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ADQ00 Initial Comments A 000

Arelicensure, fimited nursing services,
emergency power plan monitoring, health facility
reporting system, and complaint investigation
#2025008575 survey was conducted at Discovery
Commons Cypress Point on through

Deficiencies were identified at the time of the
survey.

A052 420.256(, ); 59A-36.008(3) Medication - A052
$8=D Assistance with Self-Admin

429.256

(3) Assi e with self-administration of
medication includes: (a) Taking the medication, in
its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an .. thatis
prefilled by the manufacturer are considered
medications in previously dispensed, properly
labeled containers.

{b) In the presence of the resident, confirming
that the medication is intended for that resident,
oraily advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.

{c) Placing an oral dosage in the resident's
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or placing the dosage in another container and
helping the resident by lifting the container to his

or her .

(d) Applying ,  medications.

{e) Returning the medication container to proper
storage.

{f) Keeping a record.of when a resident receives
assistance with seif-administration under this

section,

{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the

prescribed premeasured dose of medication into
the dispensing cup of the .
{4) Assistance with self-administration of
medication does not include:
{a) Mixing, \ . converting, or

. medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing & tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
inserted ina . of the body.
{d) Administration of , preparations.
{e) The use of irrigations or debriding agenis
used in the treatment of a skin condition.
{f) Assisting with . ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,"
uniess the order is written with specific
parameters that preciude independent judgment
on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
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the purpose for taking the medication,

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) Assistance with the self-administration of
medication by an unficensed person as described
in this section shall not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.8.
and this rule.

{b) In addition to the specifications of Section
429.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
to take medications as prescribed.

{c) in order to facilitate assistance with
self-administration, trained staff may prepare and
make avaitable such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be refurned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction o the medication or suspected

AFICA Form 3020-0001
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noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the foliowing options are available to
enable the resident fo take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection {2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. Medications may be separately prescribed and
dispensed in an easler to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in Section 429.256(4), F.S.
(g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and evaluating or
assessing a resident's condition.
{h) All trained staff must adhere to the facility's
control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure staff who
ARCA Form 3020-0001
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assist with self ini ion of ications do

so appropriately for 1{Resident #6, #11) of 3
residents observed.

The findings included:

Review of the Resident Health Care Assessments
{1823} for residents #6 and #11 revealed they
required assistance with self-administration of
medications.

On at 2:05 p.m., the DHW (Director of
Heaith and Weliness) said the MT's {medication
technicians) are not permitted to "spoon feed”
medication to residents. The DHW said they can
support the resident’s while the resident
puts the medication in their own . The
HWD reiterated, the MT cannot spoon feed the
medications fo residents.

On at 4:15 p.m., MT (Medication
Technician) Staff D was observed to prepare
Resident #6 medications. Staff D crushed the
medication and added the crushed medication to
applesauce. Staff D "spoon fed" the medications
to Resident #6 who was in the apartment lying in
bed.

On at 4:27 p.m., Staff D was observed
to prepare Resident #11 medications. Staff D
crushed the medication and added the crushed
medication to applesauce. Staff D "spoon fed”
the medication o Resident #11 who was standing
in the TV (television) room. Staff D administered
the medications.

On at 4:30 p.m., Staff D acknowledged
she "spoon fed" Residents #6 and #11 their
medications. Staff D said she is aware that MT's
are not allowed to spoon feed medications, but
ARCA Form 3020-0001
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sometimes residents push away the medications,
that is why she "spoon fed" Resident #6 and
Resident #11 the medications during the
observation.

Class |i

SASOSE;I 59A-36.008(5) FAC Medication - Records A054
{5) MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
or a medication listing with the prescription
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
medications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. the resident may have;
2. The name of the resident's health care
provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

AFICA Form 3020-0001
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, the facility must, pursuant to Section
429.41, F.8., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication,

This Statute or Rule is not met as evidenced by:
Based on observation, record review interview,
the facility failed to follow physician’s orders when
assisting with self-administration of medications
for 2 residents (Residents #6 and #11) of 3
reviewed for medication assistance and
corresponding medication records.

The findings included:

On at 4:15 p.m., Staff D was observed
to prepare medication medications for Resident
#6. Staff D crushed the following medications to
add to applesauce: 1 tablet of .. 50
miligrams (mg}, 2 tablets of . 325
mg, and 1 tablet of Stimulant LX 8, mg.
Review of the medication record for Resident #6
revealed no documentation of physician orders
for crushing these medications.

On at 4:30 p.m., Staff D was observed
to prepare medications for Resident #11. Staff D
crushed 1 tablet of . 250 mg DR
{delayed release). (Delayed release tablets
shoutd generally not be crushed. Crushing the
tablet destroys the special coating that is
designed fo release the medication gradually over
time or in a specific partof the tract.)
Review of the medication record for Resident #11
revealed no documentation of physxcxan orders
for crushing the DR.

On at 1:30 p.m,, the Health and
Woellness Director said there were no physician
orders permitting staff to crush the medications
ARCA Form 3020-0001
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for Resident #6 including .o

. , and Stimulant LX. The Health
and Wefliness Director said there were no
physician orders permitting staff to crush the
DR for Resident #11,

Class It

A084 59A-36.011(6) FAC 429.52(6), FS Training - A0B4
88=D Assis Self-Admin Meds & Med Mgmt

59A-36.011

{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unlicensed
persons who will be providing assistance with the
self-administration of medications as described in
rule 58A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.8.,
prior to assuming this responsibility. Courses
provided in fulfiment of this requirement must
meet the following criteria;

{a) Training must cover state law and rule
requirements with respect o the supervision,
assistance, administration, and management of
medications in assisted living facilities;
procedures and techniques for assisting the
resident with self-adminisiration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques,

AFICA Form 3020-0001
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including techniques for control, and

ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse of licensed pharmacist who shall issue a
training certificate to a frainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.8., and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, | dosage
forms, and | R R and

dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
“as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication;

g. Recognize the general signs of adverse
reactions to medications and report such
reactions;

h. Assist residents with syringes that are
prefilled with the proper dosage by a pharmacist
and . that are prefilled by the
manufacturer by taking the medication, in its
previously dispensed, properly labefed container,
from where it is stored, and bringing it to the
resident for self-injection;

i. Assist with N

AFICA Form 3020-0001
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jUsea to perform
testing;

k. Assist residents with

and continuous positive airway pressure (CPAP)
devices, excluding the titration of the

ievels;

1. Apply and remove stockings and
hosiery;

m. Placement and removal of , bags,
excluding the removal ofthe |, or
manipulation of the site; and,

n. Measurement of . R rate,
temperature, and | , rate,

{c) Unlicensed persons, as defined in section
429.256(1){b), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 8 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided ontine.

{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
setf-administration of medication and have
successfully completed 4 hours of assistance
with seff-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

429.52

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training

AFICA Form 3020-0001
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provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
faited to ensure 1 (staff B) out of 3 staff reviewed
had the required training and continuing
education for assisting with self administration of
medications.

The findings included:

Record review showed Staff B, was hired on

as a Medication Technician {MT} . Record
review showed that staff B completed the initial 6
hours medication training on . Further
review found no evidence of 2 hours of continuing
education in assisting with self administration of
medication for staff B. Staffing schedule reviewed
showed that staff B worked as a Medication
Technician in the facility's memory unit up to

On at 9:20 a.m., During an inferview the
Director of Health and Weliness director (DHW)
confirmed that staff B did not have the required
training and worked as a Medication Technician
upto and assisted residents with self
administration of their medications. The DHW
said she has been working at the facility since

. and she was not aware that she
needed to check staffs credentials before they
started working as MT's in the facility.

During an interview, The Senior Office Manager
confirmed on at 1:40 p.m.. the DHW
AHCA Form 3020-0001
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was responsible for checking the MT credentials.

During an interview the Administrator confirmed
on at 2:30 p.m. that staff B did not have
the 2 hours of continuing education for assisting
with self administration of medications and
worked as an MT as of

Class It

A093 59A-36.012(2) FAC Food Service - Dietary A093
$8=D 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,
2020-2025, which are incorporated by reference
and available for review at:

hitp/Avww firules.org/Gateway/reference.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, 2019, which are
incorporated by reference and available for
review at:
https://ods.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 physical abilities of the
residents, and must be prepared through the use
of standardized recipes. For facilities with a
licensed capacity of 16 or fewer residents,
standardized recipes are not required. Unless a
resident chooses to eat less, the facility must

AFICA Form 3020-0001
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serve the standard minimum portions of food
according fo the Dietary Reference Intakes.

{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
ticensed or registered dietitian, a licensed
nultritionist, or a registered dietetic technician
supervised by a licensed or registered dietitian, or
a ficensed 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 license 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 to accommodate resident needs
and preferences.

2. Menu items may be substituted with items of
comparable nutritional value 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
to 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 heaith 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
decument what is eaten unless a health care
provider's order indicates that such monitoring is
necessary. However, the food items that enable
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residents to comply with the therapeutic diet must
be identified on the menus developed for use in
the facility.
2. The facility must document a resident’s refusat
to corply with a therapeutic diet and provide
notification fo 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 less than 2
hours nor more than 6 hours between the end of
one meal and the beginning of the next. For
residents without access to kitchen facilities,
snhacks must be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food must be served attractively at safe and
palatable temperatures. Al 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 afl imes. 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
also be stored, or the facility must have a plan for
obtaining water in an emergency, with the plan
coordinated with and reviewed by the Jocal
disaster preparedness authority.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
ARCA Form 3020-0001
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failed to ensure a 3 day supply of nonperishable
food, based on the number of weekly meals the
facility has with residents to serve,
was on at alf times.

The findings included:

Observation on at 9:00 a.m. with the
facility's Director of Culinary Services (DCS)
showed that there was no emergency food supply
in the facility. On at 9:02 a.m. the DCS
said he used all the facility's emergency food
supply and had nothing on at the time of
survey. He said he was planning to place an
order and have emergency food supply delivered
by Monday.

Facility's census at time of survey was 85
residents. Regulatory requirement is: 1530 oz of
protein, 2040 oz of canned fruit, 3060 oz of
canned vegetables, 1530 servings of
breads/starches, 4080 oz of mitk.

None was observed in the emergency food
supply area.

On at 1:00 pm., during an interview the
Administrator confirmed there was no emergency
food supply on the premises.

Class Iif

AN277 59A-36.022(2) FAC LNS - Resident Care AN277
$8=D Standards

{2) RESIDENT CARE STANDARDS.

{a) A resident receiving fimited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
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specified in Rule 59A-36.008, F.A.C.

{b) In accordance with Rule 59A-36.010, FAC.,
the facility must employ sufficient and qualified
staff to meet the needs of residents requiring
fimited nursing services based on the number of
such residents and the type of nursing service to
be provided.

{c) Limited nursing services may only be provided
as authorized by a health care practitioner's
order, a copy of which must be maintained in the
resident's file.

{d) Faciities licensed to provide limited nursing
services must employ or contract with a nurse(s)
who must be available to provide such services
as needed by residents. The facility's employed
or nurse must coordinate with third
party nursing services providers to ensure
resident care is provided in a safe and consistent
manner. The facility must maintain
documentation of the qualifications of nurses
providing limited nursing services in the facility's
personnel files.

{e) The facifity must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview , the
facility failed to ensure that LNS (Limited Nursing
Services) were conducted and supervised in
accordance with prevailing standards of practice
to prevent double billing for 1 (Resident #7) of 3
residents reviewed for LNS.

The findings included:

Limited Nursing Service - GP186. Policy Date

. Policy: "The community will provide and/or
assist with nursing services for residents per
ARCA Form 3020-0001
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Florida state regulations. Procedure: 6. -
Facilities licensed to provide LNS must employ or
contract with a nurse(s) who must be available to
provide such services as needed by residents.
The facility's employed or nurse must
coordinate with third party nursing services
providers to ensure resident care is being
provided in a safe and consistent manner.

7. The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F. 8. and the prevailing standard of
practice in the nursing community.

Review of Resident #7's contract agreement with
the facility dated , page 7, #8b revealed
Resident #7 would be charged a monthly
recurring $500.00 fee for LNS received from the
facility.

Review of the Telephone Order by the APRN
{Advanced Practice Registered Nurse) revealed
an order to start LNS for , care on

On at 10:30 a.m,, during an interview
LPN (Licensed Practical Nurse) Staff C said she
provides skilled nursing services for
and skin care to Resident #7. She said she
contacts the APRN for new orders if there is an
issue with the care and maintenance of the

. or the skin around it. She said the
APRN tells her to call the Home Health Agency
nurse who also provides skilled nursing setvices
to Resident #7 for care of the , orthe
skin around it.

On at 12:30 p.m., Resident #7 was in
the apartment with the _ and the
abdomen open to air. Resident #7 was not
ARCA Form 3020-0001
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wearing a , bag over the . She
said the , and the skin were painfui

earlier today and Staff C helped her. She said
she is feaving the skin open to air due to the
irritation and redness. She said she had had the

, for a long time and was admitted to the
facility with the .. She said over the last
5 years several staff have been involved in the
care and maintenance of the "
On at 10:49 a.m. during an interview,
the Health and Wellness Director said she called
the Home Health Agency Nurse to visit Resident
#7 foday fo check the skin around the
She said the facility charges the resident $750 a
month for LNS for care and maintenance of the

L. The HWD said the Home Health
Agency also charges Resident #7 for nursing
services associated with the .. The
HWD said she is not sure why Resident #7 is
being billed by the facility and the Home Health
Company for the same nursing services for

, care.

On at 11:09 a.m,, during an interview,
the Home Heaith Company Nurse said the Health
and Weliness Director called her today to see
Resident #7's .. She said she submits
paperwork to the Home Health Company for
bitling whenever she visits Resident #7 for

, care. The Home Health Nurse said
she calls the APRN for any new orders if there is
a problem.

On at 2:30 p.m., during an interview, the
Business Office Manager (BOM) provided 7
months of facility billing statements for Resident
#7. Review of the billing statements revealed the
facility was charging Resident #7 $750.00 per
month for LNS. The BOM provided 6 months of
ARCA Form 3020-0001
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billing statements she had obtained from the
Home Health Company. The Home Health
Company was also charging Resident #7 for
nursing services every month.

Review of Resident #7's invoices from the facility
for the past 7 months revealed a recurring charge
of $750.00 for . - f

and e forLNS.)

Review of Resident #7's invoices from the Home
Heaith Company for the previous 6 months
revealed skilled nursing charges from

through for $1400.01; from

through skilled nursing charges were
$401.00; from through skilled
nursing charges were $1200.01; from

through skilled nursing charges were
$1400.01; from through skilled
nursing charges were $1400.01; from

through skilled nursing charges were
$1000.01.

On at 5:10 p.m., during an interview, the

Administrator said she had not realized Resident
#7 was being billed by both the facility and the
Home Health Company for the same skilled
nursing services for the , care,

Class It

AFICA Form 3020-0001
STATE FORM a0 B2RY11 ¥ continuation sheet 19 of 19



Agency for Health Care Administration

PRINTED: 12/09/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

AL11969236

{X2) MULTIPLE CONSTRUCTION
A BUILDING|

B.WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE

6870 ALISTER WAY
FORT MYERS, FL. 33912

DISCOVERY COMMONS CYPRESS POINT

{X3) DATE SURVEY
COMPLETED

11/20/2025

(X4) 1D
PREFIX
e

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

D
PREFIX
TAG

{X5)
COMPLETE
DATE

77814

435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background. Screening
Clearinghouse.-

(2)(b) Until such time as the  _ |

enrolied in the national retained print

notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective Lo , or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject o screening
or a qualified entity participating in the
clearinghouse must register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse,

1. Before . , Initial status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

are

Zz814
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a person with a current or
potential affiiation with a qualified entity for
electronic | submission to the
Department of Law Enforcement. The registration
must inciude the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individuat
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to ensure 3 (Administrator, Limited
Nursing Services Supervisor, and Director of
Heaith and Wellness) of 4 staff records
reviewed, had Level 2 Background screening
employment status updated within § business
days on the Agency's Background Screening
Clearinghouse website pursuant to chapter 435.
This has the potential for staff with disqualifying
offenses to have access to adufts,

The findings included:

1. Record review showed the facility's
Administrator was hired . Review of the
Agency's background screening clearing house
employee roster revealed the Administrator was
not included on the facility's clearing house roster.

2. Record review showed, the facility's Limited
Nursing Services Supervisor (LNSS) was hired
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. Review of the Agency's backgrounds
screening clearing house employee roster
revealed LNSS was not included on the clearing
house roster.

3. Record review showed the facility's Director of
Health and Wellness (DHW) was hired on
and added on the facifity's clearing house roster

on . Not within the 5 business days as
required.
On at 12:00 p.m., during an interview

with the facility's Business Office Manager (BOM)
acknowledged the Administrator and LNSS were
not added on the facility's background screening
clearing house roster and the DHW was added
tate. The BOM said i was an oversight on her
end and. The Administrator was present at the
time of the interview, and acknowledged that
herself and the LNSS were not included on the
facility's background screening clearing house
roster and the DHW was added late.

Unclassified.

272815 408.809(1)}( ) 435.02(2); 435.06 FS 72815
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

{a) The licensee, if an individual.

{b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of

AFICA Form 3020-0001
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the provider.

{c) The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

{d) Any person who is a controlling interest.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, . with a licensee
or provider whose responsibilities require him or
her {o provide personal care or personal services
directly to clients, or . with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor’s
employer or the licensee.

YA must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s. 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4} In addition to the offenses listed in s. 435.04,
all persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardiess of adjudication, or entered a plea of
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nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, i the offense was a felony.

{c) Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
listed in this subsection.

{g) Section 784.03, relating to battery, if the victim
isa adult as defined in 5. 415,102 or a
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

{h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

{1) Section 817.234, relating to faise and
fraudulent insurance claims.

{j) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k) Section 817.50, refating to fraudutently
obtaining goods or services from a health care
provider.

{1) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal identification information.

{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{0) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

{p) Section 831.01, relating to forgery.

{q) Section 831.02, relating to uttering forged
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instruments,

{r) Section 831.07, relating to forging bank biils,
checks, drafts, or promissory notes.

{s) Section 831.09, refating to uttering forged
bank bills, checks, drafts, or promissory notes.
{t) Section 831.30, refating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlied substance, if the offense
was a felony.

{v) Section 895.03, relating to racketeering and
collection of unlawful debts.

{w) Section 896.101, relating to the Florida Money

Laundering Act.
If, upon rescreening, a person who is currently
employed or with a licensee and was

screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties until the
licensing agency renders a decision on the
application for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

{5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
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The agency shall establish a schedule of fees to
cover the costs of screening.

{6)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Doss not have an active professional license
or certification from the Department of Heatth; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ficense or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
licensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining | pursuantto s,
943.05(2).

{8) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
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agency.

435.08 Exclusion from employment.-

{1) If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee fo contest his or her
disqualification or fo request exemption from
disqualification. The only basis for contesting the
di ification is proof of mi identity.
{2)(a) An employer may not hire, select, or
otherwise allow an empioyee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. if the screening process shows any
grounds for the denial or fermination of
employment, the employer may not hire, select,
or atherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.
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{c) The employer must terminate the employment
of any of its personnet found fo be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
uniess the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons unti the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or who was , regardiess of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
taw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 1{Limited nursing services
supervisor) of 4 staff reviewed had an eligible
Level 2 background screening pursuant chapter
435. This has the potential for staff with
disqualifying offenses to have access o

adults,

The findings included:

Record review showed the facility’s Limited
Nursing Services Supervisor (LNSS) signed a
contract with the facility on and
conducted resident assessments on

Review of the Agency for Healthcare of
Administration Background Screening website
showed that the LNSS did not have an eligible
background screening in the Agency's
background screening website. Under her name
the following wording was found: "A new
screening required.” Prints expired on

On at 11:15 a.m., during an interview the
Business Office Manager confirmed the LNSS did
not have an eligible background screening and
she was not aware she needed to have that
information for her.

On at 2:30 p.m. during an interview the

Administrator acknowledged that LNSS did not
have an eligible Level Il background screening.

Unclassified
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