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

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

{a) Upen 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 thatis
available online at no cost, The 1-hour training
program shall 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 related 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 completion.

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 empioyee with a copy of
the record of completion consistent with the
employer's written policies.

3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.

{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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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
0, 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 horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis 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 adveriises
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).

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,

icath ies, medicat ir i
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and stress management.
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic 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 personai 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 or a
related form of dementia. The continuing
education must cover at least one of the topics
included in the dementia-specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-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 (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
training and i ion of
the employee, 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.
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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, 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 complete iraining using
approved curricufum 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 facitity
failed to ensure 3 of 3 staff sampled (Staff A,
o ician, Staff B, o

and Staff C, ication 18}
completed the one-hour Alzheimer's disease and
related forms of dementia training from
Department of Elder Affairs within 30 days of hire
and Alzheimer's training Level Il within 8 months
of hire.

Findings:

Areview of employee records revealed Staff A,
Medication Technician, with a hire date of

September 06, 2022, Staff A's record did not
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have documentation evidence of a completed
one-hour Alzheimer's disease and related forms
of dementia training.

Areview of employee records revealed Staff B,
Medication Technician, with a hire date of April
04, 2025. Staff B's record did not have

jon evidence of a one-hour
Alzheimer's disease and related forms of
dementia training and Alzheimer's training Level
.

A review of employee records revealed Staff C,
Medication Technician, with a hire date of April
15, 2026. Staff C's record did not have

ion evidence of a one-hour
Alzheimer's disease and refated forms of
dernentia training.

During an Interview on April 2, 2026 at 12:10 PM,
the Business office stated "I can't bring up the
individual training, it's in a 500-page document.
Corporate is now the one assigning training, |
can't even log in to see it myseif. | had no idea
about the DOEA fraining, we don't have it.”

Class il

Initial Comments
Are-li and fnve

number 2026005093) was

at Paddock Ridge at Ocala on April 1, 2026
through April 2, 2026. Deficiencies were identified
at the time of the survey.

428.26(5-6) FS; 59A-36.006(2) FAC Admissions -
Health Assessment

22875
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429.26

{8) 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 oron a
form adopted by agency rute. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall 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 1o, continued
residency in, or the delivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medicat
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 be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfilfs the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
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by the Department of Children and Families must
have been examined by medical personnel 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
adrninistrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical sociat worker, or
psychiatric nurse, or an individual who is
supervised by one of these professicnals, and
determined to be appropriate to reside in an
assisted fiving facility. The documentation must
be in the facility within 30 days after the mentat
health resident has been admitied fo the facility.
An evaluation completed upon discharge from a
state mentai hospital meets the requirements of
this ion related to i 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 shall provide to the facility
administrater any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shall explain to the facility operator any special
needs of the resident and advise the operator
whort to call 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
optional state supplementation require such
assistance.
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59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
to-face medical inati bya

health care practitioner as specified in either

paragraph (&} 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 limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or therapy 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 Tuberculosis, Methicillin Resistant

Staphylococcus Aureus, Scabies or any other

communicable disease, which are likely to be

transmitted to other residents or staff,

7. Astatement 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 facllity; and,

8. The date of the examination, and the name,

signature, address, telephone number, and

ficense number of the examining health care

practitioner.

{b) When a health care practitioner conducts a

medical examination, the examination must be
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recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facifities, April 2021, which is
incorporated by reference and available onfine at:
http/www firules. .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 may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner. The
missing or omitted information must be obtained
and documented in the resident’s record within 30
days after the resident's admission to the facifity.
2. Omitted or missing information 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.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, 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 Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.

{e) Any orders issued by the health care
practiioner conducting the medical examination
for medications, nursing services, treatments,
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therapy, or therapeutic diets, may be attached to
the health . Ahealth care it
may attach a DH Form 1898, Florida Do Not
Resuscitate Order Form, for residents who do not
wish cardiopulmonary resuscitation to be
administered in the case of cardiac or respiratory
arrest.

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1081, F.S., is exempt from the examination
requirements of this subsection for up fo 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 facifity census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regutar
admission,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a heaith assessment completed
by a health care practitioner, accurately refected
the needs and services for 2 of 3 residents
sampled (Resident #8 and resident #10).

Findings include:

During an observation on April 2, 2026, at 9:00
AM, Resident #8 was observed sitting at the
dining room table in a wheelchalr with a small
plastic clear cup {medication cup) with medication
inside. There were ne staff present at this time.

A review of Resident #8's record revealed an
admission date of May 14, 2025. The residents

Health Assessment dated May 14, 2025, read,
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"able to self-Administer medication”.

During an Interview on April 2, 2026, at 9:13 AM,
the Director of Nursing stated, "The resident use
1o take her own medication but not at this time, it
changed awhile back."

A review of Resident #10's record revealed an

admission date of March 1, 2026. The residents
Health Assessment dated March 6, 2026, read,
"total assistance for transfers.”

During an interview on April 2, 2026, at 11:22 AM,
the Director of Nursing stated, "This is the first
time she noticed the 1823 for Resident #10
documented total assistance for transfers.”

Class il

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

428.256

{3) Assistance with seif-administration of
medication includes: {(a} Taking the medication, in
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 pharmacist and an insulin pen that is
prefitied by the manufacturer are considered
medications in previously dispensed, properly
{abeled containers.

{b) In the presence of the resident, confirming
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

A008

A052
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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 topical medications,

{e) Returning the medication container to proper

storage.

{f) Keeping a record of when a resident receives

assistance with self-administration under this

section.

{9) 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 dose of icati

the dispensing cup of the nebulizer.

{4) Assistance with seif-administration of

medication does not include:

{a) Mixing, compounding, converting, or

calculating medication doses, except for

measuring a prescribed amount of fiquid

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.

1into
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{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,"
unless the order is written with specific
that preciude | judgment

orn the part of the unficensed 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 tirme 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) Assi with the self-administration of

i by an unli person as
in this section shall not be considered
adrrinistration 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
administered medication pursuant to the training
requirements of Rule 58A-36.011, FAC., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.286, F.S.
and this rule.

{b) In addition to the specifications of Section
428.256(3), F.S., assistance with
self-administration of medication includes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
0 take medications as prescribed.

{¢) In order to facilitate assistance with
self-administration, trained staff may prepare and
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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 fo 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 presence 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 purstant to the requirements of
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. icati may be sep: 'y and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with seif-administration of
medication does not include the activities detailed
in Section 429.256(4), F.8.

{g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean

interpreting vitel signs and ing or
assessing a resident's condition.
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{h) Al 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 properly provide assistance with
self-administration of medication for 1 of 3
residents sampled {Resident #8)

Findings:

During an observation on April 2, 2026 at 9:00
AM, in dining room, Resident #8 was observed
with a small plastic clear cup {medication cup)
with medication inside.

During an interview on April 2, 2026 at 9:00 AM,

Resident #8 stated, "l was given the medication

this morning in my room but brought them out to
the dining room so | could take with food and not
on an empty Stomach”.

During an interview on April 2, 2026 at 9:10 AM,
Staff E, Medication Technician stated, "The
medication should not be done like that"

During an interview on April 2, 2026 at 9:13 AM,
the Director of Nursing stated, "The resident
{Resident #8] use to take her own medication but
changed awhile back.”

Class ll

B59A-36.008(8) FAC Medication - Storage and
Disposal

A0S52

A 055
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{8) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apariments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{b) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;

. The ication is rmined and d
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
5. The facility determines that, because of
physical and the itions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 59A-36.006, F.A.C.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and
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e, except that a
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which the refrigerator is
focated locked;
3. Accessible to staff responsible for filling
pill-organizers, assisting with self-administration
of ication, or inistert fcation. Such
staff must have ready access to keys or codes to
the medication storage areas at all times; and,
4, Kept separately from the medications of other
residents and properly closed or sealed.
{d) Medication that has been discontinued but
has not expired must be returned to the resident
or the resident’s representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident’s request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must retumn all
medications to the resident, the resident's family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at teast 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).
{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
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0 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy may return

i icinal drugs to the dispensing
pharmacy pursuarit to Rule 64816-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interviews, the facifity
failed to ensure medications were securely stored
in refrigerator located on 3 out of 4 hallways
observed.

Findings include:

During an observation on April 2, 2026 at 09:15
AM, Haliway 1 nurse station was observed. The
nurse station door was open, and the refrigerator
had no lock. The refrigerator had stored
medications inside. There were no staff in the
area at this time.

During an interview on April 2, 2026 at 09:15 AM,
Staff B fworking on Haliway 1] stated, "The lock
is not here. | cannot find it."

During an observation on Aprit 2, 2026 at 09:30
AM, Haltway 4 nurse station door was observed
open. A refrigerator was observed with a padiock
hanging on the door, that was not engaged in the
locked position. There were no staff in the area at
this time.

During an observation on April 01, 2026 at 11:30
AM, Haliway 2 nurse Station was observed. The
nurse station door was open and a padiock was
observed hanging from the refrigerator. The

padicck was not engaged in the locked position.

The refrigerator had stored medications inside.
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During an interview on April 1, 2026 at 11:45 AM,
Staff F, Medication Technician stated, "Nobody
will go in the refrigerator's. | have been here fora
iong time."
During an interview on April 1, 2026 at 12:20 PM,
the Director of Nursing stated, "They [the
refrigerators] should be locked."
Class il
A081 429.52(1 & 7) FS; 59A-36.011(2-3) FAG Training A081

- Staff in-Service

428.52

{1)(a) Each new assisted living facility employee
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 statement that the employee
completed 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 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 1-hour training required under s.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
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preservice orientation required under paragraph
(a)

{7) Facility staff shall 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 training 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
fiving facility employees who have not previously
completed core training as detailed 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 administrator, the preservice
orlentation 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 shali provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care to residents,
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other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service fraining 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 borme
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.

{c) Staff who provide direct care to 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.

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 rute 59A-8.0085,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

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

{f) All facility staff shall recelve 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 Rute is not met as evidenced by:
Based on record review and interview, the facifity
failed to ensure 2 of 3 staff sampled (Staff B,
Medication Technician and Staff C, Medication
Technician) received training in ADL /Behavioral
needs, Elopement Response, Reporting Major
Incidents, Reporting adverse Incidents, Facility
Emergency procedures, Incident reporting,
Resident Rights, Recognizing and reporting
resident abuse, neglect, and exploitation and
Safe food handling within 30 days of employment

Findings include:

A review of employee records revealed Staff B,

Medication Technician with a hire date of Aprit 04,
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2025. Staff B's record did not have

do fon evidence of ADL and
Behavioral needs, Elopement Response,
Reporting Major incidents, Reporting adverse
Incidents, Facility Emergency procedures,
Incident reporting, Resident Rights Recognizing
and reporting resident abuse, neglect, and
exploitation and Safe food handling training.

Areview of employee records revealed Staff C,
Medication Technician with a hire date of January
15, 2026. Staff C's record did not have

fon evidenice of ADL and
Behavioral Needs and Safe food handling
training.

During an interview on April 2, 2026 at 12:10 PM,
the Business Office Manager stated, "l can't bring
up the individual training’s, it's in a 500-page
document. Corporate is now the one assigning
training, 1 can't even log in to see it myself. | had
no idea about the DOEA training, we don't have
it

Class Hil

59A-36.011(4) FAC Training - HIV/AIDS

{4) HUMAN IMMUNODEFICIENCY
VIRUS/ACQUIRED IMMUNE DEFICIENCY
SYNDROME (HIV/AIDS). Pursuant to section
381.0035, F.S., all facility ernployees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on HIV
and AIDS, including the topics prescribed in the
section 381.0035, F.S. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be

A081

A082
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in with subsection (12), of

this rute.

This Statute or Rule is not met as evidenced by:
Based on record review and inferviews, the
facility failed to ensure 1 of 3 staff sampled (Staff
B, Medication Technician) received Human

i quired Immune D
Syndrome (HIV/AIDS) training within 30 days of
hire.

Findings include:

Areview of employee records revealed Staff B,

Medication Technician with a hire date of April 04,

2025. Staff B's record did not have
fon evidence of

HIVIAIDS
training.

During an interview on April 2, 2026 at 12:10 PM,
the Business Office Manager stated, "l can't bring
up the individual training's, it's in a 500-page
document. Corporate is now the one assigning
training, | can't even log in to see it myself. { had
no idea about the DOEA training, we don't have
it

Class il

59A-36.011(11) FAC Training - Do Not
Resuscitate Orders

{11) DO NOT RESUSCITATE ORDERS
TRAINING.
{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and

ing Do Not R itate Orders.
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{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding DNROs within 30 days after
employment.

{c) Training shall consist of the information
included in rule 58A-36.009, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 2 of 3 staff sampled (Staff B,

icati ician and Staff C, icati
Technician) received one hour of training in the
facility's policy and procedures regarding Do Not
Resuscitate Orders (DNRQ} within 30 days after
employment.

Findings include:

A review of employee records revealed Staff B,

Medication Technician with a hire date of April 04,

2025. Staff B's record did not have
jon evidence of

DNRQO training,

one-hour

A review of employee records revealed Staff C,

Medication Technician with a hire date of January

15, 2026. Staff C's record did not have
jon evidence of

DNRO training.

one-hour

During an interview on April 2, 2026 at 12:10 PM,
the Business Office Manager stated, "l can't bring
up the individual training’s., it's in a 500-page
document. Corporate is now the one assigning
training, 1 can't even log in to see it myself. | had
no idea about the DOEA training, we don't have
it
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