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Initiat Cormments

A complaint investigation (#2026001895) was
conducted at The Canopy at Beacon Woods on

. Deficiencies were identified at the
tme of the visit.

420.268( ) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

429.26
{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must be
recorded on the practitioner's form or on a form
adopted by agency rule. The medical examination
form, signed only by the practitioner, must be
submitted to the owner or administrator of the
facility, who shalf use the information contained
therein to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form may only be used to record the
practitioner's direct observation of the patient at
the time of examination and must include the
patient's medical history. Such form does not
guarantee admission to, continued residency in, or
the delivery of services at the facility and must be
used only as an informative too! to assist in the
ion of the appropri of the
resident's admission to or continued residency in
the facility. The medical examination form,
reflecting the resident's condition on the date the
examination is performed, becomes a permanent
part of the facility's record of the resident and must
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be made available to the agency during inspection
or upon request. An assessment that has been
through the Ci i
Assessment and Review for Long-Term Care
Services (CARES) Program fulfilis the
for a medical ination under this
subsection and s. 429.07(3)}(D)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnef within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency. The
completed form must accompany the resident and
be submitted to the facility owner or administrator.
Additionatly, in the case of a mental health
resident, the Department of Children and Families
must provide documentation that the individuat has
been assessed by a psychiatrist, clinical
psychologist, clinical sociat worker, or |
nurse, or an individual who is supervised by one of
these professionals, and determined to be
appropriate to reside in an assisted fiving facility.
The documentation must be in the facility within
30 days after the mental health resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mental hospital
meets the requirements of this subsection related
o appropriateness for placement as a mental
health resident provided that it was completed
within 90 days prior to admission to the facility.
The Department of Children and Families shalf
provide to the facility administrator any information
about the resident which would help the
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meet his or her ibifities under
subsection (1). Further, Depariment of Children
and Families personnel shall explain to the facility
operator any special needs of the resident and
advise the operator whom to cali should problems
arise. The Department of Children and Families
shall advise and assist the facility administrator
when the special needs of residents who are
recipients of | .
require such assistance.

59A-36.006

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph (a} or (b) of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a facility pursuant to Section

429.26(5), F.S. The examination must address the

following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional imitations,

2. An evaluation of whether the individual will

require supervision or assistance with the activities

of daily living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

or any cther
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communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted fiving facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and license
number of the examining health care practitioner.
{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , which is
incorporated by reference and available onfine at:
hitprAwww firules.c .asp?No=
Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. #f the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed fully,
then the omitted items rnay be obtained by the
administrator or designee either orally or in writing
from the health care practitioner. The missing or
omitted information rmust be obtained and
documented in the resident's record within 30
days after the resident’s admission to the facility.
2. Omitted or missing informiation received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided,

{¢) Medical examinations of residents placed by
the department, by the Department of Children and
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Farnilies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{d) An assessment that has been conducted
through the Comprehensive, Assessment, Review
and Evatuation for Long-Term Care Services
{CARES) program may be substituted for the
medical examination requirements of Section
428.28, F.$. and this rule.
{e) Any orders issued by the health care

iti the medical ination
for medications, nursing services, treatments,

. ., or therapeutic diets, may be attached to
the health A health care
may attach a DH Form 1896, Florida

Form, for residents whe do not

wish s . to be
administered in the case of or

{f) A resident placed in a facility on & temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and counted
in the facility census. A facility may not exceed its
ficensed capacity in order to accept such a
resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain resident records with an updated
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and completed copy of the Resident Health
Assessment form, AHCA Form 1823 for two
residents (#1 and #17) of five sampled residents.

Findings included:

Arecord review for Resident #1's AHCA Form 1823

showed Resident #1 was admitted to the facility

on . The 1823 was signed and dated on
. The 1823 form was missing the

facility's information on the first page and was not

updated-after Resident #1 was admitted to

hospice.

Arecord review for Resident #17's AHCA Form
1823, showed Resident #17 was admitted to the
facifity on . The 1823 was signed and
dated on . The 1823 form was missing
the Medical Examiner's address and telephone
number and was not marked as & risk after
rmultiple

During an interview on at 1115 p.m. the
Weliness Director agreed the 1823 form was
missing information for Resident #1 and Resident
#17.

{Photographic evidence obtained.}
Class il

A010 420.26( ) FS; 59A-36.006(4) FAC Admissions -
88=D! Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is

A008

AQ10

AHCA Form 3020-0001
STATE FORM

o

[zagil]

f continuation sheet 6 of 28



Agency for Healih Care Administration

PRINTED: 03/03/2026
FORM APPROVED

residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
continued residency for the type of license held by
the facility under this part. The following criteria
apply o the determination of appropriateness for
adraission and continued residency of an individual
in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private residential
setting if all requirements for providing that service
or treatment are met by the facility or a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the resident
can be met at the facility. The resident must have
a plan of care which delineates how the facility
and the hospice will meet the scheduled and
unscheduled needs of the residertt, including, #
applicable, staffing for nursing care.

{d)1. Except for a resident who is receiving
hospice setvices as provided in paragraph (¢}, a
facility may niot admit or retain a resident who is
bedridden or who requires 24-hour nursing
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admission of an individuat to the facility and for
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supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is confined
0 a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. Aresident may continue fo reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. # a facility is ficensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2} A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not have
financial interests in the facifity.

59A-36.008
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {a} through (c) of this subsection,
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criteria for continued residency in any licensed
facility must be the same as the criteria for

As part of the
criteria, a resident must have a ~to-
medical ination by a health care pi

at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the examination
must be recorded on the practitioner's form or on
AHCA Form 1823, which is incorporated by
reference in paragraph (2)(b) of this rule and must
be in with that
Exceptions to the requirement to meet the criteria
for continued residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant fo
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa |, |

may be retained provided that:
1. The resident contracts directly with a licensed
horme health agency or a nurse to provide care, or
the facility has a limited nursing services license
and services are provided pursuant to a plan of
care issued by a health care practitioner,
2. The condition is docurnented in the resident's
record; and,
3. #f the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged from
the facility.
{C)A . i resident who no longer meets
the criteria for continued residency may continue
1o reside in the facility if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
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consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need,;

2. Both the resident, or the resident’s tegal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facifity, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from the
assisted fiving facility's staff which are within the
scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.AC,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain an interdisciplinary care ptan that
described the care and services hospice provided
and those the facility provided and was agreed
upon by hospice, the facility, and the resident (or
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responsible party) for three residents (Resident #1,
Resident #15, and Resident #17) of five sampled
residents,

Findings included:

Arecord review for Resident #1, conducted on

, revealed Resident #1's date of
admission was on - Resident #1 did not
have an interdisciplinary care plan that specified
the care and services that hospice provided and
those that the facility provided and were agreed
upon by hospice, the facility, and the resident {or
resident's responsible party).

Acrecord review for Resident #15, conducted on

, revealed Resident #15's date of
admission was on . Resident #15 did
not have an interdisciplinary care plan that
specified the care and services that hospice
provided and those that the facifity provided and
were agreed upon by hospice, the facility, and the
resident (or resident's responsible party).

A record review for Resident #17, conducted on

. revealed Resident #17's date of
admission was on - Resident #17 did
not have an interdisciplinary care plan that
specified the care and services that hospice
provided and those that the facility provided and
were agreed upon by hospice, the facility, and the
resident (or resident's responsible party).

During an interview on at 15 p.m.,
the Wellness Director agreed the residents did not
have inferdisciplinary care plans in place that
described the care and services that were provided
by hospice and the care and services that were
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provided by the facility and agreed upon by
hospice, the facility, and the resident (or resident's
responsible party).
Class 1l
A025 429.26(7) FS; 59A-36.007(1) FAC Resident Care - A025
88=G

Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making |, for the
necessary care and services to freat the condition.
If the resident does not have a representative or
designee or if the resident’s representative or
designee cannot be located or is unresponsive,
the facility shall arrange with the appropriate
health care provider for the necessary care and
services to treat the condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:
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{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC,

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a general awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
farnily, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of additionat
services.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the facility
failed to provide adequate personal supervision and
oversight required for each resident to prevent

and implernent updated interventions for each
resident aftera . The facifity's lack of
implementation of updated interventions placed
three residents (#1, #3 and #15) of seven sampled
residents at risk for additionat

Findings included:

STATEMENT OF DEFICIENCIES (Xt) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11970327 B.WING 0211712026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
14025 LITTLE RD
THE CANOPY AT BEACON WOODS
BAYONET POINT, FL. 34667
(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES (v PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE colDA;LEUz
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICENCY)
A025] Continued From page 12 A025

AHCA Form 3020-0001

STATE FORM

o

czYPit

1 continuation sheet 13 of 28




Agency for Healih Care Administration

PRINTED: 03/03/2026
FORM APPROVED

Avreview of the facility's response policy
revealed staff present were required to follow the
procedure below:

- Care Plan will be updated for each

- 72 hour follow up will occur by staff to assure no
iatent injury discovered and resident stability is
maintained.

{Photographic evidence obtained)

Areview of hospital records for Resident #1, dated
, reveaied the following: "This elderly
female patient from an assisted lving facility
presents to the ED [Emergency Department]after
a  athome. The patient was found by nursing
home staff lying on the fioor with no witnessed
When asked to get up, [Resident #1] compiained
of severe, , specificaily localized to her
according to nursing staff. The patient has a recent
history of frequent and was seert in this ED on
Monday for another , during which imaging
revealed a T11 "

Areview of the facility's incident report dated
at 8:53 p.m. revealed the following:

"This nurse notified to come to resident's room.
Caregiver stated she went to check on the
resident, and she was found on her floor in the
fiving room on her . She immediately called
for assistance. This nurse assessed resident, she
has multiple scratches and reopened areas on

lower extremities and left arm. She
complained of | inher and was guarding
she also did not want to raise lower extremities
and stated | . 911 nofified for transfer, during
call they asked if any special equipment
necessary This nurse informed them she had a

in her previously and may need to
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use a backboard. They verbalized understanding.”

Avreview of Resident #1's Agency for Health Care
Administration heaith assessment form (AHCA
form 1823} dated , revealed Resident #1
had a diagnosis of and was risk.

Acrecord review of Resident #1's file revealed a
Service Plan for frequent but was not updated
after every |, per the facility's  policy.

Arecord review of Resident #1's progress notes
revealed Resident #1 had an unwitnessed  on
the following days:

- at 7:34 p.m.

- at 8:45 pm.

- at 2:20 p.m.

- at 1:25 am.

- at 12:00 p.m.

- at 7:30 p.m.

- at7: 15 am.

During an interview on at 10:55 a.m.,
Resident #1's family member stated Resident #1
had multiple times in a couple weeks. The
family member stated Resident #1 had

multiple bones from the . The family member
stated the facility had issues with staffing.

During an interview on at 11:07 a.m.,
Resident #2 stated the facility was lacking staff.
Resident #2 also stated Resident#3 hada  and
no one checked on Resident #3 after the incident.

During an interview on at 350 am.,
Resident #11 stated the facility was short staffed
sometimes.
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Staff In-Service

429.52

{1)(a) Each new assisted living facility empioyee
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 that the emp 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
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During an interview on at 11:05 a.m,,
Resident #15's family member stated the facility
did not have enough staff. Resident #15's family
member stated a few weeks ago, Resident #15
in the bedroom, and it took the facility about 15
minutes to check on Resident #15.
During an interview on at 1115 p.m,,
the Wellness Director agreed there have been
multiple and the care plans were not updated
after every.  for each resident to prevent
recurrence.
{Photographic evidence obtained)
Class It
A081: 420.52(1 & 7} FS; 59A-36.011( ) FAC Training - A081
88=D
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licensed as a limited mental health facility under
s. 420.075 is exempt from the training
reguirements under s. 430,5025(4)(d).

{c) i 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

(7) Facility staff shalt 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 fraining 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 living facility
employees who have not previously completed
core training as detafled 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 inis the preservice ori i

must cover:

1. Resident's rights; and,
2. The facility's ficense type and services offered

preservice orientation required under paragraph (a).
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by the facility.
(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
(a) Staff who provide direct care to residents, other
than nurses, certified nursing assistants, or home
heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training 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 | . s
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 fo residents, who
have not taken the core training program, shalf
receive a minimum of 1 hour in-service training
withint 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 facifity must use its

prevention policies and procedures when

offering this training.
{d) Staff who provide direct care to residents, other
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than nurses, CNAs, or home health aides trained
in accordance with rule 59A-8.0095, F.A.C., must
receive 3 hours of in-service training within 30 days
of ernployrment that covers the following subjects:
1. Resident behavior and needs.

2. Providing assistance with the activities of daily
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 employment in safe food
handling practices.

{f) All facility staff shall receive 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 Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have staff sign the two-hours pre-service
orientation for three (Welliness Director, Staff C,
and Staff E) of three employees. Furthermore, the
facility failed to have corpleted trainings regarding
incident reporting, adverse incident reporting,
emergency procedures, and activities of daily living
and behavioral needs for three (Weliness Director,
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Staff C, and Staff E) of three sampled employees.
Findings included:

Arecord review for the Wellness Director,
conducted on , revealed the Wellness
Director's employee record did not contain
evidence the employee had signed the two-hour
pre-service orientation. The Weliness Director's
employee record did not contain evidence the
employee completed incident reporting and
adverse incident reporting. The Wellness Director's
employee record had 0.5-hour of the one-hour
required emergency procedures training. The
Wellness Director was hired on

Arecord review for Staff C, conducted on

. revealed Staff C's employee record did
not contain evidence the employee had signed the
two-hour pre-service orientation. Staff C's
employee record did not contain evidence that the
employee completed incident reporting and
adverse incident reporting. Staff C was hired on

A record review for Staff E, conducted on

, revealed Staff E's employee record did
not contain evidence that the employse had signed
the fwo-hour pre-service orientation. Staff E's
employee record did not contain evidence the
employee completed incident reporting and
adverse incident reporting. Staff E's employee
record did not contain evidence the employee
completed activities of daily living and behavioral
needs training. Staff E was hired on

During an interview on at 1:00 p.m.,
the Wellness Director agreed the staff did not sign
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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 1o 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. Fagility records must
include:

{a) The facility's license displayedina
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 with a . ;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 3 resident is
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the two-hour pre-service orientation and did not
complete the trainings regarding incident reporting,
adverse incident reporting, emergency procedures,
and activities of daily living and behavioral needs.
Class il
A 160 59A-36.015(1) FAC Records - Facility A180
88=D
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not required if the facility is holding a bed for a
resident who is out of the facility but intending to
return pursuant to Rule 59A-36.018, FAC. if the
resident dies while in the care of the facility, the
log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents if
not included on the log described in paragraph (b).
{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C,, that must
be readily available by facility staff.

(e} The facifity's iability insurance policy required
in Rule 59A-36.013, FAC,

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's contract)
described in Rule 59A-36.006, F.A.C.

{h) I the facility advertises that it provides special
care for persons with ‘s or
related . & copy of alf such facllity
advertisements as required by Section 429.177,
F.8.

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

(3} Al food service records required in Rule
59A-36.012, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate.
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(k) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
1o Section 429.435, F.S., and rule Chapter
B69A-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, FA.C.,
issued within the last 2 years.
{m) Pursuant to Section 429.35, F.§, all

survey, i ion and i
investigation reports, and notices of sanctions and
moratoriums issued by the agency within the last
5 years.
{n) The facility's resident elopement response
policies and procedures.
{0) The facility's documented resident elopement
response drills.
{p) The facility's policies and procedures pursuant
1o subsection 59A-36.007(10), FAC,;
{a) The facility's prevention policies and
procedures;
{r) The facility's medication practices;
{s) The facility's policy on physical ;
{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 limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have an admission and discharge log that
noted the reason and home address of discharges
for four (#7, #8, #9, and #10) of four sampled
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residents,
Findings included:

Avreview of the facility's admission and discharge
log for Residents #7, #8, #9, and #10, conducted
on , revealed Residents #7, #8, #9, and
#10 did not have a reason noted for the discharge.
Residents #7, #8, and #10 had no address of the
home they were discharged to. Resident #7 was
admitted on and discharged on

. Resident #8 was admitted on

and discharged on .
Resident #9 was admitted on and
discharged on . Resident #10 was
admitted on and discharged on

During an interview on at 1:.00 p.m.,
the Wellness Director agreed there was no reason
for discharge noted, and the home address was
not noted.

{Photographic evidence obtained)
Class il

429.23( & ) FS Risk Mgmt & QA

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.-

{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
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reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly fo identify quality differences,

(2) Every facility licensed under this part is
required to maintain adverse incident reports. For
purposes of this section, the term, “adverse
incident" means:

{a) An event over which facility personnel could
exercise control rather than as a result of the
resident's condition and results in:

1. H

2. or damage;
3. Permanent :
4 or of bones or joints;

5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;

6. Any condition that requires the transfer of the
resident from the facility fo a unit providing more
acute care due to the incident rather than the
resident's condition before the incident; or

7. An event that is reported to law enforcement or
its personnel for investigation; or

{b) Resident elopement, if the elopement places
the resident at risk of harm or injury.

{3) Licensed facilities shail provide withint 1
business day after the occurrence of an adverse
incident, through the agency's online portal, or if
the portal is offline, by efectronic mail, a
preliminary report to the agency on all adverse
incidents specified under this section. The report
must include information regarding the identity of
the affected resident, the type of adverse incident,
and the status of the facility's investigation of the
incident.
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{4) Licensed facilities shall provide within 15 days,
through the agency's onfine portal, or if the portal
is offfine, by electronic mail, a fulf report to the
agency on all adverse incidents specified in this
section. The report must include the results of the
facility’s investigation into the adverse incident.
{6) L neglect, or | must be
reported to the Department of Children and
Families as required under chapter 415.

{7) The information reported to the agency
prrsuant to subsection (3) which relates to
persons ficensed under chapter 458, chapter 458,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional who
is subject to disciplinary action, in which case the
provisions of s. 456.073 apply. The agency may
investigate, as it deems appropriate, any such
incident and presctibe measures that must or may
be taken in response to the incident. The agency
shall review each incident and determine whether
it potentially involved conduct by a health care
professionat who is subject to disciplinary action,
in which case the provisions of s. 456.073 apply.
{8) If the agency, through its receipt of the adverse
incident reports prescribed in this part or through
any investigation, has reasonable betief that
conduct by a staff member or employee of a
ficensed facility is grounds for discipfinary action
by the appropriate board, the agency shafl report
this fact to such regulatory board,

(9) The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and are
not discoverable or admissible in any civil or
administrative action, except in disciplinary
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proceedings by the agency or appropriate
regulatory board.

{10) The agency may adopt rules necessary to
administer this section.

This Statute or Rule is not met as evidenced by:
Based on record review and interviews, the facility
failed to file an Adverse Incident Report (AIRS) to
the Agency for Healthcare Administration (AHCA)
within one business day for one resident (Resident
#1) out of one sampled resident.

Findings included:

Areview of Resident #1's hospital record
conducted on revealed Resident #1
was sent to the hospitat on and
. Resident #1 was diagnosed with a
ofthe |
, an acute nondisplaced
of the lateral condyle, an acute
nondisplaced of the left pubic
, an acute nondisplaced of the right
pubic bone, an acute nondisplaced of the
anterior right acetabulum, nondisplaced
atar . There was no evidence found
the facifity submitted an Adverse Incident Report to
the Agency for Health Care Administration.

mild acute
endplate of T11 |

Areview of Resident #1's clinical notes revealed on

at 8:53 p.m., Resident #1 was found
on the fioor in Resident #1's bedroom. Resident #1
complained of .. The nurse told
paramedics Resident #1 had a in Resident
#1's and would need & backboard for
fransport to the hospital.
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During an interview on at10:55 aum,,

Resident #1's family member stated Resident #1

had multiple times in the last couple weeks.

The family member stated Resident #1 had
muttiple bones from the

During an interview on at 1115 p.m.,
the Wellness Director agreed no AIRS was
submitted to AHCA after Resident #1's
{Photographic evidence obtained)
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59A-35.090(3)(c}, FAC Results of Screening &
Notification In File

59A-35.090 Background Screening.

{3) Resuits of Screening and Notification.

{c) The eligibility results of employee screening
and the signed Attestation referenced in
subsection 53A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure employees had a level |
background screening in the employee record for
one {Staff D) of two sampled employees.

Findings included:

A record review for Staff D, conducted on

, revealed Staff D did not have a level
background screening results in the employee
record. Staff D was hired on

During an interview on at 1:00 p.m.,
the Wellness Director agreed Staff D did not have
a level )l background screening result in the
employee record.

Unclassified

430.5025(4 & ) / 5
Training

{4) Employees of covered providers must complete
the following training for ‘s and
related forms of :

{a) Upon beginning employment, each employse
must receive basic written information about

22818

22875
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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 departrent.
1. The department shall provide training that is
available onfine at no cost. The 1-hour fraining
program shalf contain information on
understanding the basics about the most common
forms of . how to identify the signs and
symptoms of , and skills for
comenunicating and interacting with persons with

s or related forms of
. Arecord of the completion of the

training program must be made avallable fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of comptetion.
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 upen changing employment to
a different covered provider.
{c) Within 7 moriths after beginning employment
for a home health agency, nurse registry, or
companion or homeraker 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
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1o, 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 famity-care home, or an adult day care
center, each employee who provides personal care
must complete 3 hours of training in addition fo
the training required in paragraphs (8) and {b). The
additional training must include, but is not limited
to, behavior management, promoting the person's
independence in activities of daily living, skills in
working with families and caregivers, group and
individuat activities, maintaining an appropriate
environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adverlises and
provides, or is designated to provide, specialized
care for persons with k or
refated 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 employment,
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 s
communication strategies, medical information,
and stress management.
3. Thereafter, each employee who provides
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personat 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 or a 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 decumented in a rainimum 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 leaming

. chosen by the facility administrator.
On-the-job training may not account for more than
2 hours of continuing education each calendar
year.
{f)1. 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 fo 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 1o a covered provider.
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(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 ficensing board.

{9) Each person employed, , or referred
to provide services before , must
complete the fraining required in this section
before . Proof of completion of
equivalent training completed before |, | s
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 curriculum 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 that within six months of
employment employees completed the four-hour
{raining regarding ‘s and related
forms of for two {Staff D and
Staff F} of two sampled employees.

Findings included:

An employee record review for Staff D and Staff F,
conducted on , revealed Staff D and
Staff F's employee records did not contain
evidence that the employees completed the
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four-hour training regarding 's
and related . Staff D was hired on
. Staff F was hired on

During an interview on at 1:00 p.m,,
the Weliness Director agreed Staff D and Staff F
did not have evidence that the employees
completed the four-hour training regarding
and related forms of
within thirty days of employment.

Class Hl
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