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408.809(1)( ) 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 screening under chapter 435:

{a) The licensee, if an individual.

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

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

{d) Any person who is a controlling interest.

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

3yAL rmust be provided in electronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s, 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
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qualifying or disqualifying status of the person
nared 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,
ail persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardless 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, refating to domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
listed in this subsection.

{g) Section 784.03, relating to battery, if the victim
isa adult as defined in . 415.102 cora
patient or resident of a facility licensed under
chapter 385, chapter 400, or chapter 429.

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

(1) Section 817.234, refating to false and
fraudulent insurance claims.

{j) 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
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obtaining goods or services from a health care
provider.

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

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

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

{p) Section 831.01, relating to forgery.

{g) Section 831.02, relating to 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
bank bilts, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

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

{v) Section 895.03, relating to racketeering and
collection of untawful debls.

{w) Section 896.101, relating to the Florida Money

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

screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties unti the
ficensing agency renders a decision on the
application for exemption if the person is eligible
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0 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.

(8} The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agenoy for screening pursuant to s. 943.063(3).
The agency shalt 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 professional license
or certification from the Department of Health; 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
ficense or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itseff if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
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 rutes 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
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relating to retaining | pursuantto s.
943.05(2).

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

435.06 Exclusion from employment.-
{1) If an employer or agency has reasonable
cause 1o believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employes in writing, stating the speaific
record that indicates noncompliance with the
standards in this chapter, it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise ailow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
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exemption for the disqualification by the agency
as provided under s. 435.07.

{b) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
i a way that the employer determines that the
employee is stilt efigible 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 disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons 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.

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

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

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

{2) "Employee” means any person required by
jaw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rute is not met as evidenced by:
Based on observation, interview, and record
review the facility failed to ensure one out of four
sampled employees (Staff E) had an eligible level
Il background screening.

Findings included.
Observation on at 9:06 am showed

that Staff B, Staff C, five residents, and another
individual were at the facility.

During an interview on at 9:06 am
Staff B identified herself and Staff G as staff
members.

During an interview on at .07 am,

the unknown person (Staff E) stated that she was
not a resident and was invited by the
administrator fo learn about how the facility was
fun. When, Staff £ was asked for identification
she said that she would need to retrieve it.

During an interview on at 9:07 am
Staff C stated that Staff E was learning.

Areview of the background screening
clearinghouse database showed that Staff £ was
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not fisted.

During an interview on at 9:08 am
when asked how she got to the facitity, Staff £
stated the administrator invited her fo the facility
and that the administrator brought her. When
asked at what time she arrived, she said that she
had walked earlier from her home close by and
that she wanted to come the day before, but the
administrator told her to come by text. Staff E
stated that she lived in the area and needed
work. When asked if she filled out an application
she said no and repeated that she was invited to
the facility.

Observation on at 8:09 am showed
Staff E went to # toretdeve her
identification from a purse that was sitting on top
of a rolling suitcase. When asked who the
suitcase belonged, to Staff E stated that it
belonged to her. A review of Staff E identification
showed that her address was two blocks away,

Observation on at 9:40 am showed
Staff £ was not supervised by any of the staff and
wondered about the facility interacting with
residents in the living room unsupervised, calling
the residents by affectionate, names.

During an interview on at 9:46 am
Staff E asked how muich it cost to get her

- . screened. Staff £ stated that she like
working with the elderly.

Observation on at 10:45 am revealed
the Administrator arrived at the facility. The
Administrator stated that Staff D knew more
about Staff E's background.

During an interview on at 10:56 am

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
R
AL11966845 B.WING 12/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
9360 SW 24 STREET
CASA DE PAZ ALF, INC
MHAMY, FL 33165
(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)
22815 Continued From page 7 22815

AHCA Form 3020-0001

STATE FORM

TBFP12

i continuation shoet 8 of



PRINTED: 02/02/2028

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
R
AL11966845 B WING 12/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
9360 SW 24 STREET
CASA DE PAZ ALF, INC
MIAMY, FL 33165
D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY 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)
22815 Continued From page 8 22815
Staff D stated that she had no intention of hiring
Staff E and that she is just visiting. When asked if
she was related to any of the residents, Staff £
stated that she was visiting staff. When asked
why was she visiting staff with a suitcase, for
mere than two hours, and interacting with
resident, Staff E did not reply.
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Arevist survey, was conducted at Casa de Paz
ALF, INC on . Deficiencies were
identified at the time of survey.

A58, 59A-36.008(7) FAC Medication - Labsling and
88=D | Orders

{7) MEDICATION LABELING AND ORDERS,

(a) The facility may not store prescription drugs
for self-administration, assistance with
self-administration, or administration uniess they
are properly labeled and dispensed in
accordance with Chapters 465 and 499, F.8., and
Rule 64816-28.108, F.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 individual 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

AQ00
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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
directions must promptly be recorded in the
resident's medication observation record. The
facifity may then obtain a revised label from the
pharmacist or place an "alert” label on the
medication container that directs staff to examine
the revised directions for use in the medication
observation record.
{e) Anurse may take a medication order by
telephone. Such order must be promptly
in the resident's icati

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
to ensure that prescriptions for residents who
receive assistance with self-administration of

ication or icati inistration are filted
or refilled in a timely manner.
{g) Pursuant to Section 465.0276(8), F.S., and
Rute 81N-1.008, 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
label.containing the following:
1. Practitioner's name,
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2. Resident's name,

3. Date dispensed,

4. Name and strength of the drug,

5. Directions for use; and,

6. Expiration date,

{h) Pursuant to Section 465.0276(2)(c), F.S.,
before dispensing any sample or complimentary
prescription drug, the resident’s health care
provider must provide the resident with a writien
prescription, or a faxed or electronic copy of such
order.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to follow the doctor's
orders when assisting 1 out of 6 sampled
residents with self-administration of medications
{Resident #1).

Findings included:

Observation on at 9:06am showed
that Staff B, Staff C, Staff £, and five residents
were at the facility.

Observation an at 9:25am showed
that Resident # 1 was in her recliner in her room.

During an interview on at 9:30am
Staff C stated that she would give resident she
bathes and gives breakfast first, when asked if
Resident # 1 had taken her medicines.

A review of the medication observation record
showed that Resident # 1's medications were
ordered for 8:00am. Resident # 1 was supposed
to take cardvedilol 125 mg;
5mg ; 20mg ;

. 100mec;
500 mg; Pregabalint 100mg ;
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60 mg; . 500 m;
preservion; cranberry diatert supplement;
cB800mg ; 500mg/VitD 25mg.

Observation on at 10:20am showed
that Staff C assisted Resident # 1 with the
self-administration of medications.

During an intetview on at 10:28am
Staff C stated that Resident # 1 usually takes are
medications between 9am at 10am, when asked
if it was normal for Resident #1 to take her
medications this late. Staff C further stated that
because of delay today it was given after
10:00am.

During an interview on at 10:45am
the Administrator stated that he will fix that when
asked the medication orders and the resident
customary time.

Class il

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to
section 428.28{1)a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
and appurenances are maintained in good
working order.

{b) Pursuant to section 429.27, F. S, residents
must be given the option of using their own
belongings as space perrnits, When the facility
supplies the furnishings, each resident bedroom

A0S5B

A152
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or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

{ess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. toensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personat effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested,

{¢) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make available linens and

personal laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment and be
mairtained free of hazards for residents.

Finding included:

Observation on at %10am showed
that across the haliway from # there was
a closet. The closet was unlocked and had paint,
and broken tiles on the floor. (photographic
evidence obtained)

During an interview on at 9:10am
Staff B stated that the closet was under repair
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and someone was going to come 1o fix it today.

Observation on at 9:15am under the
sink in the kitchen there was unlocked cleaning
supplies, There was also a broken cabinet door in
the corner of the kitchen counter. (photographic
evidence obtained)

Observation on at 9:20am on the
outside of the facility in the rear there was laundry
room that was unlocked containing taundry
detergent and other cleaning agent.
{photographic evidence obtained)

Observation on at 9:31am on the
of the facility there were several black

garbage bags with construction debris.

{photographic evidence obtained)

During an interview on at 10:45am
the Administrator, when asked about the closet
and bags outside, stated the bags outside where
from the remodeling of the closet .

Class 1l

429.275(2) FS; 58A-36.015(2) FAC Records -
Staff

429275

{2) The administrator or owner of a facility shalf

maintain personnel records for each staff

member which contain, at a minimum,
ion of background ing, if

fon of with alt

training requirements of this part or applicable

rule, and a copy of all ficenses or certification held

by each stafl who performs services for which

ficensure or certification is required under this

A182

A6t
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part or rule,

59A-36.015
{2) STAFF RECORDS.
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FA.C,,
2. Copies of all licenses or certifications for al
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
packground screening for all staff subject to
screening requirements as specified in Section
429.174, F.8,, and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, F.AC,,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant fo paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, F.AC.
{¢) The facility must maintain the written work
schedules and staff time sheets for the most
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current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review and interview the facility failed to have an
employment application for one out of four
sampled staff (Staff ).

Findings included.

Observation on at 9:06am showed
that Staff B, Staff C, five residents, and another
individual were at the facitity.

During an interview on at §:06am
Staff B identified herself as a staff member and
also identified the Staff C as a staff member.

During an interview on at 9:07am
Staff E stated that she was not a resident and
was invited by the administrator to fearn about
how the facility is run, when questioned about
who she was. When, Staff £ was asked for
identification she said that she would need to
retrieve it.

During an interview on at 9:07am
Staff C stated that Staff E was learning.

Observation on al 9:40am showed
Staff £ was not supervised by any of the staff and
about the facility. Staff E was
interacting with residents in the living room

unsupervised. Staff £ was heard using
hypocorism when talking to residents.

Uncorrected
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