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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(b) Until such time as the fingerprints are
enrolled in the national retained print arrest
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 January 1, 2028, 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 January 1, 2024, initial 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 January 1, 2024, 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.

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 fingerprint 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; sex; 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 an interview, the
facility failed to obtain a new criminal background
screening as required for 1 of 2 sampled
employees {Staff B, Medication Aide) who had a
break in service of more than 90 days from a
position that requires screening.

Findings include:

Review of employee records revealed Staff B,
Medication Aide, with a hire date of 10/07/25.
Staff B's record contained documentation of a
Level il background screening dated 10/07/25
with employment history from 06/12/24 to
10/03/24. The screening documents an eligibility
date of 05/13/24. Staff B's record revealed a
more than 90 day break in service from 10/03/24
to 10/07/25 and ne documentation evidence of a
new screening.

During an interview on 03/09/26 at 05:25 PM, the
AHCA Form 3020-0001
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Operations Manager stated, "l thought we had
resubmitted her background check. | can't find
the updated resuit.”

Class il

Z2Z875 430.5025(4 & 7-9) Alzheimer disease/dementia; 22875
Training

{4) Employees of covered providers must
complete the following training for Aizheimer's
disease and refated forrms of dementia:

{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have Alzheimer's
disease or related forms of dementia.

{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 department.

1. The department shall provide training that is
available onlfine at no cost. The 1-hour training
program shalf contain information on
understanding the basics about the most
common forms of dementia, how to identify the
signs and symptoms of dementia, and skills for
communicating and interacting with persons with
Alzheimer ' s disease or refated forms of
dementia. A record of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of compietion.

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

AHCA Form 3020-0001
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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.

{¢) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker 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
o, 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 farity-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of raining in addition
0 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
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with Alzheimer's
disease or related forms of dementia, 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).
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2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of
dementia-specific training. Such training must
include, but is not limited to, understanding
Alzheimer's disease and related forms of
dementia, the stages of Alzheimer's disease,
communication 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
efectronic learning technology. 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 hands-on experience to
help develop and refine the employee’s skills for
caring for a person with Alzheimer's disease ora
related form of dementia. The continuing
education must cover at least one of the topics
included in the dementia-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
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 technology 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 (¢), paragraph (d},
or paragraph () that is applicable to the covered
provider and the position in which the employee

AHCA Form 3020-0001
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will be working. The documentation verifying the
training and inui ion of
the employes, 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 totat
hours of continuing education required by that
practitioner's ficensing board.
{9) Each person employed, contracted, or
referred to provide services before July 1, 2023,
must complete the training required in this section
before July 1, 2026. Proof of completion of
equivalent training completed before July 1, 2023,
shall substitute for the training required in
subsection {(4). Each person employed,
contracted, or referred to provide services on or
after July 1, 2023, may compiete 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 interview, the facility
failed to ensure 2 of 2 staff sampled (Staff A,
Medication Aide, and Staff B, Medication Aide)
complete a 1-hour training program on
Alzheimer's Disease and Related Dementia
{ADRD) provided by the Department of Elder
Affairs (DOEA) within 30 days after beginning
AHCA Form 3020-0001
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Findings include:

Review of employee records revealed Staff A,
Medication Aide with a hire date of 10/07/25. Staff
A’s record did not have documentation evidence
of a complete a 1-hour training program provided
by the department.

Review of employee records revealed Staff B,
Medication Aide with a hire date of 10/07/25. Staff
B's record did not have documentation evidence
of a complete a 1-hour training program provided
by the department.

During an interview on 03/09/26 at 03:27 PM, the
Operations Manager stated, "You're going to have
to ding us on that. | thought Level 1 and 2
Alzheimer's training would count for that
requirement. | didn't know they needed to do a
video from DOEA."

Class il
AQ00, Initial Comments A0CO

An unannounced re-licensure survey with Limited
Mental Health and Emergency Power Plan

itoring was atPure R fon of
Crystal River on March 8, 2026, Deficiencies
were identified at the time of the survey.

A052 428.256(3-5); 59A-36.008(3) Medication - A052
Assistance with Self-Admin

429.256
(3) Assistance with self-administration of
medication includes: (&) Taking the medication, in

AHCA Form 3020-0001
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its previously dispensed, properly labeled
container, from where it is stored, and bringing it
to the resident. For purposes of this paragraph,
an insulin syringe that is prefilled with the proper
dosage by a pharmagist and an insulin pen that is
prefilied by the manufacturer are considered
medications in previously dispensed, properly
labeled containers.
{b) In the presence of the resident, confinning
that the medication is intended for that resident,
orally advising the resident of the medication
name and dosage, opening the container,
removing a prescribed amount of medication
from the container, and closing the container. The
resident may sign a written waiver to opt out of
being orally advised of the medication name and
dosage. The waiver must identify all of the
medications intended for the resident, including
names and dosages of such medications, and
must immediately be updated each time the
resident's medications or dosages change.
{c) Placing an oral dosage in the resident’s hand
or placing the dosage in another container and
helping the resident by lifting the container to his
or her mouth.
{d) Applying topicat medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with seif-administration under this
section.
{g) Assisting with the use of a nebulizer, including
removing the cap of a nebulizer, opening the unit
dose of nebulizer solution, and pouring the

i P dose of ication into
the dispensing cup of the nebulizer.
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing, compounding, converting, or

AHCA Form 3020-0001
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calculating medication doses, except for
measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c) Administration of medications by way of a tube
inserted in a cavity of the body.
(d) Administration of p
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
{f) Assisting with rectal, urethral, or vaginal
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority 1o be given "as needed,”
unless the order is written with specific
that preclude i judgment

on the part of the unlicensed person, and the
resident requesting the medication is aware of his
or her need for the medication and understands
the purpose for taking the medication.
{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.
{5) Assistance with the self-administration of

ication by an unli person as ‘
in this section shalt not be considered
administration as defined in s. 465.003.

59A-36.008

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.

{a) Any unlicensed person providing assistance
with self-administration of medication must be 18
years of age or older, trained to assist with self

AHCA Form 3020-0001
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administered medication pursuant to the training
requirements of Rule 59A-36.011, F.AC., and
must be avaifable o assist residents with

in with
procedures described in Section 429.256, F.S.
and this rule.
{b) In addition to the specifications of Section
429.256(3), F 8., assistance with
setf-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
10 take medications as prescribed.
{c) In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.
{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.
{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presenice in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon leaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of

AHCA Form 3020-0001
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subsection (2}, and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4, Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activities detafled
in Section 429.256(4), F.S.

{g) As used in Section 420.256(4)(h), F.S., the
terms “judgment” and "discretion” mean

i ing vital signs and ing or
assessing a resident's condition.

{h) All trained staff must adhere to the facility's
infection control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure 3 of 3 sampled residents
{Resident #1, Resident #5, and Resident #7}
received proper assistance with
self-administration of medication by failing to
prepare medications in the presence of the
resident and failing to orally advise the residents
of the medication name and dosage.

Findings include:

During a medication observation conducted on
03/09/26 at 01:17 PM, Staff A, Medication Aide,
was observed assisting Resident #1 with
self-administration of medication. Staff A did not
orally advise Resident #1 of the medication
names and dosages before handing him the
medication.
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During & medication observation conducted on
03/09/26 at 01:18 PM, Staff A, Medication Aide,
was observed assisting Resident #5 with
self-administration of medication, Staff A did not
orally advise Resident #5 of the medication
names and dosages before handing her the
medication.

During a medication observation conducted on
03/09/26 at 01:21 PM, Staif A, Medication Aide,
was observed assisting Resident #7 with
self-administration of medication. Staff A did not
orally advise Resident #7 of the medication
names and dosages before handing him the
medication.

During an interview on 03/09/26 at 01:32 PM,
Staff A stated, "I don't usually tell them the name
of the medication because they already know
what they're taking."

During an interview on 03/09/26 at 05:10 PM, the
Operations Manager said, "that's not the right
response, she should tell them what they're
taking every time. | have never heard of a
waiver,"

Class #ll

A078 50A-36.010(2) FAC Staffing Standards - Staff AQ78

(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
individuat does not have any signs or symptoms
of communicable disease. The examination
performed by the health care provider must have
been conducted no earlier than 8 months before
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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 tuberculosis
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
tuberculosis testing materials satisfies the annual
tuberculosis examination requirement. An
individual with a positive tuberculosis test must
submit a health care provider's statement that the
individual does not constitute a risk of
communicating tuberculosis.
2. 1f any staff member has, or is suspected of
having, & i disease, such individual
must be immediately removed from duties untita
written statement is submitted from a health care
provider indicating that the individual does not
itute a risk of itting a icabl
disease.
{b) Staff must be qualified to perform their
assigned duties consistent with their level of
o, training, p ion, and exper

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

ificath to observe residents, to d it
observations on the appropriate resident's record,
and to report the observations to 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, FAC.
{d} An assisted living facility contracting to
provide services to residents must ensure that
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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
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff contracted by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
faited to document evidence of an annual
negative tuberculosis examination and failed fo
ensure staff submitted a written statement from a
health care provider documenting that the
individual does not have any signs or symptoms
of communicable disease within 30 days after
beginning employment for 1 of 2 staff sampled
{Staff A, Medication Aide) .

Findings include:

Review of employee records revealed Staff A,
Medication Aide with a hire date of 10/07/25. Staff
A's record did not have documentation evidence
of an annual tuberculosis examination. Staff A's
record also revealed no written statement from a
health care provider documenting that the
individual does not have any signs or symptoms
of communicable disease.

During an interview on 03/09/26 at 05:25 PM, the

AQ78
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Operations Manager stated "These documents
we're missing, we shouldn't have missing. | can't
find them.”

Class #Hl

A D79 59A-36.010(3) FAC Staffing Standards - Levels AOT9

{3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents Staff Hours/Week

0-5 168

6-15 212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 416
66-75 457
76-85 498
86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. independent living residents, as referenced in
subsection 53A-36.015(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personal,
fimited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.

3. Atleast one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all times
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when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

4. In facilities with 17 or more residents, there
must be at least one staff member awake at all
hours of the day and night.

5. A staff member who has completed courses in
First Aid and Cardiopulmonary Resuscitation
{CPR) and holds a currently valid card
documenting completion of such courses must be
in the facility at all times.

a. Dogcumentation of attendance at First Aid or
CPR courses pursuant to subsection
59A-36.011(5), F.A.C., satisfies this requirement.
b. A nurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part i, F.S.
considered as having met the course
requirements for both First Aid and CPR,

6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is at least 21 years of age mustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a totaf of 80 days within a
calendar year, without being an administrator or
manager.

7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.

8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing Hours, provided the administrator or
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manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.

9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted,
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
faciliies, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents’ scheduled and unscheduled
service needs, resident coniracts, and resident
care standards as described in rule 59A-36.007,

{c) The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facitity
must make the daily work schedules of direct
care staff available o residents or their
representatives.

{d) The facility must provide staff immediately
when the agency determines that the
requirements of paragraph (a) are not met. The
facility must immediately increase staff above the
minimum levels establtshed in paragraph (&), if
the agency that upervision
and care are not being provided to residents,
resident care standards described in rule
59A-36.007, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents'
contracts. The agency will consult with the facility
administrator and residents regarding any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
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additional staff when the facility fails to meet the
fire safety standards described in rute chapter
B9A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.

1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time
specified in the notification indicating how the
increased staffing is to be achieved fo meet
resident service needs. The plan wilt be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facifity will no
fonger be required to maintain a plan with the
agency.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a fimited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 59A-36.020,
B59A-36.021 or 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain the minimum staff hours per
week according 1o the facility census.

Findings include:
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Review of the facility census conducted on
03/09/26 revealed 10 residents, requiring 212
staff hours per week.

Review of the facility staffing schedules
conducted on 03/09/26 revealed that for February
2026 and March 2028, one staff member was
scheduled for the 07:00 AM to 07:00 PM shift
every day, and one staff member was scheduled
for the 07:00 PM to 07:00 AM shift every day, for
a totat of 168 staff hours per week.

During an interview on 03/09/26 at 05:10 PM, the
Qperations Manager stated, "The census has
been 10 during the time covered in the staffing
schedules | provided. Typicatly, there is only one
staff member on each 12-hour shift. Sometimes |
come in to help, but that's not enough to make up
for the 40-hour difference in minimum staffing
hours. | was not aware of the minimum staffing
hours requirement.”

Class #Hl

A081] 420.52(1 & 7) FS; 59A-36.011(2-3) FAC Training A081
- Staff in-Service

428.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must aftend a preservice orientation provided by
the facility before interacting with residents. The
preservice crientation 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,
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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 t-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(&)

{7) Facility staff shall participate in inservice
training relevant fo 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
{raining topics may be issued to a participating
staff member if the training is provided in a single
training course.

B59A-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)

{p) 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
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record.

{d) In addition fo topics that may be chosen by
the facility administrator, the preservice
orientation 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 shall provide or
arrange for the following in-service fraining 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 infection control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
infection control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to blood borne
pathogens, 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.

{¢) Staff who provide direct care fo 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.

AHCA Form 3020-0001
STATE FORM 520 4841 1 contingation sheet 21 of 32



PRINTED: 03/23/2026

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11953517 e — 03/09/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
125 NE 9TH AVENUE
PURE RESTORATION ASSISTED LIVING OF CRYSTAL
CRYSTAL RIVER, FL. 34429
(X4) 1D SUMMARY STATEMENT OF DEFICIEENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A081] Continued From page 21 A0B1

2. Recognizing and reporting resident abuse,
neglect, and exploitation. The facility must use its
abuse 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 rule 59A-8.0098,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

{&) 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. Alt facility staff shall be provided with a copy of
the facility'’s resident elopement response policies
and procedures.

2. Al facifity staff shall demonstrate an
understanding and competency in the

i ion of the elop

policies and procedures,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure 1 of 2 staff sampled (Staff A,
Medication Aide) receive in-service training
regarding the facility's resident elopement
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response policies and procedures within thirty
{30} days of employment.

Findings include:

Review of employee records revealed Staff A,
Medication Aide, with a hire date of 04/02/25.
Staff A's record revealed no documentation
evidence of elopement response training.

During an interview on 03/09/26 at 05:25 PM, the
Operations Manager stated, "These documents
we're missing, we shouldn't have missing. | can't
find them.”

Class #ll

AL241] 428.075(3-4); 59A-36.020(2) FAC LMH - Recerds AL241

429.075

{3) A facility that has a limited mental health
license must:

{a) Have a copy of each mental heaith resident’s
community fiving support plan and the
cooperative agreement with the mental health
care services provider or provide written evidence
that a request for the community living support
plan and the cooperative agreement 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 ptan and the agreement
may be combined.

{b) Have documentation provided by the
department that each mental health resident has
been assessed and determined to be able to live
in the community in an assisted tiving facility that
has a limited mental health license or provide
writien evidence that a request for documentation
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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 & 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) A facility that has a limited mental health
ficense may enter into a cooperative agreement
with a private mental heatth provider, For
purposes of the limited mental health license, the
private mental heaith provider may act as the
case manager.

59A-36.020

(2) RECORDS.

{a) A facility with a limited mental heatth license
must maintain an up-to-date admission and
discharge log containing the names and dates of
admission and discharge for all mental heaith
residents. The admission and discharge log
required in rule 58A-36.015, F.A.C,, satisfies this
condition provided that alf mentai health residents
are clearly identified.

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

{c) Resident records must include:

1. Decumentation, 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.8., and that the resident is receiving
social security disability or supplementat security
income and optional state supplementation as
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follows:
a. An affirmative statement on the Alternate Care
Certification for Optiona! State Supplementation
{O88) form, CF-ES 1006, October 2005, 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 SSl.or
88Dl due to a mental disorder,
b. Written verification provided by the Social
Security Administration that the resident is
receiving S5t or 88D for a mental disorder. Such
verification may be acquired from the Social
Security Administration upon obtaining a release
from the resident permitting the Sociat Security

i ion to provide such § 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
mental disorder. The case manager or other
mental health care provider must consider the
foliowing minimum criteria in making that
determination:
{I) The resident is eligible for, is receiving, or has
received mentat health services within the last 5
years, or
{1} The resident has been diagnosed as having a
severe or persistent mental disorder.
2. An appropriate placement assessment
provided by the resident's mental health 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, psychiatric nurse, or an individual
supervised by one of these professionals.
a. Any of the following documentation that
contains the name of the resident and the name,
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signature, date, and license number, if applicable,
of the person making the assessment, meets this
requirement:

{1) Completed Alternate Care Certification for
Optionat State Supplementation (OSS) form,
CF-ES Form 1006,

{1 Discharge Statement from a state mental
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 facility, or
{I1t) Other signed statement that the resident has
been assessed and found appropriate for
residency in an assisted living facility,

. A mentat 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
facility to execute a new resident contract or
admission agreement will be considered a new
admission and the resident's mental heaith 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 five
in the assisted living facility and the community,
b. includes the clinical mental health services to
be provided by the mentai health care provider to
help meet the resident's needs, and the
frequency and duration of such services

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

d. includes the obligations of the facility to
facilitate and assist the resident in attending
appointments and arranging transportation to
appoiniments 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,

1. Includes a list of factors pertinent to the care,
safety, and welfare of the mentat health resident
and a description of the signs and symptoms
particular to the resident that indicate the
immediate need for professional mental health
services,

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 to sign
the plan, the resideni'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 behavioral
health,

i. May include the Cooperative Agreement
described in subparagraph (2)(c)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 to review the document.

4. Cooperative Agreement. The mental health
care provider for each mental health resident and
the facility administrator or designee must
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prepare a written statement, within 30 days of the
resident's admission to the facility or receipt of
the resident's appropriate placement

is later. The
a. Provides procedures and directions for
accessing and after-h care for

the mental health resident. The provider must
furnish the resident and the facility with the
provider's 24-hour emergency crisis telephone
number;

b. 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.S.;

©. May cover ali mental health residents of the
facility who are clients of the same provider; and,
d. May be included in the Community Living
Support Plan described in subparagraph (2)(c)3.
5. Missing documentation will 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,
fitle, and phone number of the person to 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 interview and record review, the facility
falled to maintain an up-to-date admission and
discharge log containing the names and dates of
adraission and discharge for all mental health
residents for (Resident #7 and Resident #8).
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Findings include:
During an interview on 03/09/26 at 10:20 AM, the
Operations Manager identified Resident #7 and
Residertt #8 as mental health residents.
Review of facility records conducted on 03/09/26
revealed no documentation evidence of an
admission and discharge log that clearly identified
any mental health residents.
During an interview on 03/09/26 at 04:30 PM, the
Operations Manager stated, " can't find the
whole admission and discharge log.”
Class #l
AL243 429.075(1) FS; 59A-36.011(9) FAC LMH - AL243

Training

428.075

{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted fiving facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
health 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 related 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 Il 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 Famifies.
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59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.
{a) Pursuant to section 429.075, F.8,, the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed fimited mental health facility, must
receive the following training:
1. A minimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training 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 fimited mental health license or within
6 months of employment in a limited mentat
health facility.
b. Training received under this subparagraph may
count once for 6 of the 12 hours of continuing

ion required for in:
managers pursuant to section 429.52(5), F 8.,
and subsection (1) of this rule.
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:
{1} Mental health needs, services, behaviors and
appropriate interventions;
{11y Resident progress in achieving treatment
goals;
{I1t) How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{IV) Crisis services and the Baker Act
procedures.
3. For administrators and managers, the
continuing education requirement under this
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subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to 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 shall 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 to 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

{a)2. of this ion, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure staff sampled (The Administrator)
completed a minimum of 6 hours of specialized
training in working with individuals with mental
health diagnoses approved by the Department of
Children and Families within 6 months of
employment in a limited mental health facility.

Findings include:

Review of empioyee records revealed the
administrator with & hire date of 01/22/18. The
administrator's record did not have

do fon evidence of 6 hours of
specialized training in working with individuals
with mental health diagnoses provided or
approved by the Department of Children and
Families.
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During an interview on 03/09/26 at 05:25 PM, the
Operations Manager stated, "These documents
we're missing, we shouldn’t have missing. | can't
find them.”

Class il
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