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408.809(2) 435.05(2) 53A-35.090(20-3b)

-Ce

408.809 Background screening; prohibited
offenses.-
{2) Every 8 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shail request the Department of Law
Enforcement fo forward the person's | |
o the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolled in the Federal
Bureau of investigation's national retained print
nofification program. lfthe | of

such a person are not retained by the
Department of Law Enforcement under s.
943.,05(2)(g) and (h}, the person must submit

- electronically to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the . to the Federal Bureau of
Investigation for a national criminal history record
check. The | shall be retained by the
Department of Law Enforcement under s.
943.,05(2)(g) and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borme by
the licensee or the person |, | .The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
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professional licensure requirements of the
Department of Financlal Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 851,
provided that:

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

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

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

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

(2) Every employee must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.
() Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, | . herein incorporated by

, must be by the indivi
and retained by the provider upon hire to attest
that they mest the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
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offense. The of
Compliance is avaitable at
hitps://www.firules.org/Gateway/reference.asp?N
o=Ref-17724, and available from the Agency for
Health Care Administration's website at:
hitps://ahca.myflorida.com/health-care-policy-and
_oversi 1 i

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

{3) Results of Screening and Notification.

{a) Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignCnPortal.
{b) if 2 Level 2 criminal history is incomplete,
correspondence will be sent to the individual
being screened requesting the report and
court disposition information. Pursuant to Section
435.05(1)(d), F.S., the missing information must
be filed with the Agency within 30 days of the
Agency's request or the individual is subject to
disqualification in accordance with Section
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have the resuits of the levet It
packground accompanied by an attestation of
compliance for one out of four sampled staff
(Staff B).

Findings included:
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Areview of staffs’ records showed that Staff B
had a level || background screening completed on
, showed no attestation of compliance
available for review.
On at 2:29 PM, the Administrator stated,
"Maybe when | cleaned out her folder, | threw
away.”
Unclassified
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STATE FORM oo WeYG1t i continuation shoet 4 of 4



Agency for Healih Care Administration

PRINTED: 04/21/2028
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11966548 B.WING 03/24/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
17321 SW 109 AVENUE
HEAVENLY HOME CARE OF FLORIDA, INC
MIAMI, FL 33157
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE

AG00; Initiat Coraments

Are-licensure survey in conjunction with a
generator monitoring and a complaint
investigation (2026002686) was conducted at

Heavenly Care Of Florida Inc on . The
provider had deficiencies identified at the fime of
the survey,

A052 420.256( ) 59A-36.008(3) Medication -
$8=0 Assistance with Self-Admin

429.256
{3) Assistarnce 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
o the resident. For purposes of this paragraph,
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefitted by the manufacturer are considered

icati in previ i properly
labeled 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
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
or placing the dosage in another container and
helping the resident by lifting the container to his

AQ00

A052

or her B

{d) Applying | medications,
AHCA Form 3020-0001
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{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
{g) Assisting with the use of a , including
removing the cap of a . opening the unit
dose of soltution, and pouring the
i dose of i
the dispensing cup of the
{4) Assistance with seif-administration of
medication does not include:
{a) Mixing, » converting, or
.. 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 ina , of the body.
{d) Administration of | preparations.
{e) The use of irrigations or debriding agents
used in the treatment of a skin condition.
() Assisting with y ,or
preparations.
{g) Assisting with medications ordered by the
physician or health care professional with
prescriptive authority to be given "as needed,”
unfess 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

vinto
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reason for administration requires judgment or

discretion on the part of the unlicensed person.

(5) Assi with the self-administration of
ication by an unli person as

in this section shall not be considered

administration as defined in s, 465.003.

59A-36.008

{3) ASSISTANCE WIiTH
SELF-ADMINISTRATION.

{a) Any unficensed person providing assistance
with self-administration of medication must be

. . orolder, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F AC., 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
429.256(3), F.S., assistance with
self-administration of medication inciudes, orally
advising the resident of the name and dosage of
the medication and verbally prompting a resident
1o 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 reporied to the resident's
health care provider and documented in the
resident’s record.

{e) When a resident who receives assistance with

A0S52
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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 schedute 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 pursuant 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 t 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.S.
(g) As used in Section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
i ing vital signs and ing or
assessing a resident's condition.
{n) All trained staff must adhere to the facility's
controf policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to assist two out of
three sampled residents (Residents # 1 and # 2}
with seif-administration of medications within the
ailotted time according to regulation, which states
that the medications can be given from one hour
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before fo one hour after.
Findings included:

On at 8:07 AM observed the
Administrator assisting Resident # 1 and at 8:10
AM assisting Resident # 2 with self-administration
of medications.

A review of the medication observation record
revealed that the medications were scheduled to
be given at 7:00 AM. They had been given out of
the one hour after window.

On at 2:27 PM, the Administrator stated,
"Ok.”

Class il

429.176 FS; 429.52(  ),59A-36.01(1) FAC
Staffing Standards - Administrators

429,176 Notice of change of administrator.-If,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
] and has the i

core educational requirements under s. 429.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

428.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment

A0S52

AOT7
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as an administrator. Faiture fo do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 420.19.

inis ors licensed in with part i)
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.
{5) Administrators are required fo participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
{1) ADMINISTRATORS. Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to all
residents as required by chapters 408, part i,
429, part {, F.8., and rule chapter 89A-35, FAC.,
and this rule chapter.
{a) An administrator must:
1.Beatleast | o
2. if employed on or after
have, at a minimum, a high school d|ploma or
GED;
3. Be in compliance with Level 2 background
soreening requirements pursuant to sections
408.809 and 426.174, F.S.;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C., no later than 90 days after
becoming employed as a facility administrator.
Administrators who aftended core training prior to
. , are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, FAC.

rs who are not in i with
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these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facifity administrator, the
agency may permit an individual who otherwise
has not satisfied the fraining requirements of
subparagraph (1)(a)4. of this rule, 1o temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, FAC.; and,
2. Complete all additional training requirements if
the facility maintains licensure as an extended
congregate care or fimited mental health facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and heaith care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

i supervising a & of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency lest

i . and inui i
requirements as an administrator pursuant to
paragraph (1)(@) of this rule. Managers who
attended the core training program prior to

, are not required to take the
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competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1){(c} of this rule, and
may not . serve as an administrator
of any other facility.

{e) Pursuant to section 429.178, F.8, facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 31806-1006, , which
is incorporated by reference and available online
at

hitpe/fwww findles .
=Ref-09393.

.asp?Noe

This Statute or Rute is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that the Administrator that
administers two facilities, failed fo have a
manager appointed for each facility.

Findings included:

A review of Facility Finder showed that the
Administrator administers two facilities.

Areview of the facility roster showed that there
was no Assistant Administrator (Manager) listed.

On at 2:24 PM the Administrator stated
that she made a mistake on the roster and that
Staff D was the manager.

Class #ll
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§8=0 ! Staff
429.275

{2) The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,

ion of background ing, if

fon of with alt

training requirements of this part or applicable
rule, and a copy of all licenses or certification held.
Dby each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS,
{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of commurnicable

. in addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FA.C,,
2. Copies of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with leve! 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.$., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC,
8. Documentation verifying direct care staff and
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A8t

A 162,
88=D

Continued From page 9

administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facifity and the staffing agency or contractor as.
described in Rule 59A-36.010, FAC.
{c) The facitity must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of four sampled staff
{Staff B), had references furbished on the
application for employment.

Findings included:

A review of employee records showed that Staff B
had been hired on , showed her
application for employment dated

no references furnished.

had

On
"Ok.”

at 2:28 PM the Administrator stated,

Class il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS, Resident records
must be maintained on the premises and include:

A181

At62
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a) Resident demographic data as follows:
. Name,

. Race,
4. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

iti ‘s medicat ion form

in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,of
other services to be provided, supervised, or
implemented by the facility that require a health
care provider's order,
{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-36.012,
F.A.C., if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(f}, FA.C.
{fHHlA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident’s health assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in

{

1

2.
3.
5.
6.
7.
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writing that not be taken.
{g) For faciliies that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-36.006, FA.C,, if
stich consent is not included in the resident's
contract.
{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facility, including any addenduras to the contract
as described in Rule 59A-36.018, FAC.
{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 426.27, F.8.
{k) For any facility that maintains a separate frust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S,
(1) ¥ the resident is an reciplent, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3, CF-ES 1008,

, which is hereby incorporated by reference
and avatlable for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absernice of this form 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 Department of Children
and Families.
{m) Documentation of the

ofa
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health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident's

Form 1898, if applicable,
{p) For independent fiving residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement,

{4) Except for resident contracts, which must be
retained for 6 years, all resident records must be
retained. for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

(1) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

,DH

This Statute or Rule is not met as evidenced by:
Based on record review, observation and
interview, the facility failed to have an accurate
health assessment for two out of three sampled
residents (Resident # 1 and # 2).

Findings included:

A review of Resident # 1's heaith assessment
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completed on and Resident's # 2
completed on by the same doctor show
that both residents required assistance for
ambulation and transferring.
On from 7:50 AM to 10:20 AM, when the
residents left to the program, observed both
residents sitfing and standing up without
assistance, going to the backyard to smoke and
coming inside the house, and going in and
out of their bedrooms independently.
On at 2:26 PM the Administrator stated,
“they are wrong, | will teil the doctor to do it
again."
Class il
AL243 428.075(1) FS; 59A-36.011(9) FAC LMH - AL243
$8=D | Training
429.075

{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
heaith license, the facility administrator and the
staff of the facility who are in direct contact with
mental heaith 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 1l of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.
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59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 420.075, F.S_, the

administrator, managers and staff, who have

direct contact with mental health residents ina

ficensed limited 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 fraining 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 limited mental health license or within

6 months of employment in a limited mental

health facility.

b. Training received under this subparagraph may

count onoce for 6 of the 12 hours of continuing
required for inis

managers pursuant to section 429.52(5), F.S.

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

online, 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 freatment

goals;

{11} How to recognize changes in the resident's

status or sondition that may affect other services

received or may require intervention; and,

{ ) Crisis services and the

procedures.

3. For administrators and managers, the
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continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(5), F.8., 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 training certificates, pursuant to
subparagraph (a)2. of this subsection, are
retained in their personnet files.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
with fimited mental health component and two
mental health residents (Resident # 1 and #2)
failed to ensure that one out of four sampled staff
{Staff B) that had completed 8 hours of limited
mental heaith training, completed a 3 hours
continuing education in limited mental health
topics every 2 years.

Findings included:

Areview of staff records showed that Staff B had
completed 8 hours of fimited mental health
training on . showed that she had not

3 hours it fon in fimited
mental heaith topics every 2 years.

On at 2:40 PM, the Administrator stated,

AL243
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