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Achange of ownership, limited nursing ervices,

e ergency po er plan monitoring and health

facility reporting system survey was conducted at

Legacy of Venice on 5/18/26 through 5/19/26.

Deficences ereidentifedatthet eofthe

survey.
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435.12(2)(b-d}, FS Background Screening
Clearinghou e

435.12 Care Provider Background Screening
Clearinghou e.-

{2)(b) Until such t e as the fingerprints are
envolled in the national retained print arrest
notification program at the Federal Bureau of
inve gation:

1. Aperson with a break in  ervice of more than
90 days from a position that requires screening
by a specif ed agency must submit to a national
screening if the person returns to a position that
requires screening by a specif ed agency.

2. Effective January 1, 2026, or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualif ed
ent es in the clearinghou e under s. 435,12, a
person with a break in  ervice of more than 80
days from a position for which screening is
conducted by a qualif ed entity participating in the
clearinghou e must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualif ed
entity.

{c) An employer of persons subject fo screening
or a qualif ed entity participating in the
clearinghou e must register with the
clearinghou e and maintain the employ ent or
affiliation status of all persons included in the
clearinghou e,

1. Before January 1, 2024, in al status and any
changes in status must be reported within 10
business days after a person receives his or her
in af status or after a change in the person ‘s
status has been made.

2. Effective January 1, 2024, in &l status and any
changes in status must be reported within 5
business days after a person receives his or her
in al status or after a change in the person's
status has been made.
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{d) An employer or a qualif ed entity participating
in the clearinghou e must register with and
in ate all criminal history checks through the
clearinghou e before referring an employee or
potential employee or a person with a current or
potential affiliation with a qualif ed entity for
electronic fingerprint submission 1o the
Depart ent of Law Enforce ent. The registration
must include the person 's full firstna e, middle
in al, andlastna e;social ecurity number;
date of birth; mailing address; ex; and race.
Individuals, persons, applicants, and controlling
infere  that cannot legally obtain a social
ecurity number must provide an individual
taxpayer identification number.

This Statute or Rule is not et as evidenced by:
Ba ed on record rev ew and interv ew, facility
failed to ensure 1 (Administrator) of 3 staff
records rev ewed, had Level 2 Background
screening employ  ent status updated within 5
business days on the Agency's Background
Screening Clearinghou e website pursuant to
chapter 435. This has the potential for staff with
disqualifying offen es to have access to
vulnerable adults.

The findings included:

Record rev ew showed the Administrator was
hired 4/14/26. Rev ew of the Agency's clearing
hou e employee roster revealed the Administrator
was added on the clearing hou e roster on
5/4/26.

During an interv ew on 5/16/26 at 11:02 a.m., the
Business Office Manager (BOM) confir ed that

the facility's Administrator was added late on the
AHCA Form 3020-0001
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facility's background screening clearing hou e
employee roster. The BOM said she gained
access on 4/23/26.

During an interv ew on 5/19/26 at 11:10 a.m,, the
Administrator acknowledged she was added late
at the facility's background screening clearing
hou e employee roster,

Unclassif ed
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