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Initial Comments

Arelicensure, emergency power plan monitoring,
health facility reporting system, complaint
investigation for #2026002639, #2026002681,
and #2026002897 survey was conducted at
Brookdale Deer Creek Sarasota on 4/13/25.

Deficiencies were identified at the time of the
survey.

59A-36.007(5) FAC; 429.28(1-2) FS 429.27
Resident Care - Rights & Facility Procedures

59A-36.007

{5} RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bilf of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant {o Rule
59A-36.006, F.A.C.

{b) In accordance with Section 429.28, F.S,, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures, The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c} The telephone number for lodging complaints
against a facility or facility staff must be posted in
fult view in a common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; Disability Rights Florida,
1(800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toll-free
telephone number of the Florida Abuse Hotline,

A Q00

AQ30
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1(800)96-ABUSE or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.008, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. Alcohol and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident abuse, neglect, and
exploitation;

6. Administrative and housekeeping schedules
and requirements;

7. Infection control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical restraints.

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access o a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 428.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
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residents do not have private telephones, there
must be, at a minimum, a readily accessibie
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-

{1} No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Fiorida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living envirecnment,
free from abuse and neglect.

(b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of 9 a.m. and 8 p.m.
at a minimum. Upon request, the facility shali
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
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representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility to provide safekeeping for funds as
provided in s. 429,27

{g) Share a room with his or her spouse if both
are residents of the facility.

(h) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.

{i) Exercise civil and refigious liberties, including
the right to independent personal decisions. No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.

{j) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care" means the management of
medications, assistance in making appointments
for health care services, the provision of or
arrangement of transportation fo health care
appointments, and the performance of health
care services in accordance with s, 429.255
which are consistent with established and
recognized standards within the community.

(k) At least 45 days' notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally incapacitated, the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
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representative, The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility to terminate the residency of an individual
without notice as provided herein, the facility shalf
show good cause in a court of competent
jurisdiction.

(i) Present grievances and recommeand changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without restraint, interference, coercion,
discrimination, or reprisal. Each facility shall
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, obligations, and
prohibitions set forth in this part is posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Abuse Hotline operated by the
Department of Children and Families, and, if
applicable, Disability Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
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retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a felephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman council, the Eider
Abuse Hotline operated by the Department of
Children and Families, and Disability Rights
Florida,

429.27 Property and personal affairs of
residents.-

{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated
incompetent or incapacitated under state law,
managing his or her own affairs.

{b} The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shall
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to honor resident rights for receiving and
visiting with any person of his or her choice for 1
{Resident #8) of 5 residents reviewed for
receiving visitors at the facility.

The findings included:
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On 4/13/26 at 9:35 a.m., during an interview,
Visitor #1 said she is not permitted to visit
Resident#8. She said she has been friends with
Resident #8 for more than 26 years and they
belonged fo the same church.

On 4/13/26 at 10:00 a.m., during an interview,
Visitor #2 said he is not permitted to visit
Resident #8, the facility staff has told him he is
not allowed fo visit Resident #8.

On 4/13/26 at 10:15 a.m., during an interview,
Visitor #3 said he is not permitted to visit
Resident #8. The facility has not been allowing
him to visit Resident #8.

On 4/13/26 at 10:37 a.m., during an interview the
Executive Director (ED) said in the beginning the
church friends were free to visit Resident #8. The
ED said there was a list of church friends who
were kept off the visitor fist uniess Resident #8
family member could be there to supervise. The
ED said the great-niece is the emergency
contact, but not the Durable Power of Attorney
{DPOA) for Resident #8. The ED said Resident
#8 is interviewable and does not fack capacity to
make decisions.

Record review for Resident #8's revealed
documentation of a Durable Power of Attorney
{DPOA) for Resident #8, Resident #8's husband
and two nephews were listed as the resident's
agents. The husband has deceased and the
nephews do not reside in Florida. Resident #8's
great-niece was not listed as an agent in the
DPOA. The great niece fives local and is the
emergency contact #1. The documentation of
DPOA provided by the facility lacked the
signature pages inclusive of Resident #8's and
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any witness signatures. There were no
guardianship papers and no letter of
incapacitation on file for Resident #8.

On 4/13/26 at 11:25 a.m,, during an interview,
Resident #8 said she has memory problems and
that is why she lives at the facility. Resident #8
said she does not know what the rift is between
her family and her church friends, but she would
fike for the church friends to visit her at the
facility.

On 4/13/26 at 12:50 p.m., during an interview
Medication Technician (MT) Staff A said Resident
#8's great-niece gave the facility a list of
acceptable visitors, If the visitor's name was not
on the list, then they could not visit Resident #8.
Staff A said there was one incident where a
husband and wife were visiting Resident #8.
They were asked to leave because they were not
on the list of acceptable visitors provided to the
facility, and he has not seen them visit recently.

On 4/13/26 at 1:00 p.m., during an interview, the
Heaith and Weliness Director (HWD) said
Resident #8's visitors are restricted to immediate
family only. The HWD said Resident #8's family
were concerned the church friends were trying to
obtain money from Resident #8, and the
great-niece heard about it, and notified the DPOA
who gave the facility the list of who could visit and
who could not visit Resident #8 at the facility.

The HWD said Resident #8 has no visitors except
immediate family, she believes Resident #8
should be able to have visitors of her choice.

On 4/13/26 at 4:00 p.m., during an interview the
ED said she did not have a copy of the DPOA
documents with the required signature pages.
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A 052 429.256(3-5), 50A-36.008(3) Medication - A052

88=D | Assistance with Self-Admin

429.256

{3} Assistance with self-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
prefilled 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
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) Piacing 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
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{g) Assisting with the use of a nebulizer, including
remaving the cap of a nebulizer, opening the unit
dose of nebulizer solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the nebulizer.

(4) Assi e with self-adminisiration of
medication does not include:

{a) Mixing, compounding, converting, or
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 parenteral preparations.

{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 to be given "as needed,”
uniess the order is written with specific
parameters that preciude independent 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
medication by an unlicensed person as described
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in this section shall 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 seif-administration of medication must be 18
years of age or oider, trained to assist with self
administered medication pursuant to the training
requirements of Rule 59A-36.011, F.A.C., and
must be available to assist residents with
self-administered medications in accordance with
procedures described in Section 429.256, F.S.
and this rule.

{b) In addition to the specifications of Section
429.256(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
to take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such fems 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:
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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 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. 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 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
interpreting vital signs and evaluating 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, record review, and
interview the facility failed to ensure staff who
assist with self-administration of medications do
s0 appropriately to orally advise of the names and
doses of the medications being given for 2
{Resident #3, #5) of 3 observed.

The Findings Include:

On 4/13/26 at 4:00 p.m., during cbservation of the
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Medication pass, Medication Technician (MT)
Staff A provided to Resident #3 Sucralfate 1gm .
MT Staff A failed to orally advise the names and
doses of the medications being given.

On 4/13/26 at 4:04 p.m., during observation of the
Medication pass, Medication Technician (MT)
Staff A provide to Resident #5 Quetiapine 25myg,.
MT Staff A failed to orally advise the names and
doses of the medications being given.

On 4/13/26 at 4:10 p.m, during an interview Staff
A stated that he usually advise of the names and
doses but did not tell Resident#3 because it was
a new medication that he could not pronounce.

On 4/13/126 at 4:80 p.m.during an interview the
Executive Director (ED) said explaining the
names and doses of the med's given are part of
assisting with self-administration of medications.
the ED acknowledged Staff A did not follow
proper protocols required.

Class it

59A-36.008(5) FAC Medication - Records

{5) MEDICATION RECORDS.

{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
or a medication listing with the prescription
number, the name and address of the issuing
pharmacy, the health care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for

use.
{b) The facility must maintain a daily medication
observation record for each resident who

A052

A0B4
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receives assistance with self-administration of
medications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:

1. The name of the resident and any known
allergies the resident may have;

2. The name of the resident's health care
provider and the health care provider's telephone
number;

3. The name, strength, and directions for use of
each medication; and,

4. Achart for recording each time the medication
is faken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c} For medications that serve as chemical
restraints, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the
redication.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed toensure staff who assisit with
self-administration of medicaitons immediately
update the Medication Observation Record each
time a medication is given for 2 (Resident #3 and
#5) of 3 residents observed.

The findings included:

On 4/13/26 at 4:00 p.m., during cbservation of the
Medication pass, Medication Technician (MT)
Staff A provided to Resident #3 Sucralfate 1gm.
Further observation showed MT Staff A failed to
immediately document in the Electronic
Medication Observation Record (EMOR) the
medication was given.
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On 4/13/26 at 4:25 p.m; record review of the
EMOR for Resident #3, showed the Sucralfate
observed given at 4:00 pm was not documented
as given.

On 4/13/26 at 4:04 p.m., during observation of the
Medication pass, MT Staff A provided to Resident
#5 Quetiapine 25mg, Further observation MT
Staff A failed to immediately document in the
Electronic Medication Observation Record
{EMOR) the medication was given.

On 4/13/26 at 4:25 p.m; record review of the
EMOR for Resident # 5, showed the Quetiapine
25 mg observed given at 4:04 pm was not
documented as given.

On 4/13/26 at 4:50 p.m., during an interview the
Executive Director said during the med pass,
medicaitons are to be documented right after they
are givenfadministered. The ED reviewed the
EMOR provided at 4:20 p.m and acknowledged
the medications ebserved given and not yet
documented.

Class it
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27814 435.12(2)(b-d}, FS Background Screening 27814
Clearinghouse

435.12 Care Provider Background Screening.
Clearinghouse.-

{2)(b) Until such time as the fingerprints are
enrolied 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, 2026, 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 & national
screening if the person returns to 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 must 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
initial status or after a change in the person's
status has been made.
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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 person with a current or
potential affiliation with a gualified entity for
electronic fingerprint submission to the
Department of Law Enforcement. The registration
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 controiling
interests that cannot legally obtain a 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 interview, the facility
failed to ensure staff have background screening
employment status updated within 5 days on the
Agency for Healthcare Administration (AHCA)
Background Screening Clearinghouse (BGS)
website for 1 (Staff G) of 3 employees reviewed.

The findings included:

Record review for the Executive Director (ED)
revealed a hire date of 5/27/25. Review of the
Agency for Healthcare of Administration
hackground screening website revealed the
Executive Director was not added to the faciiity
roster until 7/22/25, 56 days after hire.

Record review revealed that Caregiver Staff B
had a hire date of 6/13/25. Review of the Agency
for Healthcare of Administration background
screening website revealed Caretaker Staff B
was not added to the facility roster until 7/24/25,
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41 days after hire.

On 4/13/26 at 3:45 p.m., during an interview the
Business office manager (BOM) said she did not
know the time frame for adding the staff to the
clearing house. The BOM acknowledged there
were staff members that were not added in a
timely manner to the clearinghouse website.

Unclassified

ZZ875 430.5025(4 & 7-9) Alzheimer disease/dementia; 77875
88=D Training

{4) Employees of covered providers must
complete the foflowing training for Alzheimer's
disease and related forms of dementia:

{a) Upon beginning empioyment, each employee
must recelve 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 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.
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2. Acovered provider must maintain a record of
the employee’s completion of the training
program and, upon written request of the
employee, provide the employee with a copy of
the record of completion consistent with the
employer's written policies.

3. An employee who has completed the training
required in this subsection is not required to
repeat the program 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
employee who provides personal care must
compiete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
to, behavior management, promoting the person
s independence in activities of daily living, and
skilis in working with families and caregivers.

{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of training in addition
1o the training required in paragraphs {a) and (b).
The additional fraining must include, but is not
fimited to, behavior management, promeoting the
person's independence in activities of daily living,
skilis in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.

{e) For an assisted living facility, aduit 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:
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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
compiete an additional 4 hours of
dementia-specific fraining. 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
electronic leamning technology. For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
admini or or his or her dest 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 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 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.
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{H1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided 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. 484.201, 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 licensing board.

{9) Each person employed, contracted, or
referred fo 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 training using
approved curriculum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection ().

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to satisfy 430.5205 F.A.C. "Alzheimer's
AHCA Form 3020-0001
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Disease and Related Forms of Dementia
Education and Training Act" ensuring all staff
completed the 1- hour training video from the
Department of Elder Affairs (DOEA) for 2 (Staff B,
D) of 3 records reviewed.

The findings included:

Record review revealed that Caregiver Staff B
had a hire date of 6/13/25. Further review
revealed no documentation of having completed
the required 1-hour DOEA training video.

Record review revealed caregiver Staff D had a
hire date of 8/05/25. Further review revealed no
documentation of having completed the required
1-hour DOEA training video.

On 4/13/26 at 4:50 p.m., during an interview the
Executive Director (ED) acknowledged the DOEA
training was not completed.

Class il
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