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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
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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 employee record review and staff
interview, the facility failed to ensure 1 of 3
employees reviewed completed and signed the

of Ct i with
Screening Requirements, AHCA Form
3100-0008, . {Employee C).

The findings include:
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Record review of the employee file for Employse

C, hired , found no evidence of a
signed ion of G i in the empl
file.

The Administrator was notified of the missing
information on at 10:44 AM. During
an interview with the Administrator on

at 1:45 PM, she confirmed the facility did not
have a signed Attestation for Employee C.

Unclassified.

227830, 408,821 FS Emergency Management Planning 272830

408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive
emergenc plan must i El
safety liaison o serve as the primary contact for
emergency operations. Such ficensee shalt
submit its comprehensive emergency

plan to the local
management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan,
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvai of its plan by the local emergency

AHCA Form 3020-0001
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management agency, county health department,
or Department of Heaith.

{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

e plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvais may be based upon satisfactory
justification and need as provided by the
recelving and sending providers.

{3)(a) An inactive license may be issued to a
licensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Govemnor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
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necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with alf requirements of this part and
applicable rules and statutes.

{4) .. . Licensees providing residential or inpatient
services must utilize an online dalabase
approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
faited to submit their comprehensive emergency
management plan (CEMP) annually to ensure the
safety of the 7 residents of the facifity.

The findings include:

During an interview with the Administrator on

at 10:56 AM, she was asked to the
facility's CEMP and proof of its approval from the
local emergency management agency. She
provided a printed ermail of a letter with an email
date of and with the date of the letter
and approval of . The Administrator
stated she thought the approval date was

. and did not see the letter date of

. 50 she did not think the CEMP was

due.
AFICA Form 3620-0601
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Photographic evidence obtained.

Class il

ZZB75 430.5026(4 & ) / . 22878
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 online at no cost. The 1-hour training
program shall 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
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.
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3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides 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
to, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
to the training required in paragraphs (a) and {(b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
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 advertises
and provides, or is designated to provide,
specialized care for persons with

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

22875
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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 refated forms of

, the stages of 's
cc icati ies, medical ir
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through confact hours, on-the-job training, or
electronic leaming ... For this
subparagraph, the term "on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or -on experience to
help develop and refine the employee's skifis for
caring for a person with K ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific raining in which
the employee has not received previous fraining
in the previous calendar year. The continuing
education may be fulfiled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {(d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the

AHCA Form 3020-0001
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training and inui ion of

the employee, if applicable, must be provided to
the covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.

{7) For a certified nursing assistant as defined in
$. 464.201, fraining hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a hursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

(9) Each person employed, ,or
referred to provide services before . | | .
must complete the training required in this sectior
before |, | . Proof of completion of
equivalent training.completed before |, | ,
shall substitute for the training required in
subsection {4), Each person employed,

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

This Statute or Rute is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure 1 of 3 employees
reviewed, Employee C, failed to receive the 1
hour video training provided by the
Department of Elder Affairs within 30 days of
and failed to complete the ti
3 hours of training within 7 months of
employment.

AHCA Form 3020-0001
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The findings include:

Record review of the employee file for Employee
3, hired as a health care aid on , found
no evidence of ‘s training.

The findings were confirmed during an interview
with the Administrator on at 11:00 AM.
She was notified the training was not in the
employee file. During further interview on

at 1:45 PM, the Administrator stated
Employee C did not have the training.

Class il

AQQ0 Initial Comments A GO0

An abbreviated reficensure survey with limited
mental health monitoring was conducted at
Guardian Home 1 ALF on

Deficiencies were identified at the time of the
survey.

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopsment.
All residents assessed at risk for slopement or
with any history of elopement must be identified
so staff can be alerted to their needs for support
and supervision. Al residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted fo a facility. If the resident
has had a health assessment performed prior to

AHCA Form 3020-0001
STATE FORM 520 EGXT11 I continwation sheet €1 of 32




PRINTED: 10/31/2025

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
[o3
AL11910317 e — 10/27/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
902 CANAL STREET
GUARDIAN HOME Il ALF LLC
NEW SMYRNA BEACH, FL. 32168
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) 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)
A032] Continued From page 11 A032

admission pursuant to paragraph 59A-36.006(2)
{(a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
potlicies and procedures, the facility must make,
at a minimum, a daily effort o determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number, Staff frained
pursuant to paragraph 58A-36.011(10){a) or (¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and faw enforcement as necessary .
The facifity's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admissicn. The photo identification may be
provided by the facility, the resident, or the
resident's representative,

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for

i ing each part of the

response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for

AHCA Form 3020-0001
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contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facility in the event of an elopement.

{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant fo Section 429.41(1)(k), F.S.

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure 1 of 3 employees reviewed,
Employee C, were participating in facility
elopement drills twice a year.

The findings include:

Record review of the elopement drills provided by
the facility found Employee C, hired N
did not participate in any of the drills,

The findings were confirmed during an interview
with the Administrator on at 10:56
AM. She was asked if she had any evidence
Employee C had participated in any elopement
drills and she stated she did not. The findings
were also confirmed during an interview with
Employee C on at 12:25 PM. She
was asked if she had participated in any
elopement drills and she stated she had not.

Class il
A7 59A-36.010(3) FAC Staffing Standards - Levels

{3) STAFFING STANDARDS.
{a) Minimum staffing:

A032

AQT9
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1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-85 539

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

2. independent living residents, as referenced in
subsection 59A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.

3. At least one staff member who has access o
facility and resident records in case of an
emergency must be in the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

4. In facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.

5. A staff member who has completed courses in
First Aid and
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{ ) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.
a. Documentation of altendance at First Aid or
courses pursuant 1o subsection
59A-36.011(5}, F.A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part lif, F.S., is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
adrministrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atfeast . mustbe
physically present and designated in writing to be
in charge of the facitity. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedute.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), alt
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facilities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 59A-36.007,
FAC.

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

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (&) are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency i that ad

and care are not being provided to residents,
resident care standards described in rule
B59A-36.007, F.A.C., are not being mst, or that the
facility is failing to meet the ferms of residents’
contracts, The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
69A-40, F.A.C., untit such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
mainimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved to meet

pervision
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resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to mest resident
needs.

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

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

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

This Statute or Rute is not met as evidenced by:
Based on record review and staff interview, the
facility fafled to maintain a written work schedule
that reflected 24 hours of staffing, and failed to
meet the minimum required staffing requirement
of 212 hours for the census of 7.

The findings include:

Record review of the employee schedule for
with the Administrator on
at 1:20 PM found the employee
schedule was not completed for the week of
through or for

During the week of , only the
AHCA Form 3020-0001
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Co-Owner, on , s
and - Further record
review found no one was scheduled to work from
8:00 PM to 10:00 PM on through

and no one was scheduled to work
before 6:00 AM and after 6:00 PM on

There was no one fisted as working the week of

Record review for the current week of

through revealed that the schedule was
completed with only 193 hours total, The hours
were with the Administrator, and the

scheduled hours came up to 193.

During an interview with the Owner on
at 1:35 PM, he was asked for the
schedules prior to . He provided a
schedule for the period of to
. Areview of the schedule revealed the
week of - was blank.
Photographic evidence provided.

Class il

A 083 59A-36.011(5) FAC Training - First Aid and A0B3

{5) FIRST AlD AND

( ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.
{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
1o perform and which is issued by an
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instructor or training provider that is approved to

provide training by the American Red Cross,

the American Association, the National

Safety Council, or an organization whose fraining

is ited by the C ission on itati

for Pre-Hospital Continuing Education satisfies
this requirement.

{b) A nurse shall be considersed as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part Iii, F.8., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review, the
facility failed 1o ensure a staff member with
current First Aid training was always working in
the facility to ensure the safety of the 7 residents
of the facility. {The Owner)

The findings include:

On arrival fo the facility on at 8:15
AM, the Owner was observed to be the only
employee in the facifity,

Record review of the empioyee file for the Owner
revealed the First Aid training had expired in

of 2025. The Administrator was notified of the
findings on at 10:10 AM and
reminded again on at 10:44 AM.

Areview of the facility schedule found the Owner
worked alone in the facility on s and

and was scheduled to work alone for
periods of time on through

During further interview with the Administrator
and Qwner on at 1:45 PM, both
AHCA Form 3020-0001
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confirmed that he needed 1o renew his First Aid
training.

Photographic evidence obtained.

Class il

A 093 59A-36.012(2) FAC Food Service - Dietary A0S3
Standards

{2) DIETARY STANDARDS.

{a) The meals provided by the assisted living
facility must be planned based on the current
USDA Dietary Guidelines for Americans,
2020-2028, which are incorporated by reference
and available for review at:

http: firules. .asp?No
=Ref-04003, and.the current table of Dietary
Reference Intakes established by the Food and
Nutrition Board of the Institute of Medicine of the
National Academies, 2018, which are
incorporated by reference and available for
review at.
hitps:/fods.od.nih.gov/HealthInformation/Dietary_
Reference_Intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
possible.

{b) The residents’ nutritional needs must be met
by offering a variety of meals adapted to the food
habits, preferences, and physicai abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
ficensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must
serve the standard minimum portions of food
according 1o the Dietary Reference Intakes.
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{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed

tionist, or a regi: dietetic ich
supervised by a licensed or registered dietitian, or
a licensed nutritionist to ensure the meals meet
the nutritional standards established in this rule.
The annual review must be documented in the
facility files and include the original signature of
the reviewer, registration or ficense number, and
date reviewed. Portion sizes must be indicated on
the menus or on a separate sheet.
1. Daily food servings may be divided among
three or more meals per day, including snacks,
as necessary fo accommodate resident needs
and preferences.
2. Menu items may be substituted with items of
comparable nutritional vaiue based on the
seasonal availability of fresh produce or the
preferences of the residents.
{d) Menus must be dated and planned at least 1
week in advance for both regular and therapeutic
diets. Residents must be encouraged to
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with substitutions noted before or when
the meal is served, must be kept on file in the
facility for 6 months.
{e) Therapeutic diets must be prepared and
served as ordered by the health care provider.
1. Facilities that offer residents a variety of food
choices through a select menu, buffet style
dining, or family style dining are not required to
document what is eaten unless a health care
provider's order indicates that such monitoring is
necessary, However, the food items that enable
residents to comply with the therapeutic diet must
be identified on the menus developed for use in
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the facility.

2. The facility must document a resident's refusal
to comply with a therapeutic diet and provide
notification to the resident's health care provider
of such refusal,
{f) For facilities serving three or more meals a
day, no more than 14 hours must elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal,
Intervals between meals must be evenly
distributed throughout the day with not tess than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access fo kitchen facilities,
snacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the fime between meals.
{g) Food must be served attractively at safe and
palatable temperatures. All residents must be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, must be on
{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
with residents to serve, must be on

at all times. The quantity must be based on
the resident census and not on licensed capacity.
The supply must consist of foods that can be
stored safely without refrigeration. Water
sufficient for drinking and food preparation must
aiso be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the local
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
falled to maintain menus that were dated and
keep on file & months for meals served to the 7
AHCA Form 3020-0001
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residents of the facility.
The findings include:

During an interview with the Administrator on

at 11:20 AM, she was asked to
provide the current weeks menus for the facility.
She provided four weeks of menus hooked
together.

Record review of the menus found they were
iabled as week 1, 2, 3, and 4. They were not
dated with a month, week or day. The findings
were confirmed by the Administrator, The
Administrator was asked if the facility had a way
to show 6 months of past menus. She stated they
use the four week cycle over again.

Class il

A 161 420.275(2) FS; 5A-36.015(2) FAC Records - A181
Staff

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

fon of background ing, if

jon of with alf

training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015

{2) STAFF RECORDS.

{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
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with

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

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 50A-36.011, F.AC.,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to maintain documentation verifying
AHCA Form 3020-0001
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429.075
{3) A facifity that has a limited mental health
ficense must
{a) Have a copy of each mental heaith resident's
community fiving support plan and the
agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the . agreement was sent to
the Medicaid managed care plan or managing
entity under contract with the Depariment of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{h) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
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freedom from signs or symptoms of
comrnunicable for 1 of 3 employees
reviewed (Employee C).
The findings include:
Record review for Employee C, a Health Aide
hired , found no evidence of
commurnicable statement.
The Administrator was notified on at
10:44 AM that the communicable
statement was missing form Employee C's file.
During an interview with the Administrator on
at 1:45 PM she was again notified the
communicable statement was missing
and asked if she located it, and she stated no.
Class Hl
AL241, 420.075(. ); 59A-36.020(2) FAC LMH - Records AL241
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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 .\ agreement
with a private mental health provider. For
purposes of the limited mental health license, the
private mental health 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
admission and discharge for alf mental health
residents. The admission and discharge log
required in rule 58A-36.015, F.A.C., satisfies this
condition provided that all mental health residents
are clearly identified.

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

{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident’s
admission to the facility, that the residentis a
mental health resident as defined in section
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394.4574, F.8., and that the resident is receiving
social security . or supplemental security
income and | - as
follows:

a. An affrmative staternent on the Alternate Care
Certification for | .

{ ) form, CF-ES 1008, ., which is
hereby incorporated by reference and available
for review at:

hitp: firules. .asp?No
=Ref-03988, that the resident is receiving S8 or
88Dl due to a mental .

b. Written verification provided by the Social
Security Administration that the resident is
receiving SSt or SSDI for 2 mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Administration to provide such information, or

c. A written statement from the resident’s case
manager or other mental health care provider that
the resident is an adult with severe and persistent
mental . The case manager or other
mental health care provider must consider the
foltowing minimum criteria in making that
determination:

{I) The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or

{11 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 individual

AHCA Form 3020-0001
STATE FORM 520 EGXT11 I contingation sheat 27 of 32




PRINTED: 10/31/2025

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
[o3
AL11910317 B WING 10/27/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
902 CANAL STREET
GUARDIAN HOME Il ALF LLC
NEW SMYRNA BEACH, FL. 32168
(X4} 1D SUMMARY STATEMENT OF DEFICIEENCIES i) 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)
AL241} Continued From page 27 AL241

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) Completed Alternate Care Certification for

. . ) form,
CF-ES Form 1008,
(Ii) Discharge Statement from a state mental
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facifity, or
{11f) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.
b. A mentat health resident retuming 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

issi will be anew

admission and the resident’s mental heailth care
provider must provide a new assessment.
3. A Community 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 five
in the assisted living facility and the community,
b. includes the clinical mental health services to
be provided by the mentai health care provider to
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help meet the resident’s needs, and the
frequency and duration of such services,

c. 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 managet,

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

1. Includes a list of factors pertinent {o the care,
safety, and welfare of the mentatl health resident
and a description of the signs and symptoms

, to the resident that indicate the
immediate need for professional mental heatth
services,

g. Is in writing and signed by the mental health
resident, the resident’s mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. if the resident refuses to sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,

h. is updated at least annually or if there is a
significant change in the resident's behavioral
health,

i, include the . Agreement
described in subparagraph (2)(c)4. If included,
the mental health care provider must also sign
the plan; and,

- Must be available for inspection to those who
have legal authority to review the document.
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4. s Agreement, The mental heaith

care provider for each mental health resident and
the facility administrator or designee must
prepare a writien statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropnate placement
is later. The

a Provndes procedures and directions for

and after-h care for
the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;
b. 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 a plan
and the plan provides behavioral health services
in section 409.912, F.S.;
c. , cover all mental health residents of the
facility who are clients of the same provider; and,
d., beincluded in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will not be the basis for
administrative action against a facility if the facility
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 keptin the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a signed community fiving support
plan health plan for 2 of 2 limited mental health
AHCA Form 3020-0001
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{LMH) residents reviewed. (Resident #3 and #7)
The findings include:

1. Record review for Resident #7 found he was
admitted to the facifity on as a LMH
resident. Further record review found a
Comprehensive Plan of Care with effective dates
of and begin dates of . The
care plar was noted as sent to the physician and
facility staff on and givento a
representative with no date given. It was signed
by the Care Manager on and

. There were no other signatures and
no other care plans or community support plans
in the resident record.

The Administrator was notified on at
11:58 AM, that the plan of care did not have any
of the required signatures. She stated she did not
think the resident was LMH. She was shown the
Admission/Discharge log, and she stated that he
was LMH. She was asked at that time if she had
another community support plan for the resident.

2. Record review for Resident #3 found he was
admitted to the facility on as a LMH
resident. There was no community support plan
in his resident record.

During an interview with the Administrator and the
Co-owner on at 12:10 PM. They were
asked for community support plans for Resident
#7 and #3. Both the Administrator and Co-Owner
confirmed they did not have a community support
plan for Resident #3 or a signed community
support plan for Resident #7.

Photographic evidence obtained.
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