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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
(1) A licensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider

(22830}
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to submit their Comprehensive Emergency
Management Plan (CEMP) timely to the focal
Emergency Managment Division yearly as
required .

The findings included:

On at 10:30 a.m, the Administrator
was informed fo provide the surveyor with the
approval lefter for the CEMP and/or evidence of
resubmission of the plan for approval to the Local
County Emergency Management Division. The
information was not available for review.

The facility's Comprehensive Emergency
Management Plan (CEMP) expired on
(copy obtained).

The Administrator stated on at
approximately 1:00 p.m. that the Fire emergency
plan was not yet approved which prevented them
from resubmitting their CEMP for approval. No

it i fon or do fon was
provided during the Exit meeting.
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Initiat Coraments

An unannounced 2nd revisit to the Relicensure
and itoring survey was

on at The Club At Boynton Beach.
The facitity had uncorrected deficiencies (2830,
A080) identified at the time of the visit

429.52( ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

428.52
{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shall develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
competency test must cover at least the following
topics:
{a) State law and rules relating to assisted living
facilities.
{b) Resident rights and identifying and reporting

,neglect, and | .
{c) Special needs of elderly persons, persons with
mental ifiness, and persons with ,

and how to meet those needs.
{d) Nutrition and food service, including
itation practices for preparing,

storing, and serving food.
{e) icati ing, and
proper techniques for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire

{A000}

{A 080}
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evacuation drill procedures and other emergency
procedures.

{g) Care of persons with
related

s and

59A-36.011

{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.

(&) The assisted living facility core training
requirements established by the department
pursuant o section 429.52, ¥ 8., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. in; who
have attended core training priorto

and managers who attended the core iraining
program prior fo , shall not be
required to take the competency test,
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part li, F.S,, are exempt from this requirement,
{¢) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education

AHCA Form 3020-0001

STATE FORM

D273

1 continuation shoet 20f 3



Agency for Healih Care Administration

PRINTED: 02/25/2028
FORM APPROVED

requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted fo the entity
administering the test. Anew fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to provide 1 of 3 sampled employees’
records {the Administrator's completed CORE
training and certification) for review.

The findings included:

On at approximately 9:45 AM the
Administrator was asked to provide evidence of
his CORE training certification. The

Administrator informed that the record was not
yet avaitable for review. The Administrator stated
they were diligently werking to meet that
requirement and would inform the agency as
soon as they have the documents.

A review of the Administrator's personnel file
revealed he was hired on . Further
review revealed no documentation in his file for
completed CORE training and Certification
Completion date.
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