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Initiat Coraments

An unannounced re-licensure and complaint
investigation (complaint numbers 2025003803
and 2025008461) survey were conducted at Qur
Home at Beacon Hilt in Port St. Joe, FL on August
12-13, 2025. Additionally, a Generator Monitoring
assessment was performed in conjunction with
the re-licensure survey. The provider had
deficiencies at the time of the visit.

408.809(1)(3-8); 435.02(2); 435.06 FS
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 scresning 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
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 confrolling 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 fo, provide
personal care or services directly to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with a ficensee
or provider whose responsibilities require him or
her fo provide personal care or personal services
directly to clients, or contracting with a licensee or

22000

22815

provider to work 20 hours a week or more who
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will have access to client funds, personal
property, ot living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

{3) All fingerprints must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in 8. 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 5. 435.04,
all persons required to undergo background
soreening pursuant to this part or authorizing
statutes must not have an arrest awaiting final
disposition for, must not have been found guilty
of, regardiess of adjudication, or entered a plea of
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, if the offense was a felony.

{c) Section 408.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating o 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 fo battery, if the victim
is a vuinerable adult as defined in 5. 415.102 cra
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patient or resident of a factlity licensed under

chapter 385, 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 false and

fraudulent insurance claims.

{i) Section 817,481, refating 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, relating to fraudulently

obtaining goods or services from a health care

provider,

{1) Section 817.5085, refating fo patient brokering.

{m) Section 817.668, relating to criminal use of

personal identification information.

{n) Section 817.60, relating fo 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 fo uttering forged

instruments.

{r) Section 831.07, relating to forging bank bills,

checks, drafts, or promissory notes,

{s) Section 831.09, relating to uttering forged

pank bills, checks, drafts, or promissory notes.

{t) Section 831.30, relating to fraud in obtaining

medicinal drugs.

{u) Section 831.31, relating fo the sale,
facture, delivery, or ion with the

intent to seli, manufacture, or defiver any

counterfeit controlled substance, if the offense

was a felony,

{v) Section 8§95.03, relating to racketeering and

colfection of untawful debts.

{w) Section 896,101, relating to the Flotida Money

Laundering Act.

If, upon rescreening, a person who is currently
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employed or contracted with a licensee and was
screened and qualified under s. 43504 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 untit 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 fo 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).
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. Does not have an active professionat license
or certification from the Department of Heaith; or
2. Has an active professionat license or
certification from the Department of Health but is
not providing a service within the scope of that
license 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
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received a professional license or certification
from the Departrment of Health or a regulatory
poard within that department and that person is
providing a service within the scope of his or her
ficensed 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 fingerprints pursuant to 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 438 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
agency.

435,06 Exclusion from employment.~

(1) if an employer or agency has reasonable
cause to befieve 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 to contest his or her
di ification or to request fon from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any vulnerable person that would place the
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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 termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any vulnerable person that would place the
employee in a role that requires background
screening unless the employes is granted an
exemption for the disqualification by the agency
as provided under s, 435,07,

(0) If an employer becomes aware that an
employee has been arrested for a disqualifying
offense, the employer must remove the employee
from contact with any vuinerable person that
places the employee in a role that requires
packground screening untif the arrest is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disquatification 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 fraining and orientation purposes.
However, the employee may not have direct
contact with vulnerable persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.
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{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including fingerprints 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 empioyer that,
upon notice of a conviction or arrest for a
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or who was arrested, regardless 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

law to be screened pursuant to this chapter,

including, but not limited to, persons who are
or

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the
Assisted Living Facility (ALF) failed to ensure 1 of
5 current employees {Employee C) had a current
background screening.

The findings include:

On 8/13/25, a review of Employee C's
{Maintenance Director) personnel file was
performed. The file revealed he was hired on
5/6/24. His duties include accessing resident
rooms where personal property is kept. It was
found that a current background screening was
not present.

On 8/13/25 at approximately 4:30 PM, an
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interview was conducted with the ALF's
Administrator. She confirmed she was unable to
{ocate a background screening for the employee.
Unclassified
AQ00 Initiai Comments A0CCD
An fi
investigation {complaint numbers 20256003803
and 2025008461) survey were conducted at Qur
Home at Beacon Hill in Port $t. Joe, FL on August
12-13, 2025. Additionally, a Generator Monitoring
assessment was performed in conjunction with
the re-licensure survey. The provider had
deficiencies at the time of the visit.
A030, 59A-36.007(5) FAC; 429.28(1-2) FS 429.27 A030
88=D| Resident Care - Rights & Facility Procedures
59A-36.007
{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{@) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.008, F.AC.

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

{c) The telephone number for lodging complaints
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against a facility or facility staff must be posted in
full view in a common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1{888)831-0404; Disability Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{B88)419-3456, and the statewide toli-free
telephone number of the Florida Abuse Hotline,
1{800)86-ABUSE or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regardin
1. Resident responsibifitie:
2. Alcohol and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident abuse, neglect, and
exploitation;

6. Administrative and housekeeping schedules
and requirements;

7. infection control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicai restraints.

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

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

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by faw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from abuse and neglect.

{h) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demenstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
recelving and sending unopened
correspondence, access o a telephone, and
visiting with any person of his or her choice, at
any time between the hours of @ am. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
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caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
, and i ion within the
{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident’s
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in 5. 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions. No
refigious beliefs or practices, nor any atlendance
at religious services, shall be imposed upon any
resident.
{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term “adequate and appropriate
health care” means the management of
icati i in making i

for health care services, the provision of or
arrangement of transportation to health care
appointments, and the performance of health
care services in accordance with s. 429.255
which are consistent with established and

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

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

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

429.27 Property and personal affairs of
residents.-

{1)(a) A resident shal be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unfess the resident is adjudicated
incompetent or incapacitated under state law,
managing his or her own affairs,

{b) The admission of a resident to a facifity and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority fo manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.
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This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review it was determined that the Assisted Living
Facility {ALF) failed to ensure resident rights to
five in 2 safe and decent environment for 1 of 9
sampled residents. (Resident #8)

The findings include:

On 8/12/25 at approximately 10:00 AM, an
interview was conducted with the ALF’s
Administrator, She confirmed the facility had been
undergoing treatments for bedbugs over the "last
several months". She provided documentation of
the freatments starting in March 2025 with pest
control services visits and locations of treated
areas.

On 8/12/25 at approximately 12:03 PM, an
interview was conducted via phone with the ALF's
confracted pest control service technician. She
confirmed bedbug treatments had been
performed at the facility starting on 5/15/25 in
several rooms. The service technician indicated
that room 105, where Resident #8 resides, had to
be treated twice and that room 105 was "ground
zero" for the infestation. She indicated her last
visit was on 8/4/25.

On 8/12/25 at approximately 1:20 PM, a phone
interview was conducted with the Gulf County
Health Department inspector, and she confirmed
the county had been aware of the infestation
since 3/27/25 and had provided guidance related
to the strategies to mitigate the bedbugs.

On 8/12/25 at approximately 1:45 PM, Resident
#8 was observed in room 105. An interview with

the resident was attempied at this fime, howsver
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he appeared cognitively impaired and was unable
to answer any guestions. The room was noted to
have 6 bedbug-like insects (1 on the bed covers,
4 on the wall and 1 on the baseboards). A second
call was made at this time with the pest control
service technician, and the findings were
discussed. The service technician indicated it can
take up to 2 weeks for the bugs to ail die from the
treatment. At 2:15 PM, the Administrator indicated
the ALF could not move the resident to another
room during the 2 weeks because they did not
have an empty room fo accommodate that.
{photographic evidence obtained)

Throughout the 2-day survey, Resident #8 was
observed walking in and out of his room and
throughout the first floor of the ALF.

Class il

A 093 59A-36.012(2) FAC Food Service - Dietary A093
$8=F | 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:/iwww 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
Nationaf Academies, 2018, which are
incorporated by reference and available for
review at:
hitps:/fods.od.nib.gov/Healthinformation/Dietary
Reference_lntakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
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possible.
{b) The residents’ nutritionat 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
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 to the Dietary Reference Intakes.
{c) All regular and therapeutic menus to be used
by the facility must be reviewed annually by a
licensed or registered dietitian, a licensed

tionist, or a regi: dietetic ici
supervised by a licensed or registered diefitian, 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 o 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 vatue 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
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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
the facility.

2. The facility must document a resident's refusal
o 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 moming meal.
Intervals between meals must be evenly
distributed throughout the day with not fess 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,
snacks must be offered at least once per day,
Snacks are not considered to be meals for the
purposes of calculating the time 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 alt residents,
including adaptive equipment if needed by any
resident, must be on hand.

{h) A 3-day supply of nonperishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, must be on
hand at all times. The guantity must be based on
the resident census and not on licensed capacity.
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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 observation, interview and record
review it was determined that the Assisted Living
Facility (ALF) failed to ensure a 3-day supply of
water sufficient for drinking and food preparation.

Findings include:

On 8/13/25 at approximately 11:30 AM, a review
of the ALF's emergency food and water supplies
was conducted. The Maintenance Manager
pointed out 2 large empty tanks that he would fill
with water and add a chemical to them to ensure
they coufd be used for drinking water. However,
the maintenance manager could not recall the
name of the chemical or locate the chemical
within the ALF.

On 8/13/25 at approximately 12:20 PM, a phone
interview was conducted with the ALF’s

company ive, He
indicated he was not aware that the tanks were
empty, and the tanks should be kept full. He also
confirmed they were ordering the additive
chemical,

Areview of ALF's Comprehensive Emergency
Management Plan (CEMP) dated 1/1/24,
revealed that the facility would "always maintain a
three (3) day supply of all essential suppties,
including food, water and other necessities to
ensure the heaith and well-being of residents
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during an emergency.” {copy obtained)

Class il
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