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A000, Initial Comments A 000

An unannounced Relicensure with Limited
Nursing Services (LNS) and a Generator
Monitoring survey was conducted on

. at Brookdate Vero Beach South. The
facility had deficiencies related to the Relicensure
survey identified at the time of the visit,

AO77, 428,176 FS; 420.52(  ),59A-36.01(1) FAC AQ77
Staffing Standards - Administrators

429.176 Notice of change of administrator.-If,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 428.52. A
facility may not be operated for more than 120

ive days without an ini: who
has completed the core educational
requirements.

429.52

(4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faiture fo do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.

{5) Administrators are required to pariicipate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
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{1) ADMINISTRATORS, Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of afl staff
and the provision of appropriate care to all
residents as required by chapters 408, part i}
429, part i, F.8., and rule chapter §9A-35, FA.C.,
and this rule chapter.
{a) An administrator must:
1.Beatleast | “
2. if employed on or after
have, at a minimum, a high school diploma or
GED.;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 420.174, F.8.;
4, Complete the core training and core
competency test requirements pursuant to rule
B59A-36.011, F.A.C,, no later than 30 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to
, are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisty the continuing education requirements
pursuant to rule 59A-36.011, FA.C.

ors who are not in i with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph {1)(a)4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 80 days. During the 90 day period, the
individual temporarily serving as facility
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administrator must:

1. Complete the core fraining and core
competency test requirements pursuant to rule
59A-38.011, F.AC. and,

2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or limited mental heaith facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

Dt g a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers 1o
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
i and continuing educati

requirements as an administrator pursuant to
patagraph (1)(a) of this rule. Managers who
attended the core training program prior {0

. , are not required to take the
competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429.176, F.$,, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1006, . which
is incorporated by refererice and available online
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at:
hitp/Avww finules. Lasp?No
=Ref-09393.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure a qualified Manager with
CORE training was designated for one out of two
facilities that the Administrator was operating.

The findings included:

On at 2:00 PM, the Administrator
acknowledged during interview that there was no
current employee with CORE fraining that was
the designated manager for this faciiity. Review
of the alfmacdonald-research.com website on

confirmed that Staff F, who was the
designated manager for the Administrator's other
ficensed Assisted Living Facility (ALF), did not
have CORE training completed with a passing
score on the final exam yet.

Review of the floridahealthfinder.gov website on

revealed the Administrator of this
Assisted Living Facility (ALF) was also an
administrator for one additional ALFs in Vero
Beach, FL. This requires the facilities to have a
designated manager for each one that is CORE
trained along with & passing exam.

Class il
59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days affer beginning employment,

AQ77

AO78
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newly hired staff must submit a written statement
from a heaith care provider documenting that the
individual does 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 another
when the facifity 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 heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit & health care provider's statement that the
individual does not constitute a risk of

2. if any staff member has, or is suspected of
having, a col i . such individual
must be immediately removed from duties untii a
written statement is submitted from a health 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
training, pt ion, and experk
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident's record,
and fo report the observations to the resident's
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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
to each staff member; and,

2. Maintain tirme 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 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facifity failed to ensure 1 out of 3 sampled
employees {Staff C} had submitted a written
statement from a health care provider
documenting that the employee does not have
any signs or symptoms of communicable

dated within six months prior to hire.

The findings included:

During review of the personnel fite for Staff C on
, asigned statement by health care
provider verifying that this employee was free
from communicable ,Including  , was
not lecated. The examination performed by the
health care provider must have been conducted
AHCA Form 3020-0001
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no earlier than 6 months before submission of the
statement. Staff C was hired on

The Administrator was notified of this finding on
at 2:00 PM. The facility provided no
additional documentation for review at this ime.

Class il

A081, 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
- Staff in-Service

429.52
{1)(a) Each new assisted living facility empioyee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at Jeast 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee

the required preservi ! on.
The facility must keep the signed statement in the
employee ' s personnel record.
{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025(4)(d).
{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
{a).
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{7) Facility staff shalt participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required fo be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
(1)

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

() In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's ficense type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali provide or
arrange for the following in-service training to
facifity staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1

AHCA Form 3020-0001
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hour in-service fraining in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control poficies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, refating to borne
. . . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its

prevention policies and procedures when

offering this training.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
fiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must

A081
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receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. Al facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

2. Alf facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure 1 out of 3 sampled staff
{Staff A), who provides direct care to residents,
had received mandatory in-service training within
30 days of employment or pre-setvice orientation
training prior to interacting with residents.

The findings included:

A. During review of the personnel file for Staff A
on , a certificate of a 2 hour Pre-service
Orientation showing completion on was
located in the file. Staff Awas hired on .
7 months prior to this date. The certificate was
signed by the Health and Wellness Director
instead of the Administrator and Staff A, as
required.

B. Further review of the personnel file revealed
AHCA Form 3020-0001
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there was no documentation of completion of the
following required in-service training dated within
30 days of employment.
1. Facility's Emergency Procedures and Incident
Reporting {1 hour required)
2. , Neglect and prevention
{part of 1 hour required}
3. Safe Food Handling (1 hour required)
The Administrator was notified of these findings
at 1:00 PM on . The facility provided no
additional documentation for review at this time.
Class #l
A 083 59A-36.011(5) FAC Training - First Aid and A083

{5) FIRST AID 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
1o demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the Nationat
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S,, shail be

AHCA Form 3020-0001

STATE FORM

RRE511

I continwation sheet €1 of 12



PRINTED: 12/12/2025

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
AL11965283 e — 11/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
420 4TH COURT
BROOKDALE VERO BEACH SOUTH
VERO BEACH, Fl. 32962
(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)
A083! Continued From page 11 A083

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 record review and an interview, the
facility falled to ensure a staff member who has
completed a course in First Aid in addition to
being trained in . was in the facility at alt
times during the night shift.

The findings included:

Review of the personnel file for Staff C, who
works as a caregiver during the 11:00 PM to 7:00
AM shift revealed no current training in or
First Aid.

The Administrator was notified of this finding on

at 2:00 PM. The facility provided no
additional required training for other staff
members who worked this shift at the time of the
survey,

Class il
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