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22814 435.12(2)(b-d), FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
enrolled 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 . . 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 nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust 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
inftial status or after a change in the person 's
status has been made.
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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 parson with & current or
potential affiliation with a qualified entity for
electronic | submission to the

of Law . The
must include 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 & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's background
screening clearinghouse and interview, the facility
failed to report the initial eraployment status within
5 business days for 1 of 2 sampled staff (Health
and Weliness Director).

Findings:

On at 9:32 AM during the entrance
conference, the Health and Weliness Director
stated she's fairly new and just started a few
months ago.

Review of the facility's Background Screening
Clearinghouse on at 10:50 AM revealed
the Health and Wellness Director was not listed
as an employee.

On at 10:56 AM, the Administrator
stated the Health and Wellness Director bas been
employed for about 3 months and would check
AHCA Form 3020-0001
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their employee roster,

On at 11:40 AM, the Administrator
confirmed the Health and Weliness Director was
niot listed on their employee roster but added her
today.

{photographic evidence obtained)

Unclassified

Initiai Comments

A revisit to complaint #2025012462 and generator
monitoring were conducted on at
Brookdale Lake Orienta, Altamonte Springs.
There were deficiencies found at the time of the
visit.

429.26( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a icensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in 8. 429.07. The
information from the medical examination must
be recorded on the practitioner's form or on a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
1o or continued residency in the facility. The
medical examination form may only be used to

22814
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record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission to, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident’s admission to or
continued residency in the facility. The medical
examination form, reflecting the resident’s
condition on the date the examination is
performed, becomes a permanent part of the
facility's record of the resident and rust be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfils the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

(6} Any resident accepted in a facility and placed
by the Department of Chitdren and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mentat
health resident, the Department of Children and
Families must provide documentation that the
indivi has been by a psychiatrist,
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionas, and
determined to be appropriate to reside in an

AHCA Form 3020-0001
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assisted fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this fon related to f for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission fo the facility. The Department of
Children and Families shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shall explain to the facility operator any speciat
needs of the resident and advise the operator
whom fo call should problems arise, The
Department of Children and Famities shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
. require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph (a} or (b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

AHCA Form 3020-0001
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activities of daily living,

3. Any nursing or , . setvices required by the
individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of ,

. , or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted fiving facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the exarnination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , , which is
incorporated by reference and available onfine at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. if the health care practitioner's form does not
include alt the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the heatth care practitioner, The
missing or omitted information must be obtained
and documented in the resident's record within 30
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days after the resident's admission to the facility.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded:
on AHCA Form 1823 described in paragraph (b},
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Bervices (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.8. and this rule.

{e) Any orders issued by the health care
practitioner conducting the medical examination
for medications, nursing services, treatments,

. .. or therapeutic diets, may be attached to
the health assessment. A health care practitioner
may attach a DH Form 1896, Florida

Form, for residents who do not
wish . . tobe
administered in the case of or .
{f) A resident placed in a facility on & temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept

AHCA Form 3020-0001
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such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a health assessment form (1823)
was complete for 1 of 2 sampled residents (#8).

Findings:

Review of resident #8's 1823 health
assessment fisted the medical codes for his
medical history and diagnosis. There was no
information fisted for his physical or sensory
limitations.

There was no documentation to indicate the
facility contacted a health care provider to obtain
the missing information or his diagnosis.

On at 11:57 AM, the Health and
Wellness Director stated she does not have an
updated 1823 for resident #8. She stated she
reached out to his doctor but have not received
an updated form.

On at 1:45 PM, the Administrator,
Health and Wellness Director and Memory Care
Coordinator confirmed the findings.

{photographic evidence oblained)

Class il

A 056 59A-36.008(7) FAC Medication - Labeling and A 056
$8=D | Orders
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{7) MEDICATION LABELING AND ORDERS.

{a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration unless they
are properly labeled and dispensed in
accordance with Chapters 465 and 498, F.8., and
Rule 64816-28.108, £ .A.C. If a customized
patient medication package is prepared for a
resident, and separated into individual medicinal
drug containers, then the following information
must be recorded on each individuat container:

1. The resident's name; and,

2. The identification of each medicinal drug in the
container.

{b) Except with respect to the use of pilt
organizers as described in subsection {2}, no
individual other than a pharmacist may transfer
medications from one storage container to
another.

{c) If the directions for use are "as needed" or "as
directed,” the health care provider must be
contacted and requested to provide revised
instructions. For an "as needed" prescription, the
circumstances under which it would be
appropriate for the resident to request the
medication and any limitations must be specified;
for example, "as needed for |, not to exceed 4
tablets per day.” The revised instructions,
including the date they were obtained from the
health care provider and the signature of the staff
who obtained them, must be noted in the
medication record, or a revised label must be
obtained from the pharmacist.

{d) Any change in directions for use of a
medication that the facility is administering or
providing assistance with seff-administration must
be accompanied by a written, faxes, or electronic
copy of a medication order issued and signed by
the resident's health care provider. The new

AHCA Form 3020-0001
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directions must promptly be recorded in the
resident's medication observation record. The
facility may then obtain a revised label from the
pharmacist or place an "atert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.

{e) A nurse may take a medication order by
telephone. Such order must be promptly
documented in the resident's medication
observation record. The facility must obtain a
written medication order from the health care
provider within 10 working days. A faxed or
electronic copy of a signed order is acceptable.
{f) The facility must make every reasonable effort
o ensure that prescriptions for residents who
receive assistance with self-administration of
medication or medication administration are filled
or refilled in a timely manner.

{g) Pursuant to Section 465.0276(5), F.S., and
Rule 61N-1.006, F.A.C., sample or
complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer's packaging,
which must include the practitioner’s name, the
resident's name for whom they were dispensed,
and the date they were dispensed. If the sample
or complimentary prescription drugs are not
dispensed in the manufacturer's labeled package,
they must be kept in a container that bears a
{abel.containing the following:

Practitioner's name,

Resident's name,

Date dispensed,

Name and strength of the drug,

Directions for use; and,

Expiration date,

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary

Do W

AHCA Form 3020-0001
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prescription drug, the resident's health care
provider must provide the resident with a written
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure medications were refilied
in a timely manner to ensure doses were not
missed for 1 of 2 sampled residents who required

with seif inistration of
(#8).
Findings:
Review of resident #8's 1823 heaith

assessment revealed he required assistance with
self-administration of medications.

During an interview with the resident on

at 10:12 AM, he stated sometimes the staff
wakes him up early for his meds and sometimes
they don't, Further stating, he's not sure if he's
getting all of them.

On at 10:36 AM, Unlicensed Caregiver
B stated resident #8 hasn't been here that long.
Caregiver B explained he doesn't take a lot of
medications, but we give them to him. Adding, he
we make sure he gets all of them.

Review of his Medication

Observation Record (MORs) revealed .
tablet delayed 5 mg, give 2 tablet by

one time a day for management scheduled

at7 AMon - revealed code "20"
icati not i macy

action.
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MORs revealed
tablet delayed 5 mg, give 2 tablet
by one time a day for management
scheduled at 7 AM indicated on - .

- - +and

Review of his

- revealed code "20"
medicatic not avall
action.

A facility note on at 6:47 AM read,

tablet delayed 5 mg, give 2 tablet
by one time a day for management
not on cart,

A facility note on at 6:10 AM read,

tablet delayed 5 mg, give 2 tablet
by one time a day for management
note on cart.

A facility note on at 6:36 AM read,

. tablet delayed 5 mg, give 2 tablet
by one time a day for management
waiting delivery.

A facility note on at 6:42 AM read,

tablet delayed 5 mg, give 2 tablet
by one time a day for management
waifing delivery.

MORs revealed
tablet delayed 5 mg, give 2 tablet
by one time a day for management
scheduled at 7 AM indicated on the
medication was administered. On - '

Review of his

and - , revealed code "20"
icati not i macy
action.
Review of his MORs revealed
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tablet delayed 5 mg, give 2 tablet
by one time a day for managerment
scheduled at 7 AM indicatedon  , ., -
/ ,and

revealed code "20" medicationftreatment not
available/pharmacy action.

A facility note on at 12:07 PM read,
contacted VA (Veteran Affairs} to request
medications refills for the resident. Required
information was provided and refill request was
submitted.

On at 11:50 AM, the Memory Care
Coordinator stated she spoke on the phone with
the VA pharmacy rep regarding resident #8 refills
but unable to clarify which medications were

She ined that the VA pl is
siow with refills and resident #&'s friend is the
middie person who picks up the medications and
brings them to the facility. Adding, resident #8 (a
memary care resident) makes his own decision
and she does not believe he has power of

attorney.
On at 1:15 PM, the Administrator stated
the facility is required to refill the residents’
ication per the icati and
policy.

Review of the facility Medications &

- ilability policy states i
ordered by a physician/healthcare provider will be
available to the resident for administration or

with in ion. The i
Health and Wellness Director {(HWD)/
nurse/designee is responsible for obtaining newly
ordered medications or refills for medications and
treatment orders. In the event the resident or
legally responsible party have signed the
AHCA Form 3020-0001
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Pharmacy Services Agreement stating that they
will have the responsibility for obtaining new
ordered icati or dering icati
and the medication are not delivered within two
days prior to the depletion of the medication
stock, the community nurse will do the following:
order or re-order the medications with the
‘preferred pharmacy provider' so no interruption
of icati inistration or assi takes
place.

The Memory Care Coordinator was unable to
provide any further documentation indicating any
other atterapts were made prior to to
obtain refills for the . . Further review
revealed the medication was not a part of the
residents’ VA pharmacy med list.

On at 1:45 PM, the Administrator,
Health and Wellness Director and Memory Care
Coordinator confirmed the findings.

{photographic evidence obtained)
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