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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.

AHCA Form 3020-0001
LABORATORY DIRECTOR'S OR PRO! IER F TITLE X6} DATE

STATE FORM =3 2vvatt i continuation sheet 1 of 28



PRINTED: 01/12/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969897 e — 12129/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2636 DAYBREEZE CT
0.5.J. FAMILY PLACE ASSISTED LIVING FACILITY
ORLANDO, FL. 32839
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
22814 Continued From page 1 22814

{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 Background Screening
Clearinghouse {BGS) employee roster and
interview, the facility failed to update staff's
employment or terminated status for 4 of 6
sampled staff (B, C, D, E) on the employee roster
within 5 business days as required,

Findings:

On at 9:36 AM, a review of the
Background Screening Clearinghouse website for
the facility's BGS employee roster which indicated
the following below:

1. Areview of the personnel record for Caregiver
B's revealed date of hire {3 years ago).
The BGS employee roster documented as stifl
actively working at this facility.

2. A review of the personnel record for Caregiver
C's revealed date of hire (3 years ago).
AHCA Form 3020-0001
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The BGS employee roster documented as still
actively working at this facifity.

3. Areview of the personnel record for Registered
Nurse (RN) D's revealed date of hire

(last year). The Administrator said that the murse
had not worked at the facility since last year and
only worked specifically for a previous Hospice

resident that | .. The BGS employee
roster documented as stilt actively working at this
facility.

4, Areview of the personnel record for Caregiver
E's revealed date of hire (2 years ago).
Caregiver £ had a duplicate entry on the BGS
employee roster with the first entry listed
termination date on the same day and
second entry documented still actively working at
this facility.

On at 3:30 PM, an interview with the
Administrator confirmed the findings for all four
employees identified above no longer work at her
facility for about 2 to 3 years now. The
Administrator further stated that she could not fog
on to the AHCA BGS employee roster to update.

{Photographic Evidence Obtained)

Unclassified

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11969897 B.WING 12i29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
2636 DAYBREEZE CT
0.5.J. FAMILY PLACE ASSISTED LIVING FACILITY
ORLANDO, 1. 32839
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
22814 Continued From page 2 22814

AHCA Form 3020-0001
STATE FORM

Ll 2vva

i coninuastion sheet 3 of 29



PRINTED: 01/12/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969897 e — 12129/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2636 DAYBREEZE CT
0.5.J. FAMILY PLACE ASSISTED LIVING FACILITY
ORLANDO, FL. 32839
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
22875 Continued From page 3 22875
27875 430.5025(4 & ) / B 77878
88D | Training

{4) Employees of covered providers must
complete the following training for ‘s
and related forms of
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have 's
or related forms of
{b) Within 30 days after beginning employment
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available onfine at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of . how to identify the
signs and symptoms of . and skills for
communicating and interacting with persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
cevered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee'’s completion of the training
program and, upon written request of the
empioyee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment

AHCA Form 3020-0001
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for a home health agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}, The
additional training must include, but is not limited
to, behavior management, promoting the person *
s independence in activities of daily living, and
skills in working with families and caregivers,
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult famity-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
1o the training required in paragraphs (a) and {b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
(e} For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated fo provide,
specialized care for persons with ‘s

or related forms of , in addition
1o the training specified in paragraphs (a} and {b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of
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. the stages of 's s
communication strategies, medical information,
and stress management.

3. Thereafter, each employee who provides
personal care must participate in af least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic leaming .- Forthis
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or ~on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learming .. chosen by the
facifity administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.

{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employes, if applicable, must be provided to
the covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
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400.980(5) before providing, assigning, or
referting an employee to a covered provider.

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

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

{9) Each person employed, ,or
referred to provide services before |,

must complete the training required in this secnon
before . Proof of completion of
equivalent fraining. completed before |,

shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may corplete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that 2 of 2 sampled
staff (A and Administrator) completed the new
one-hour video training on interacting with
persons who have

and related forms of with
understanding the basics of and
identifying the signs and symptoms provided by
the Department of Elder Affairs (DOEA) as
required within 30 days of employment,

Findings:
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1. Areview of Caregiver A's personnel record
revealed date of hire . There was no
documented evidence of the new one-hour
training in and ‘s

completed by the department for an employee
interacting and caring for residents with
and/or

2. Areview of the Administrator’s personnel

record revealed date of hire - There
was no documented evidence of the new
one-hour fraining in and 's

completed by the department for an
employee interacting and caring for residents with
and/for

On at4:40 PM, an interview with the
Adrministrator confirmed the findings and further
seid that she was not aware of the new

requirement and will complete this new training.

Class il
A000, Inttial Comments A000
A re-li survey and a
was conducted at Q.8.4 Family Place Assisted
Living Facility Inc. on . The facility had

deficiencies at the time of the survey.

A010 420.26( ) FS; 59A-36.006(4) FAC Admissions - Agto
§8=D| Continued Residency

429.26 Appropriateness of placements;

examinations of residents.-

{1) The owner or administrator of a facility is

responsible for determining the appropriateness

of admission of an individual to the facility and for
ining the i appropri of

AHCA Form 3020-0001
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residence of an individual in the facility, A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations.
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this pari. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.

{b} A facifity may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facifity and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who Is receiving
hospice services as provided in paragraph (¢}, 3
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:
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a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physicat .

2. A resident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. i a facility is ficensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) Aresident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident’s representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department,

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.008
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {(a) through (¢) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for

ission. As part of the i i
criteria, a resident must have a “to-
medical examination by a health care practitioner
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at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
i by in (2)(b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
reguirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
recelving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that
1. The resident contracts directly with a licensed
home health agency or a nurse fo provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. if the resident’s condition fails o improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c) A . ill resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a ficensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree

AHCA Form 3020-0001
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1o continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
itoring the i i of
placement of a resident in the facility at all times.

{e) Ahospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facllity's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed 1o obtain a new Agency for
Healthcare Administration (AHCA), 1823 Health
form by the
provider for a significant change to determine
continued residency for 1 of 2 sampled resident
{#2) as required.

Findings:

A review of resident #2's record revealed
admission date . The original 1823
Health Assessment dated listed medical
AHCA Form 3020-0001

STATE FORM oo 2vvate I continuation sheet 12 of 29




PRINTED: 01/12/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969897 e — 12129/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2636 DAYBREEZE CT
0.5.J. FAMILY PLACE ASSISTED LIVING FACILITY
ORLANDO, FL. 32839
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A010! Continued From page 12 AQ10
history of, . { Jen
. right  from below and

., . He ambulates by wheelchair and
needs supervision for all activities of daily living
{ADLs}) ambutation, bathing, .+ Grooming,
eating, toileting and transferring. It's documented
that he needed assistance with
self-administration of medications.

In further review, a newer 1823 Health
Assessment was updated on from the
hospital from a coughing episode listing same
medical history and ADLs as the original 1823
Health Assessment but now documented that he
could administer his own medications.

On at 11:40 AM, an interview with
resident #2 said that the facility helps him with
medications and sometimes he needs help with
bathing, but he does for himself most of the time.

Both Health Assessments form 1823 indicate a
discrepancy of how resident #2 receives his
medication management at the facility,

On at 2:25 PM, an interview with the
Administrator said that she assists with resident
#2's medications every day and keeps them
secured on the medication cart.

{Photographic Evidence Obtained)

Class Hll

A032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=D | Standards

59A-36.007
{7) ELOPEMENT STANDARDS.
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{a) Residents Assessed at Risk for Elopement.
Alf residents assessed at risk for elopement or
with any history of efopement must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a heatth care provider or
a mentat health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a heaith assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.
1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 58A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the jocation of
all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata

AHCA Form 3020-0001
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minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,

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

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b)1.; and,

4. The continued care of all residents within the
facifity in the event of an elopement.

{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant fo Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by
Based on personnel record review and interview,
the facility failed to ensure that the 2 of 2 sampled
staff (A and Administrator} participated in two (2)
elopement drills annually as required.

Findings:

1. Areview of Caregiver A's personnel record
revealed date of hire .There was only
one elopement drill she participated in for year
2024,

2. A review of the Administrator's personnel
record revealed date of hire . There
was only one elopement drill she participated in
for year 2024, that was on

On at 2:55 PM, an interview with the
Administrator confirmed the findings.

AHCA Form 3020-0001
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{Photographic Evidence Obtained)

Class il

A 034 59A-36.007(9) ASSISTIVE DEVICES A034
88=D
(9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident's assistive devices.

{a) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, resident record review and
interview, the facility failed to obtain orders for
use of assistive devices to promote safety and
independence by a healthcare provider for 1 of 2
sampled residents (#2) as required.

Findings:

An observation on at 11 AM, was a
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rail hospital bed for resident #2 in his
bedroom.

Areview of resident #2's record revealed an

admission date of . The original 1823

Health Assessment dated listed medical

history of | | . { ) an
right _ from below and

. . He ambulates by wheelchair and
needs supervision for all activities of dally living
{ADLs} ambutation, bathing, . grooming,
eating, toileting and transferring.

There was no documented evidence for an order
by the healthcare provider to use the assistive
devices to continue fo promote safety &
independence while living in an assisted living
facility for resident #2.

On at 2:30 PM, an interview with the
Administrator confirmed the findings. The
Administrator said that she thought a physician
order for resident #2's rail hospital bed was in
the record, but she could not locate it.

Class il

A083 59A-36.011(5) FAC Training - First Aid and A0B3
88=D
{5) FIRST AlD AND

( ). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
1o perform and which is issued by an

AHCA Form 3020-0001
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instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose fraining
is ited by the C ission on itati

for Pre-Hospital Continuing Education satisfies
this requirement.

{b) A nurse shall be considersed as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part Iii, F.8., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed o ensure that 2 of 2 sampled
staff (A and Administrator) completed a First Aid
course that the staff can demonstrate in person
First Aid to the residents in the assisted living
facility and held a current valid certification card in
the facility at all imes as required.

Findings:

1. Areview of Caregiver A’s personnel record
revealed date of hire . An online First
Aid and

. . (
completion certificate was found that expires
. This was not an in-person course
required to ensure the student could
demonstrate.

2. A review of the Administrator's personnel

record revealed date of hire . There
was only a complete certification card found
that expires on and the First Aid

certification missing. There was no documented
evidence that the First Aid certification was
completed in the file.
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On at 2:55 PM, an interview with the

Administrator confirmed the findings.
{Photographic Evidence Qbtained)

Class #Hl

A 093 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:/iwaww 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, 2018, which are
incorporated by reference and available for
review att
htips:/fods.od.nih.gov/Healthinformation/Dietary
Reference_intakes.aspx. Therapeutic diets must
meet these nutritional standards to the extent
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
licensed 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 fo the Dietary Reference Intakes.

{c) All regular and therapeutic menus to be used

AHCA Form 3020-0001
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by the facility must be reviewed annually by a
ficensed or registered dietitian, a licensed

itionist, 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 ot 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 or more meals per day, including snacks,
as necessary o 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 1o
participate in menu planning. Planned menus
must be conspicuously posted or easily available
o residents. Regular and therapeutic menus as
served, with subsfitutions 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 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.
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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 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,
snacks 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 aftractively 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 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 all times. 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 facifity 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, a review of facility's
documentation and interview, the facility failed to
follow the menu cycle for the week in use, and
the menus were not dated in advance, and the
AHCA Form 3020-0001
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menu was not updated for the substitution as
required.
Findings:
An observation on at 12:10 PM, the

funch meal served was a stuffed green bell
pepper with rice and meat sauce, no salad and a
pudding cup.

A review of menu posted, cycle week 2 not dated
for the week in use documented 1 cup of
spaghetti noodies, 4 0z. meat sauce, cup
green beans, a mixed salad and a Jello cup. The
substitution was not updated on the menu.

On at 12:30 PM, an interview with the
Adrministrator said that the residents told her they
did not want spaghetti pasta, green beans and
salad, they rather have the stuffed green bell
peppers with rice and meat sauce instead and
that she forgot to date the menus for week in use
and forgot to document the substitute meal.

{Photographic Evidence Qbtained)

Class il

A 162 59A-36.015(3) FAC Records - Resident A182
§8=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name,

2. '

3. Race,

4. Date of birth,

5. Place of birth, if known,

6. Social security number,
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7. Medicaid andfor Medicare number, or name of
other health insurance s

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,

8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{0) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.008, F.A.C.

{¢) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, o!
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

A _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daify
fiving must have their  _  recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writingthat  _  notbe taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C,, if
stich consent is not included in the resident's
contract.

AHCA Form 3020-0001
STATE FORM 520 vVt 1 contingation sheat 23 of 28



PRINTED: 01/12/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11969897 B WING 12/29/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2636 DAYBREEZE CT
0.5.J. FAMILY PLACE ASSISTED LIVING FACILITY
ORLANDO, FL. 32839
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 182} Continued From page 23 A182

{h) For facilities that manage 3 pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FA.C.
(i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 428.27, F.S.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429,27, F.S.
{1) f the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
» ), CF-ES 1008,

, which is hereby incorporated by refererice
and available for review at:
http/www firules. Lasp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.
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{0} The resident's . DH

Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or imited nursing services
license are provided in Rules 53A-36.020,
59A-36.021 and 59A-36.022, F.A C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to maintain a demographic page
to include important information, legal
representative and emergency contact for 2 of 2
sampled residents (#1, #2) as required.

Findings:

1. Areview of resident #1's record revealed date
of admission was . There was no
demographic page with important information and
emergency contact in the file.

2. Areview of resident #2's record revealed date
of admission was . There was no
AHCA Form 3020-0001
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demographic page with important information and
emergency contact in the file.

On at 2 PM, an interview with the
Administrator confirmed the findings.

Class #Hl

AL243 429.075(1) FS; 59A-36.011(9) FAC LMH - AL243
$8=D ! Training

428.075

{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than & hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a ficensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

(9) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 429.075, F.8., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed fimited mental health facility, must
receive the following training:

1. A minimum of 6 hours of specialized training in
working with individuals with mental health
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diagnoses.
a. The training must be provided or approved by

the Department of Children and Families and
must be taken within 6 months of the facility's
receiving a limited mental health license or within
6 months of employment in a limited mental
health facility.

b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing
education required for administrators and
managers pursuant to section 428.52(5), F.S.,
and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
ontline, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

{1) Mental health needs, services, behaviors and
appropriate interventions;

{1} Resident progress in achieving treatment
goals;

{11t} How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,

{ ) Crisis services and the

procedures.

3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
1o section 428.52(5), F.S., and subsection {1) of
this rule.

4. Administrators, managers and direct contact
staff affected by the confinuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement.
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{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to

{a)2. of this ion, are
retained in their personnel files,

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that 2 of 2 sampled
staff (A and Administrator) completed 3 hours of
continuing education training every 2 years in
mental heaith diagnosis, mental health treatment
and providing mental heaith needs, services and
interventions as required caring for residents in
an assisted living facility that specializes in limited
mental health,

Findings:

1. Areview of Caregiver A's personnel record
revealed hire date . There was no
3-hour Limited Mental Health (LMH) training
update completed by the agency's approved
trainer found in the record.

2. Areview of the Administrator's personnel
record revealed hire date . There was
no 3-hour Limited Mental Health (LMH) training
update completed by the agency's approved
trainer found in the record.

On at 2:30 PM, an interview with the
Administrator confirmed the above findings.

{Photographic Evidence Obtained)
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Class il
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