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{A D00}, Initial Comments {A000}
A revisit survey to a re-licensure survey from
was conducted at The Austin Group
on . The deficiencies were not found
to be corrected at the time of survey.
AHCA Form 3020-0001
TITLE 6y DATE

LABORATORY DIRECTOR'

OR PRO IER F

3

I ontiovation sheat 1 of

STATE FORM

ZBOP12



Agency for Healih Care Administration

PRINTED: 02/19/2028
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X$) PROVIDER/SUPPLIERICUIA
IDENTIFICATION NUMBER

AL11664082

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

R
02/05/2026

NAME OF PROVIDER OR SUPPLIER

AUSTIN GROUP (THE)

STREET ADDRESS, CITY, STATE, ZIP CODE
1011 VAN DYKE ROAD
LUTZ, FL 33548

o4y
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

(zz828)

408.813(3) FS Administrative Fines; Violations

408.813 Administrative fines; violations.-As a
penalty for any violation of this pari, authorizing
statutes, or applicable rules, the agency may
impose an administrative fine.

{3) The agency may impose an administrative
fine for & violation that is not designated as a
class i, class 1, class i, or class  violation.
Unless otherwise specified by law, the amount of
the fine may not exceed $500 for each violation,
Unclassified violations include:

{a) Violating any term or condition of a license.
{b) Violating any provision of this part, authorizing
statutes, or applicable rules.

{c) Exceeding licensed capagity.

{d) Providing services beyond the scope of the
license.

{e) Violating a moratorium imposed pursuantfo s,
408.814.

{f) Violating the parental consent requirements of
s. 1014.06

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility was found fo exceed licensed
capacity of twelve beds.

Findings included:

During a tour of facility conducted on
at 9:10 a.m., 15 residents were observed within
the facility.

During a record review of the facility's Medication
Observation Records conducted on Lt
was revealed 14 residents were receiving
medication assistance by staff at the facility.

During an interview on at 918 am.,

(22828}
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Staff A stated the facility was over capacity and
currently had 15 residents due to another facility
being under construction, and that 15 residents
sieep at the facility and received care.
During an interview on at 10:15 a.m.,
the Administrator agreed the facility was still over
capacity and currently had 15 residents because
another facility was undergoing construction.
Unclassified
{ZZ875), 430.5025(4 & ) / B {22875}
$8=D | Training

{4) Employees of covered providers must
complete the following training for

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 depariment.
1. The department shall provide training that is
available online 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
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

's
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of completion,
2. A covered provider must maintain a record of
the employes'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 fo
repeat the program upen changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or hormemaker 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 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 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
hore, 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),

AHCA Form 3020-0001

STATE FORM

Z80P12

1 continuation shoet 3 of 6




Agency for Healih Care Administration

PRINTED: 02/19/2028
FORM APPROVED

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 fimited to, understanding

and retated forms of

. 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 learning .- For this
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 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 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 learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
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education each calendar year.

{fH1. 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 empioyee, 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, fraining 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 |, | B
must complete the training required in this sectior
before . 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
after | | . may complete 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 record review and interviews, the
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facility falled to provide evidence of the one hour
training video from the Department of Elderly
Affairs within 30 days of hire for one (Staff C} of
three sampled employee records.
Findings included:
During a record review, conducted on
, the facility failed to provide evidence
of the one hour fraining video from Department of
Elderly Affairs within 30 days of hire for Staff C.
Staff C was hired on
During interview on at10:15a.m. the
Administrator stated Staff C was missing the
training.
Class Hil
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