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AGO0 Initial Comments AQ00

A biennial re-icensure survey with limited nursing

services and a complaint investigation

{2025012037) in conjunction with a generator
itoring visit was at

Tarpon Springs on . The facility was

found to have deficiencies at the time of the

survey.

A032 59A-36.007(7) FAC Resident Care - Elopement A032
S8+D. Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement. All
residents assessed at risk for elopement or with
any history of elopement must be identified so
staff can be alerted to their needs for support and
supervision. All 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 to a facifity. If the resident
has had a health assessment performed prior to
admissicn 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
policies and procedures, the facility must make, at
a minimum, a daily effort to determine that at risk
residents have identification on their persons that
includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 58A-36.011(10)@) or (c),
F.A.C., must be generally aware of the location of
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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 {o alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent fo
admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.

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

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement response
poticies and procedures, including specific duties
and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrcgate, 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 to Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to document employees’ participation to
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ensure that Elopement Drills were conducted for
four employees (Staff B, D, E and F) of five
employees reviewed.
Findings included:
Arecord review conducted on revealed
that Staff B had a hire date of and had
not participated in any Elopement Drills since their
date of hire.
Acrecord review conducted on revealed
that Staff D had a hire date of and had
only participated in one Elopement Drill since their
date of hire.
Arecord review conducted on revealed
that Staff E had & hire date of 11/08/2024 and had
only participated in one Elopement Drill since their
date of hire.
A record review conducted on revealed
that Staff F had a hire date of and had
not participated in any Elopement Drills since their
date of hire.
During an interview conducted on at
12:35 p.m., the Administrator confirmed the
employees had not completed any Elopement
Drills since their date of hire.
Class 1l
A078 59A-36.010(2) FAC Staffing Standards - Staff A078
88=D
{2) STAFF.
{a) Within 30 days after beginning employment,
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newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms of
i . The ination

performed by the heaith care provider must have
been conducted no earlier than 6 months before
subrrission of the staternent. Newly hired staff
does not include an employee transferring without
a break In service from one facility to another when
the facility 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 annuat

inat Ui . An indivi witha
positive test must submit a health
care provider's statement that the individual does
not constitute a risk of

2. if any staff membper has, or is suspected of
having, a ¢ it , such individual
must be immediately removed from duties untif a
written statement is submitted from a heatth care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{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

AHCA Form 3020-0001
STATE FORM

o

Lowott

f continuation sheet 4 of 11




PRINTED: 11/03/2025

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
AL11564456 B.WiNG 10/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1651 SOUTH PINELLAS AVENUE
BROOKDALE TARPON SPRINGS
TARPON SPRINGS, Fi. 34689
oy SUMIARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE coupLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
A078] Continued From page 4 AQ78

observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rute
chapter.

{c) All staff rmust comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility . to 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 facifity must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain tirne sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 428.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the facility
failed to obtain evidence of a negative
{ ) examination annually from a health care
provider and failed to obtain a one-time statement
that the employee was free from communicable
from a health care provider for three
employees (Staff B, D, and G) of five sampled
employees.

Findings included:

An employee record review for Staff B conducted
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on revealed that Staff B's employee

record did not contain a one-time statement that
the employee was free from communicable

from a health care provider, Staff B was
hired on

An employee record review for Staff D conducted
on , revealed that Staff D's employee
record did not contain evidence that the employee
had a negative  examination annually. Staff D's
record did not contain a one-time statement that
the employee was free from communicable

from a health care provider, Staff D was
hired on

An employee record review for Staff G conducted
on revealed that Staff G's employee
record did not contain a one-time statement that
the employee was free from communicable

from a health care provider, Staff G was
hired on

During an interview with the Administrator,

conducted on at 12:35 p.m., the

Administrator agreed the  tests and

Communicable statements were missing.

Class 1l
A 127, 429.275(3); 59A-36.01(4); 624.605(1)(b) Fiscal - At27
$8=D! | jability Insurance

429.275

{3) The administrator or owner of a facility shal
maintain liability insurance coverage thatis in
force at all times.
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{4} LIABILITY INSURANCE. Pursuant to section
429.275, F.8., facilities must maintain liability
insurance coverage, as defined in section 624.605,
F.8., that remains in force at all times. On the
renewal date of the facility's policy or whenever a
facility changes policies, the facility must file
documentation of continued coverage with the
Agency Central Office. Such documentation must
be issued by the insurance company and must
include the name and street address of the facility,
a reference that the facility is an assisted living
facility, the facility's licensed capacity, and the
dates of coverage.

624.605(1)
{p) Liability insurance.-Insurance against legal
fiability for the . injury, or , ofany

hurnan being, or for damage to property, with
provision for medical, hospital, and surgical
benefits to the injured persons, irrespective of the
legal. iability of the insured, when issued as a part
of a liability insurance contract.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide proof of current commerciat
general Hability insurance.

Findings included:

During a record review conducted on
the facility did not provide a current commercial
general fability insurance.

During an interview conducted on at
12:25pm the Administrator stated she did not have
the liability insurance and would have to call the
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88=D
59A-36.015 Records.

The faciiity must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available o 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. Fagcility 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
fisting the names of ali 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 with a R s and,

2. Date of discharge, reason for discharge, and
identification of the facility or home address fo
which the resident was discharged. Readmission
of a resident to the facility after discharge requires
a new entry in the log. Discharge of & resident is
not required if the facility is holding a bed for a
resident who is out of the facility but intending to
return pursuant to Rule 59A-36,018, F.AC. if the
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corporate office for it.
Class Hl
A 160, 59A-36.015(1) FAC Records - Facility A 160
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resident dies while in the care of the facility, the
log must indicate the date of

{¢) Alog listing the names of all temporary
emergency placement and respite care residents if
not included on the log described in paragraph (b).
{d) The facility'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 facliity 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 . a copy of all such facility
advertisements as required by Section 429.177,
F.8.

(1) 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 inciude a copy of the contract for food
services and the food service contractor's license
or certificate to operate.

(k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshat pursuant
o Section 429.435, F.S., and rule Chapter
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69A-40, F.A,C., issued within the last 2 years.

{1) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8,, and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant fo Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions and
moratoriums issued by the agency within the last
5 years.

{n) The facility's resident elopement response
policies and procedures.

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FAC,;

{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.S.;

{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 Rute is not met as evidenced by:
Based on observation, record review and interview,
the Facility failed to maintain an up-fo-date
admission log for all current residents.

Findings included:

In a review of the Facility's Adrmission and

AHCA Form 3020-0001
STATE FORM

o

LOWO1t

W continuation sheet 10 of 11




PRINTED: 11/03/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11964456 B WING 10/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1651 SOUTH PINELLAS AVENUE
BROOKDALE TARPON SPRINGS
TARPON SPRINGS, Fl. 34689
(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES [iv] PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE o
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
A180 Continued From page 10 A180

Discharge Log conducted on there
was not information listed for all thirty-five
residents on the census.

In an interview conducted on at 12:31
p.m. the Business Office Manager said the log had
no admissions prior to 2024, but would update it.

Class 1l
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430.5025(4 &
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

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
commumcatlng and mteracnng with persons with

's or related forms of

. Arecord of the completion of the
training program must be made available fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of the
employee's completion of the training program
and, upon written request of the employee, provide
the employee with a copy of the record of
completion consistent with the employer’s written
policies.
3. An employee who has completed the 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

s

22875
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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
1o, 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 fo
the training required in paragraphs (a) and (b). The
additional training must include, but is not limited
{0, behavior management, promoting the person's
independence in activities of daily living, skills in
working with farmilies and caregivers, group and
individual activities, maintaining an appropriate
environment, and ethical issues.
{e) For an assisted fiving 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 to the
training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning empioyment,
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 empioyment,
each employee who provides personal care must
complete an additionat 4 hours of

-specific training. Such training must
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include, but is not limited to, understanding
and retated forms of

, the stages of 's s
communication strategies, medical information,
and stress management.
3. Thereatter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic iearning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to help
develop and refine the employee's skills for caring
for a person with or a related
form of . The continuing education must
cover at least one of the topics included in the

-speciic training in which the employee
has not received previous training in the previous
calendar year. The continuing education may be
fulfilled and documented in a minimum of one
quarter-hour increments through 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 s applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of the
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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 {0 a covered provider.

(7) For a certified nursing assistant as defined in
8. 464.201, training hours completed as required
under this section may count toward the totat
hours of training required to maintain certification
as a nursing assistant.

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

{9) Each person employed, , or referred
to provide services before , must
complete the fraining required in this section
before . Proof of completion of
equivalent training completed before |, | s
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
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that within thirty days of
employment employees completed a one-hour
onfing training with the department regarding
and related forms of

for four employees {Administrator, Staff

E, F, and G) of six sampled employees that
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provided personal care or had regular contact with
residents. Furthermore, the facility failed to ensure
that employees complete a three-hour

and refated forms of training
within seven months for four (Staff B, D, E, and F)
of six sampled employees.

Findings included:

An employee record review for the Administrator,
conducted on , revealed that the
Administrators employee record did not contain
evidence that the employee completed the
one-hour online training with the department
regarding s and related forms of
within thirty days of
employment, The Administrator was hired on

An employee record review for Staff B, conducted
on . revealed that Staff B's employee
record did not contain evidence that the employee
completed the three-hour and
related forms of training within seven
months of hire. Staff B was hired on

An employee record review for Staff D, conducted
on . revealed that Staff D's employee
record did not contain evidence that the employee
completed the three-hour and
related forms of training within seven
months of hire. Staff D was hired on

An employee record review for Staff E, conducted
on , revealed that Staff E's employee
record did not contain evidence that the employee
completed the one-hour online training with the
department and the three-hour
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and refated forms of training
within seven months of hire, Staff E was hired on

An employee record review for Staff F, conducted
on . revealed that Staff F's employee
record did not contain evidence that the employee
completed the one-hour online training with the
department regarding 's and
related forms of within thirty
days of employment. Staff F was hired on

An employee record review for Staff G, conducted
on , revealed that Staff G's employee
record did not contain evidence that the employee
completed the one-hour online training with the
department regarding 's and
related forms of within thirty
days of employment. Staff G was hired on

During an interview on at 12:35 p.m.
the Administrator agreed the employee records did
not contain evidence that the employee completed
the one-hour onfine training with the department
regarding s and refated forms of

within thirty days of
employment and the three-hours within seven
months.
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