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408.809 Background screening; prohibited
offenses.-
{2) Every 8 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 fo 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
nofification program. lfthe | 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 shall 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 borme by
the licensee or the person |, | .The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
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professional licensure requirements of the
Department of Financlal Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 851,
provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435,04 and this section;

{b) The person subject to screening has not had
a break in service from a position that requires
level 2 screening for more than 80 days; and

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

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements 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 while employed by the employer.

59A-35.090 Background Screening.
() 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
that they mest 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
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offense. The ion of
Compliance is avaitable at
hitps://www.firules.org/Gateway/reference.asp?N
o=Ref-17724, and available from the Agency for
Health Care Administration's website at:
hitps://ahca.myflorida.com/health-care-policy-and
_oversi 1 i

-5C
{e) An administrator or chief financial officer must
be screened and qualified priorto | to
the position.

{3) Results of Screening and Notification.

{a) Final results of background screening
requests will 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 focated at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{b) if 2 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.S., 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.S.

This Statute or Rule is not met as evidenced by:
Based on record review and inferview, it was
determined that, the facility failed to ensure that
their employees' personnel files contained an
Attestation Of Compliance with Background
Screening Requirements for 3 out of 3 sampled
staff (Staff A, B and C).

The findings included:
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1) Record review conducted on ,of
the file for Staff A, ini or, hired
on revealed no evidence of a
i G i with
Background Screening Reguirements.

2) Record review conducted on ,of
the file for Staff #8, i
Assistant, hired on , revealed no
evidence of a completed Altestation Of

Ct i with i
Requirements,

3) Record review conducted on L of
the personnel file for Staff #C, Caregiver hired on

revealed no evidence of a completed
Attestation Of Compliance with Background
Screening Requirements.

During an interview conducted on at
2:20 PM with Staff B (Administrator Assistant),
she stated that she did not know what an
Attestation of Compliance is and confirmed that
neither personnel file contained one.

Unclassified

408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee 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

22816

77830
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management agency, county health department,
or Department of Heaith as follows:

{a) Submit the plan within 30 days after initial
licensure 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, 1o a previously approved plan.

{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.

{d) Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.

{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved
comprehensive emergency management plan for
up 1o 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)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Govemnor if the
provider:

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

2. is currently licensed.

3. Does not have a provisional license,

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

{b}) An inactive ficense 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
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written 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
curtent, 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
ficensure fees and agency inspections indicating
compliance with ali requirements of this part and
applicable rules and statutes.

{4).. . Licensees providing residential or inpatient
services must utilize an online database
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 facifity

failed to submit their Comprenshive Emergency
Plan to the local

Management division for review on an annual
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basis.

During an interview conducted on at
11:28 AM with the Assistant Administrator (Staff
B), a request was made for the facility's

Comp ) Plan
{CEMP). A reveiw of the CEMP plan provided by
Staff B revealed the plan expired on .
Futther review of the document shows that the
plan was to be resubmitted for annual review 60
days prior to expiration. The Assistant
Administrator stated that the facifity had not
submitted the plan for the current year as
required. Therefore, the facility didn't have a
current CEMP.

Class Hll
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A000; Initial Comments A 000

An unannounced Relicensure and Generator
Monitoring survey was conducted on

at Senior Paradise LLC. Deficiencies were
identified at the time of survey.

A080| 420.52( ) FS; 59A-36.011(1) FAC Training - A080
Core & Competency Test

42952
{2) Administrators and.other assisted fiving 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, o 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 compstency 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 foliowing
topics:
(a) State law and rules refating 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 R
and how to meet those needs.
{d) Nutrition and food service, including
itation practices for
storing, and serving food.
{e) icati ing, and
proper techniques for assisting residents with
self-administered medication.
{f) Firesafety requirements, including fire
evacuation drill procedures and other emergency
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procedures.
{g) Care of persons with 's and
related

59A-36.011

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

{a) The assisted living facility core training
requirements established by the department
pursuant to 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 76%. ini who
have attended core training priorto | |

and managers who attended the core training
program prior o | , shall not be
required fo take the competency test.
Administrators ficensed as nursing home
administrators in accordance with chapter 468,
part li, F.S., are exempt from this requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related fo 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
requirements will be considered a new
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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
compstency test fee shall be remitted fo the entity
administering the test. A new 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, it was
determined that, the facility failed to ensure that
the Administrator Assistant completed the Core
Competency Examination within 3 months from
the date of hire, as required, for 1 out 2 sampled
staff { Staff B).

The findings included:

During an interview conducted on at
8:45 AM with Staff B (Administrator Assistant),
she stated that she is the Assistant Administrator.
The Administrator also stated, she had taken the
Core training and passed the Core Training
competency examination.

Review of the personne! file for Staff # B,
revealed she was hired on and the
Core Training completed on 11/18/2022.
However, there was no documentation indicating
that the Core Training competency examination
had been taken and passed.

During an interview conducted at 1:30
PM with Staff B, she confirmed that she had not
obtained the Core Training certification. Staff B
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acknowledged the findings.

Class il
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