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429.075(  ); 59A-36.020(2) FAC LMH - Records
428.075
{3) A facility that has a limited mental health
ficense must:
{a) Have a copy of each mental heaith resident's
community fiving support plan and the
agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the agresment was sent to
the Medicaid managed care plan or managing
entity under contract with the Department of
Children and Families within 72 hours after
admission. The support plan and the agreement
may be combined.
{b) Have documentation provided by the
department that each mental health resident has
been assessed and detarmined to be able to live
in the community in an assisted living facility that
has a limited mental health license or provide
written evidence that a request for documentation
was sent to the department within 72 hours after
admission,
{c) Make the community living support plan
available for inspection by the resident, the
resident's legal guardian or health care surrogate,
and other individuals who have a lawful basis for
reviewing this document.
{d) Assist the mental health resident in carrying
out the activities identified in the resident's
community living support plan.
{4} Afacifity that has a limited mental health
license may enter into a .\ agresment
with a private mentat heaith provider. For
purposes of the limited mentat health license, the
private mental health provider may act as the
case manager.

59A-36.020
(2) RECORDS.
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{a) A facility with a limited mental health license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admissicn and discharge for all mental health
residents. The admission and discharge log
required in rule 59A-36.015, F.A.C., satisfies this
condition provided that alt mental health residents
are clearly identified.

{b) Staff records must contain documentation that
designated staff have completed limited mental
health training as required by rule 59A-36.011,
FAC.

{c) Resident records must include:

1. Documentation, provided by a mental health
care provider within 30 days of the resident's
admission to the facility, that the residentis a
mental health resident as defined in section
394.4574, F.S., and that the resident is receiving
social security , or supplemental security
income and. | . as
follows:

a. An affirmative statement on the Alternate Care
Certification for | .

{ ) form, CF-ES 1006, , which is
hereby incorporated by reference and available
for review at;

hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-03988, that the resident is receiving SS! or
88Dl due to a mental B

b. Written verification provided by the Sociat
Security Administration that the resident is
receiving SSt or 38D for a mental . Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Social Security
Admini ion to provide such i ion, or

¢. A written statement from the resident’s case
manager or other mental health care provider that
the resident is an adult with severe and persistent
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mental . The case manager or other
mental health care provider must consider the
following minimum criteria in making that
determination:

{1} The resident is eligible for, is receiving, or has
received mental health services within the last 5
years, or

{I1) The resident has been diagnosed as having a
severe or persistent mental

2. An appropriate placement assessment
provided by the resident's mental heaith care
provider within 30 days of admission to the facility
that the resident has been assessed and found
appropriate for residence in an assisted fiving
facility. Such assessment must be conducted by
a psychiatrist, clinical psychologist, clinical social
worker, |, nurse, or an individuat
supervised by one of these professionals.

a. Any of the following documentation that
contains the name of the resident and the name,
signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:

{1y Compl Alternate Care Certification for

{ ) form,

CF-ES Form 1006,
(Il Discharge Statement from a state menta!
hospital completed no more than 90 days before
admission to the assisted living facility provided it
contains a statement that the individual is
appropriate to live in an assisted living facifity, or
{11y Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility.

b. A mental health resident returning to a facility
from treatment in a hospital or crisis stabilization
unit will not be considered a new admission and
will not require a new assessment. However, a
break in a resident's residency that requires the
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facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental health care
provider must provide a new assessment.

3. A Community Living Support Plan. Each
mental health resident and the resident's mental
health case manager must, in consultation with
the facility administrator, prepare a plan within 30
days of the resident’s admission to the facility or
within 30 days after receiving the appropriate
placement assessment in paragraph (2)(c),
whichever is later, that:

a. includes the specific needs of the resident that
must be met in order to enable the resident to live
in the assisted living facility and the community,
b. includes the clinical mental health services to
be provided by the mental health care provider to
help meet the resident’s needs, and the
frequency and duration of such services,

. includes any other services and activities to be
provided by or arranged for by the mental heaith
care provider or mental health case manager fo
meet the resident's needs, and the frequency and
duration of such services and activities,

d. includes the of the facility to
facilitate and assist the resident in attending

and arranging transportation to

.. for the services and activities
identified in the plan that have been provided or
arranged for by the resident's mental heaith care
provider or case manager,

e. includes a description of other services to be
provided or arranged by the facility,

{. inciudes a list of factors pertinent to the care,
safety, and welfare of the mental health resident
and a description of the signs and symptoms

. 1o the resident that indicate the
immediate need for professional mental heatth
services,
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g. Is in writing and signed by the mental health
resident, the resident's mental health case
manager, and the assisted living facility
administrator or manager and a copy placed in
the resident's file. if the resident refuses fo sign
the plan, the resident's mental health case
manager must add a statement that the resident
was asked but refused to sign the plan,
h. is updated at least annually or if there is a
significant change in the resident's behaviorat
health,
i, includethe , Agreement
described in subparagraph (2){¢)4. If included,
the mental health care provider must also sign
the plan; and,
j. Must be available for inspection to those who
have legal authority o review the document.
4. . Agreement. The mental health
care provider for each mentat health resident and
the facility administrator or designee must
prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

i is later. The
a. Provides procedures and directions for
accessing emergency and after-hours care for
the mental heaith resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number,
. Must be signed by the administrator or
designee and the mental health care provider, or
by a designated representative of a Medicaid
prepaid health ptan if the resident is on a plan
and the plan provides behavioral health services
in section 409.912, F.8;
¢, cover all mental health residents of the
facility who are clients of the same provider; and,
d. , beincluded in the Community Living
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Support Plan described in subparagraph (2)(c)3.
5. Missing docurnentation wilf 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 appropriate party. A documented request for
such missing documentation made by the facility
administrator within 72 hours of the resident’s
admission will be considered a good faith effort.
The documented request must include the name,
title, and phone number of the person fo whom
the request was made and must be kept in the
resident's file.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log for afl mental health residents
receiving services under the Limited Mental
Health (LMH)} license. Furthermore, the facility
failed to maintain a Community Living Support
Plan for residents the facility identified for
receiving services under the Limited Mental
Health for one {Resident #2) of one sampled.

Findings included:

An attempted record review of the facility's
Limited Mental Health (LMH) admission and
discharge log, revealed no evidence of an
up-to-date admission and discharge log for all
mental health residents.

Arecord review for Resident #2 revealed no
evidence of a community support plan.

During an interview on at 1:00 p.m.
the Executive Director stated the facility didn't not
have an up-to-date admission and discharge log
for ail mental health residents or the Community
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Standards

{(2) RESIDENT CARE STANDARDS.

{a) Aresident receiving limited nursing services in
a facility holding only a standard and limited
nursing services license must meet the
admission and continued residency criteria
specified in Rute 59A-36.006, F.A.C.

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

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

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

{e) The facility must ensure that nursing services
are conducted and supervised in accordance with
Chapter 464, F.S., and the prevailing standard of
practice in the nursing community.
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This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to employ or contract with a Registered
Nurse (RN} that was avaitable to provide
schedule and unscheduled limited nursing
services (LNS).

Findings included:

Areview of the facility's staff list, conducted on
. revealed there was no RN employed
by the facility.

An attempted record review of the facility's LNS
RN records revealed no evidence the facility had
employed or al.NS RN.

During an interview on at 1:27 p.m.
the Executive Director stated the facility did not
have a LNS RN available to provide schedule and
unscheduled LNS,

Class #Hl
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59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records ina
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha |, | ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to refurn pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{¢) Alog listing the names of all temporary
emergency placement and respite care residents
if not inciuded on the log described in paragraph
().

{d) The facility's emergency management plan,
with documentation of review and approvat by the

{A 160}
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county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 50A-36.013, F.AC.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rule 59A-36.006, F.AC.
{h) If the facility advertises that it provides special
care for persons with ‘s or
related . & copy of alf such facility
advertisements as required by Section 428.177,

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

{§) Alt food service records required in Rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Faciliies that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.

{k) All fire safety inspection reports issued by the
jocal authority or the State Fire Marshal pursuant
o Section 429.435, F.$., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Ali sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the fast 2 years.

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
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fast 5 years,

{n) The facility's resident slopement response
poficies and procedures.

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
to subsection 59A-38.007(10), FA.C,;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility’s policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log that included the discharge
information for multiple residents.

Findings included:

Arecord review of the facility's Admission and
Discharge Log, conducted on s
revealed the facility's Admission and Discharge
Log was missing documentation. The facility's
Admission and Discharge Log was missing
documentation of where residents were
discharged to, where residents were admitted
from, date of birth, and date of discharge for
multiple residents.

During an interview on at 1:00 p.m.,
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4
Staff

428.278
{2) The administrator or owner of a facility shalf
maintain personnet records for each staff
member which contain, at a minimum,
do fon of background ing, if

i ion of i with alf
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
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-38.011, FAC.,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
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Adrmission and Discharge Log was missing
documentation.
Photographic evidence obtained.
Class #l
{A 181} 428.275(2) FS; 59A-36.015(2) FAC Records - n1sty
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background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., 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
B59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to 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.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure each staff member contains, ata
minimum, a copy of the employment application,
with references furnished, and job description for
seven {Administrator, Executive Director, Staff C,
Staff D, Staff E, Staff F, and Staff G} of seven
sampled staff,

Findings included:

During an employee record review conducted on

, & copy of the Administrator's job
description was not observed in the employee's
file.
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During an employee record review conducted on
. a copy of the Executive Director’s job
was not observed in the empl 's

file.

During an employee record review conducted on
, a copy of Staff C's job description
was not observed in the employee's file.

During an employee record review conducted on
, @ copy of Staff D's job description
was not observed in the employee's file,

During an employes record review conducted on

, @ copy of Staff E's job description
and job application was not observed in the
employee’'s file.

During an employee record review conducted on
, & copy of Staff F's job description
was not observed in the employee's file.

During an employee record review conducted on

, & copy of Staff G's job description
and job application was not observed in the
employee's file.

During an interview on at 1:00 p.m.
the Executive Director confirmed the
documentation was not available for review in the
employees' files.

Class il

429.075(1) FS; 59A-36.011(8) FAC LMH -
Training

429.075

A161}

{AL243)
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{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
heaith 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 6 hours refated to their duties, This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part |l 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.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receive the following training:
1. Aminimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The fraining 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.
. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for iris and
managers pursuant to section 428.52(5), F.8.,
and subsection (1) of this rule.
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2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator,
ontine, 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:

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

(1) Resident progress in achieving treatment
goals;

{1t} 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
10 section 428.52(5), F.S., and subsection (1) of
this rule.

4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
to 6 months after the effective date of this rule to
meet the training requirement.

{b) Administrators, managers and staff do not
have fo repeat the initial fraining 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 fraining certificates, pursuant to
subparagraph {a)2. of this subsection, are
retained in their personnet files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
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failed to ensure employees obtained a minimum
of six-hours speciafized mental health training
approved by the depariment within six months of
employment, and three additional hours of
continuing education every two years for five
employees (Staff C, Staff D, Staff E, Staff F, and
Staff G) of six sampled employees.

Findings included:

An employee record review for Staff C conducted
on revealed Staff C was missing a
minimum of six-hours specialized mental health
training approved by the department within six
months of employment. Staff C was hired on

An employee record review for Staff D conducted
on revealed Staff D was missing a
minimum of six-hours specialized mental health
training approved by the department within six
months of employment. Staff D was hired on

An erployee record review for Staff E conducted
on revealed Staff £ was missing a
minimum of six-hours specialized mental health
training approved by the department within six
months of employment. Staff £ was hired on

An employes record review for Staff F conducted
on revealed Staff F was missing a
minimum of six-hours specialized rmental health
training approved by the department within six
months of employment. Staff F was hired on

An employee record review for Staff G conducted
on revealed Staff G was missing the
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59A-36.007

{7} ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopsment.
All residents assessed at risk for elopement or
with any history of elopement 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 health care provider or
a mentat health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{&), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
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required three hours of specialized mental health
training approved by the department every two
years of employment. Staff G was hired on
During an interview on at 1:00 p.m.,
the Executive Director agreed the employees’
records did not contain evidence that the
employees completed a six-hours specialized
mental health training, and three additional hours
of continuing education every two years.
Class 1l
{A 000}, Initial Comments {A 000}
A second revisit survey to a re-licensure survey
with Limited Mental Health and Limited Nursing
Services from was conducted at New
Eraon . The deficiencies were not
found to be corrected at the time of survey.
{A 032} 59A-36.007(7) FAC Resident Care - Elopement {A032)
$8=D! Standards
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emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
418.1081, 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 iocation 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 ail
facility staff and faw enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Palicies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the poticies 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, heaith care surrcgate, and case
manager if the resident is not located pursuant to
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Continued From page 11

subparagraph (8)(b)1.; and,

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

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure elopement drills were conducted
and documented per requirement which required
all administrators and direct care staff to
participate in a minimum of two eloperment drills
per year for four employees, {Staff C, Staff E,
Staff F, and Staff G) out of six sampled
employees.

Findings included:

An attempted record review of the facility's
elopement drills, conducted on s
revealed there was no evidence that the direct
care staff participated in a minimum of two
elopement drills per year for Staff C, Staff E, Staff
F, and Staff G. Staff C was hired on

Staff E was hired on . Staff F was
hired on . Staff G was hired on

During an interview on at 1:00 p.m.,
the Executive Director confirmed the facility did
not have evidence the staff participated in
elopement drills.

Class #ll

59A-36.010(2) FAC Staffing Standards - Staff

{A032}

A078)
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{2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the heatlth care provider must have
been conducted no earlier than 6 menths before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individuat with a positive test must
submit & health care provider's statement that the
individual does not constitute a risk of

2. any staff member has, or is suspected of
having, a it , such individual
must be immediately removed from duties untii a
written statement is submitted from a heaith care
provider indicating that the individual does not

itute a risk of itting & icabl

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
ion, training, p ion, and i

Staff providing services requiring ticensing or
certification must be appropriately ficensed or
certified. All staff must exercise their
responsibilities, consistent with their

ficath to observe residents, to

{A078}
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observations on the appropriate resident's record,
and to report the observations 1o the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FA.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
o each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.5.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a one-time statement that
employees were free from communicable

from a health care provider for six
employees {Executive Director, Staff C, Staff D,
Staff E, Staff F, and Staff G) of six sampled
employees.

Findings included:

Arecord review of the Executive Director’s
employee file, conducted on .. revealed
the Executive Director's employee record did not
contain evidence the employee had a one-time
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statement that the Executive Director was free
from communicable from a health care
provider. The Executive Director was hired on

Arecord review of Staff C's employee file,
conducted on , revealed Staff C's
employee record did not contain evidence that the
employee had received a one-time statement that
the employee was free from communicable

from a health care provider. Staff C was
hired on

Avrecord review of Staff D's employes fite,
conducted on , revealed Staff D's
employee record did not contain evidence that the
employee had received a one-time statement that
the employee was free from communicable

from a health care provider. Staff O was
hired on

Arecord review of Staff E's employee file,
conducted on , revealed Staff E's
employee record did not contain evidence that the
employee had received a one-time statement that
the employee was free from communicable

from a health care provider. Staff E was
hired on

Arecord review of Staff F's employee file,
conducted on , revealed Staff F's
employee record did not contain evidence that the
employee had received a one-time statement that
the employee was free from communicable

from a health care provider. Staff £ was
hired on

Arecord review of Staff G's employee file,
conducted on revealed Staff G's
employee record did not contain evidence that the
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employee had received a one-time statement that
the employee was free from communicable
from a health care provider. Staff G was
hired on
During an interview on at 1:.00 p.m.,
the Executive Director agreed tests
and communicable staternents were
missing from the employees' records.
Class #l
{A 081} 428.52(1 & 7) FS; 59A-36.011( ) FAC Training {A081}
$8=D! . staff in-Service
428.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation,
The facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s, 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental heaith facility
under s. 429.075 is exempt from the training
requirements under s, 430.5025(4){(d}.

{c) If an assisted living facility employee
completes the 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
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preservice orientation required under paragraph
(a)

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
1)

{b) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orlentation must cover:

1. Resident's rights; and,

2. The facility's ficense type and services offered
by the facility.

{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care to residents,
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other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service fraining in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
\ . . may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident .

neglect, and | . The facility must use its
prevention policies and procedures when
offering this training.

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rute 59A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
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fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of empioyment in safe food
handling practices.

{f) All facility staff shall recelve in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.

1. Al facility staff shall be provided with a copy of
the facility’s resident elopement response policies
and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facifity
failed to provide direct care staff with the required
in-service trainings, which included a two-hours

pre-setvice orientation, controt prior fo
providing direct care, activities of daily living and
{ needs, i , incident

reporting, adverse incident reporting, emergency
procedures, nutriion and safe food handling, and
resident rights and recognizing and reporting

,neglect, and | trainings within
thirty days of hire for six employees {Executive
Director, Administrator, Staff C, Staff D, Staff E,
and Staff F) of six sampled employees.

Findings included:
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Arecord review for the Executive Director,
Administrator, Staff C, Staff D, Staff E, and Staff
¥, conducted on , revealed the
employees' records did not contain evidence that
the Execufive Director, Administrator, Staff C,
Staff D, Staff E, and Staff F had completed the
required in-service trainings, which included a
two-hours pre-service orientation,
control prior to providing direct care, activities of
daily living and behaviorat needs, elopement
response, incident reporting, adverse incident
reporting, emergency procedures, nutrition and
safe food handiing, and resident rights and
recognizing and reporting , neglect, and

, trainings within thirty days of hire. The
Administrator was hired on , The
Executive Director was hired on . Staft
C was hired on . Staff D was hired on

. Staff E was hired on and

Staff F was hired on

During an interview on at 1:00 p.m.
the Executive Director agreed the employees’
records did not contain evidence the employees
had completed all required frainings.

Class il

50A-36.011(4) FAC Training -/
O]

[ ). Pursuant to section
381.0035, F.8., all facility employses, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and . including the topics prescribed in the
section 381.0035, F.S. New facility staff must

{Ao081}

4082}
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obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure employees had a one-time
education course on

{17 .)fcr four employees (E)}eciﬂive
Director, Staff D, Staff E, and Staff F) of six
sampled employees.

Findings included:

Areview of the Executive Director, Staff D, Staff
E, and Staff F's employee records, conducted on

, revealed all employee records did
not have evidence the Executive Director, Staff D,
Staff E, and Staff F obtained a one-time
education course on / . The Executive
Director was hired on , Staff D was
hired on . Staff E was hired on

, and Staff F was hired on

During an interview on at 1:00 p.m.
the Administrator agreed there was no evidence
in the employees' records. that the Executive
Director, Staff D, Staff E, and Staff F obtained a
one-time education courseon  /

Class il

59A-36.011(7) FAC Training - Nutrition & Food
Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the

{082}

(A 085}
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administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health depariment sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to identify and provide proof of required
education for the individual employee responsible
for supervising the facility's food service (Food
Service Designee) for seven employees
{Administrator, Executive Director, Staff C, Staff
D, Staff E, Staff F, and Staif G) of seven
employee records reviewed.

Findings included:

A review of employee records, conducted on

, revealed the Executive Director,
Administrator, Staff C, Staff D, Staff E, Staff F,
and Staff G lacked documentation of required
food service education. The Administrator was

hired on . The Executive Director was
hired on , Staff C was hired on

, Staff D was hired on .
Staff E was hired on , Staff F was
hired on . and Staff G was hired on

The review of employee records revealed no
evidence of a Food Service Designee.
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During an interview on at 1:00 p.m.,
the Executive Director confirmed there was no
Food Service Designee in the facility and no staff
had the required food service education.
Class #Hl
{A 090} 59A-36.011(11) FAC Training - A 090}
$8=D
(11
TRAINING.

{a) Currently employed facility adminisirators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facllity administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment,

{c) Training shall consist of the information
included in rule 59A-36.009, FA.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have evidence employees received
training regarding

{ ) within thirty days of employment for five
employees {Executive Director, Staff C, Staff D,
Staff E, and Staff F) of six sampled employees.

Findings included:

Arecord review for the Executive Director, Staff
C, Staff D, Staff E, and Staff F, conducted on
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, revealed the Executive Director, Staff
C, Staff D, Staff E, and Staff F's employee
records did not contain evidence that the
employees received training regarding
within thirty days of employment. The Executive
Director was hired on , Staff C was
hired on . Staff D was hired on
, Staff E was hired on
Staff F was hired on .

cand

During an interview on at 1:00 p.m.,
the Executive Director agreed all employees’
records did not contain evidence the employees
completed training regarding within
30-days of employment.

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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
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 , initiat 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.

are

22814}
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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 record review and interview, the facility
failed to ensure employees were added to Agency
for Healthcare Administration (AHCA)
Background Screening Roster within five
business days of hire date, for one employee

ini ) of six sampled 3

Findings included:

During a record review of the facility's staff list
conducted on , the Adrministrator was
hired on

Areview of the facility's AHCA background
screening roster conducted on

revealed the Administrator was not listed on the
facility's AHCA Background Screening Roster.

During an interview on at 1:00 p.m.,
the Executive Director agreed the Administrator
was not on the Background Screening Roster.
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Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every § years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement to forward the person's .
o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's | are enrolled in the Federal
Bureau of Investigation's national retained print
notification program. if the | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h}, the person must submit
. electronically to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shalf forward
the | to the Federal Bureau of
Investigation for a national criminal history record
check, The shall be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h} and enrolled in the national
retained. print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne by
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the licensee or the person |, | . The
agency may accept as satisfying the
requirements of this section proof of compliance
with fevel 2 screening standards submitted within
the previous 5 years to meet any provider or
professionat licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisionat
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in 5. 435.04 and this section;

{b) The person subject to screening has not had
a break in service from a position that requires
{evel 2 screening for more than 90 days; and

{¢) Such proof is accompanied, under penatty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.08 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requitements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses white employed by the employer.

59A-35.080 Background Screening.

{d) Attestation of Compliance with Background

Screening Requirements, AHCA Form

3100-0008, , herein incorporated by
, must be by the indivi

and retained by the provider upon hire to attest
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that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any

i ifying offense. The ion of
Compliance is available at
hitps:/fwww firules org/Gateway/freference.asp?N
o=Ref-17724, and available from the Agency for
Health Care Administration's website at;
https://ahca.myflorida.com/health-care-policy-and
K ight/bureau-of-cent i

{e) An administrator or chief financial officer must
be screened and qualified prior to to
the position.

{3) Results of Screening and Notification.

() Final results of background screening
requests wilt be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b) If a Level 2 criminal history is incomplete,
correspondence will be sent to the individual
being screened requesting the report and
court disposition information, Pursuant to Section
435.05(1)(d), F.8., the missing information must
be filed with the Agency within 30 days of the
Agency's request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure employees signed an
affidavit or attestation of compliance with
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background screenings for two employees (Staff
D and Staff F) of six sampled employees,

Findings included:

An employee record review for Staff D and Staff
¥, conducted on , revealed the
employees' records did not-contain an affidavit or
attestation of compliance signed by the
employee,

During an interview on at 1:00 p.m.
the Executive Director stated Staff D and Staff F
were missing an affidavit or attestation of
compliance signed by the employee.

Unclassified

{ZZ875) 430.5025(4 & ) 7 M {2z875}
$8=D ! Training

{4) Employees of covered providers must
complete the following training for ‘s
and related forms of :
{a) Upen 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 parficipants, 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 skifls for
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communicating and interacting with persons with

's or related forms of

. Arecord of the completion of the

training program must be made available fo the
covered 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
employee, 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
0 a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of fraining in addition to the
training required in paragraphs (a) and (b}). The
additional training must include, but is not limited
0, 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 fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
1o the training required in paragraphs (a) and (b},
The additional fraining 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.
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{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with ‘s

or related forms of , in addition
to 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 empioyment,
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

, the stages of 's f
comrunication strategies, medical information,
and stress management,
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learmning .- For this
subparagraph, the term "on-the-job training”
means & form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal 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 empioyee has not received previous fraining
in the previous calendar year. The continuing
education may be fulfilled and documented in a
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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 learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{f1. 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 employee, 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.
400.980(5) before providing, assigning, or
referring 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 practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's licensing board.
{9) Each person employed, ,or
referred to provide services before | .
must complete the training required in this sectior
pefore . Proof of completion of
equivalent training completed before
shall substitute for the training required in
subsection (4}, Each person employed,
. or referred to provide services on or
, may compiete training using

after
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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 record review and interview, the facility
failed to ensure six employees (Administrator,
Executive Director, Staff C, Staff D, Staff E, and
Staff F} out of six sampled employees, received
the required one-hour online training
within 30-days of hire and the additional three
hour training within seven months of hire date.

Findings included:

Arecord review conducted on

revealed no evidence the Administrator,

Executive Director, Staff C, Staff £, and Staff F

had completed the required one-hour online
fraining.

A record review conducted on
revealed no evidence Staff D, Staff E, and Staff F
had completed the required three-hour

and Related training within
seven months of hire.

During an interview on at 1:00 p.m.
the Executive Director agreed the staff were
missing the required trainings.

Class il
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