. This form may be
obtained by calling the Department of Health's tolt
free number 1(800)226-1911, extension 2780 or
online at:

hitp:iiwww firules.org/Gateway/reference.asp?No
=Ref-04005.

{b) There must be documentation in the
resident’s record indicating whether a DH Form
1896 has been executed. I a DH Form 1896 has
been executed, a yellow copy of that document
must be made a part of the resident's record, if
the assisted living facility does not receive a copy
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of a resident’s executed DH Form 1896, the
assisted fiving facility must document in the
resident's record that it has requested a copy.
{c) The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.
{2) LICENSE REVOCATION. An assisted living
facility's license is subject fo revocation pursuant
to section 408.815, F.8., if, as a condition of
treatment or admission, the facility requires an
individual to execute or waive DH Form 1896.
{3) PROCEDURES. Pursuant to section
429,255, F.8., an assisted living facility must
honor a properly executed DH Forr 1896 as
follows:
{a) In the event a resident experiences
, staff trained in s
) or a health care provider
present in the facility, may withhold
and 3

{b) In the event a resideitt is receiving hospice
services and experiences or, .

, facifity staff must immediately contact
hospice staff. The hospice procedures take
precedence over those of the assisted tiving
facility.

This Statute or Rule is not met as evidenced by:
Based on observation, interviews, and records
review, the facility failed fo ensure that

) forms are readily
available to medical staff in the event of an
emergency for 1 out of 14 sampled resident ( #1

).

Finding Included:

Observation on at 6:40am showed
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that the facifity is a large multistory with
4 floors dedicated to assisted living.
During an interview on at 7:10am

Staff B did not know how many residents have

. When asked how staff would identify if a
resident had , she stated that the facility
used stickers on the medication lock boxes in
each room. She further stated that the stickers
were being removed, however they still would
keep a copy of the in the medication lock
box in each room. Furthermore, Staff B stated
that staff have a facility issued device that allows
them to check resident charts, At 7:15am when
asked to show where the are kept in
resident rooms, Staff B stated that she could not
because she did not have a key or device on her
because the day shift nurse had it now.

QObservation on at 7:21am when Staff
D arrived, Staff B asked her for the keys and Staff
D did not have them. Staff B could not open the
lock box in the room because she did not have a
key to the lock box. Staff B got the facility issue
device fo check on resident records but had
trouble assessing the device.

During an interview on at 7:25am
Staff B stated that she now had the keys.

Observation on at 7:25am Stafl 8
entered Resident #1's room (215) and opened
the medication lock box located on the wall
behind the door. The door to the apartment could
not be opened while the lock box was opened
and nobody could enter the room. There was a
red sticker on the lock box and a yellow

inside the lockbox.

During an interview on at 9:40am
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Staff D stated that the facility devices sometime
don't connect when asked during medication
pass.

Areview of Resident # 1's electronic records at
the facility did not show any marking for a

Areview of the Resident # 1's medical record at
the facility showed a order in her paper
chart.

Areview of the facility policy stated the
order "will be located in the Medical Record and
[Blank Space].” The policy further states that
employees will be trained on policy within
30 day of employment.

Avreview of Staff B training records showed that
she received training and has been
working at the facility since 2023.

Class #Hl
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