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A081 429.52(1 & 7) FS; 59A-36.011(2-3) FAC Training = A081
- Staff in-Service

429,52

{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, 4305025,
However, an employee of an assisted living
facility licensed as a limited mental health 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
preservice orientation required under paragraph
{a).

{7) Facility staff shail 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.
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{2) STAFF PRESERVICE ORIENTATION.

{a) Faciliies must provide a preservice
orientation of at least 2 hours fo all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().

{b) New staff must complete the preservice
orientation prior to interacting with residents,

{c) Once compiete, the employee and the facility
administrator must sign a statement that the
employae completed the preservice orientation
which must be kept in the employee's personnel
record.

{d} In addition to fopics that may be chosen by
the facility administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:

{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0085, F.A.C., must receive a minimum of 1
hour in-service training in infection control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
infection control policies and procedures when
offering this fraining. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to blood borne
pathogens, may be used to meet this
requirement.

{b) Staff who provide direct care to residents
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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, shalt
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 rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
living.

{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 employment in safe food
handling practices.

{f} Ali facility staff shall receive in-service training
regarding the facility's resident elopement
response policles and procedures within thirty
{30} days of employment.

1. Ali facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.

2. Ali facility staff shall demonstrate an
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understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of 4 staff sampled (Staff A,
Medication Technician) completed the required
1-hour Infection Controt training prior to
interacting with residents.

Findings include:

An employee review conducted on 05/14/26
revealed Staff Awith a hire date of 07/12/23. Staff
A's record had no documentation evidence of a
completed 1-hour infection Control Training.

During an interview on 5/14/26 at 12:36 PM, the
Administrator stated, "The training documentation
is missing.”

Class 1l

A 152 59A-36.014(3) FAC Physical Plant - Safe Living | A 152
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All faciliies must:

1. Provide a safe living environment pursuant to
section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,
mechanical, electrical and structural systems,
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and appurtenances are maintained in good
working order.

{b) Pursuant o section 429.27, F.S., residents
must be given the option of using their own
belongings as space permits. When the facility
supplies the furnishings, each resident bedroom
or sleeping area must have at least the following
furnishings:

1. A clean, comfortable bed with a mattress no
less than 36 inches wide and 72 inches long, with
the top surface of the mattress at a comfortable
height to ensure easy access by the resident,

2. A closet or wardrobe space for hanging
clothes,

3. Adresser, chest or other furniture designed for
storage of clothing or personat effects,

4, Atable or nightstand, bedside lamp or floor
lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate
keys to resident bedrooms to be used in the
event of an emergency.

{d} Residents who use portable bedside
commodes must be provided with privacy during
use.

{e) Faciiities must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be threadbare.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
faited to provide a safe living environment free of
hazards.

Findings include:

During an observation on 5/14/26 at 8:00 AM the
sink in Room 7 was observed {o have exposed
AHCA Form 3020-0001
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boards with nails protruding from the boards
under the sink area (photographic evidence
obtained).

During an interview on 5/14/26 at 8:30 AM, the
Administrator stated, "I thought the maintenance
man cleaned it up after the plumbing in that room
was addressed.”

Class il

A 200 59A-36.025 FAC Emergency Environmental A200
Controf

59A-36.025 Emergency Environmental Control
for Assisted Living Faciliies.

{1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan”) to serve as
a supplement to its Comprehensive Emergency
Management Plan, to address emergency
environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s}, maintained at the
assisted living facility, to ensure that current
ticensees of assisted living facilities will be
equipped to ensure ambient air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
event of the loss of primary electrical power.

1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square feet per resident
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must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the calculation to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes alfowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shali
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
iocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve ambient
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
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alternative power source and fuel as required by
this subsection at all times when the assisted
living facility is occupied but is permitied to utilize
a mobile generator(s) to enabie portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus If such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

¢. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain ambient
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours after the
toss of primary electrical power during a declared
state of emergency. The plan must inciude
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. A facility with a ficensed capacity of 16 beds or
less must store 48 hours of fuel onsite.

b. A facility with a ficensed capacity of 17 or more
beds must store 72 hours of fuel onsite.
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2. An assisted living facility located in an area in a
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (96) hours
of fuel, The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six {86} hours during the
period of a declared state of emergency.

3. Piped naturat gas is an allowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. If focal ordinances or other regulations limit the
armount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a carbon
monoxide alarm.

{2) SUBMISSION OF THE PLAN.

{a) Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.

{b) Each existing assisted living facility that
undergoes any additions, modifications,
alterations, refurbishment, renovations or
reconstruction that require modification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.

{3) APPROVED PLANS.
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{a) Each assisted living facility must maintain a
copy of its approved plan in @ manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. If the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon reguest.

{b) Within 30 days of the approvai of the plan
from the county emergency management agency,
the assisted living facility shall submit in writing
proof of the approval o the Agency for Health
Care Administration to
assistedliving@ahca.myflorida.com,

{c) The assisted living facility shali submit a
consumer-friendly summary of the emergency
power plan fo the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within ten
{10) business days of the plan's approvai by the
county emergency management agency and
update within ten (10) business days of
implementation.

{4) IMPLEMENTATION OF THE PLAN.

{a) Each assisted fiving facility licensed prior to
the effective date of this rule shall, no later than
June 1, 2018, have implemented the plan
required under this rule,

{b) Each new assisted living facility shall
implement the plan required under this rule prior
to obtaining a license.

{c) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
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affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.

{5} POLICIES AND PROCEDURES.

{a) Each assisted living facility shali develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alfernate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from
fluctuations in ambient air temperatures inside
the facitity. Procedures must address the care of
residents occupying the facility during a declared
state of emergency, specifically, a description of
the methods to be used to mitigate the potential
for heat related injury including:

1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
maintenance of medicines requiring refrigeration;
3. Wellness checks by assisted living facility staff
to monitor for signs of dehydration and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b}) Each assisted living facility shali maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
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section, "readily available" means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager; each resident's estate; and such
additional parties as authorized in writing or by
law.

{6) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 429,
Part |, or Chapter 408, Part II, .S, including, but
not limited to, license revocation, license
suspension, and the imposition of administrative
fines.

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{b) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approvat of its
comprehensive emergency management plan.
(8) NOTIFICATION.

{a) Within five (5) business days, each assisted
fiving facitity must notify in writing, unless
permission for electronic communication has
been granted, each resident and the resident’s
tegal representative:

1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.

3. Annual submissions and approvatls of the plan
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do not require notification to residents or their
iegal representatives unless a significant
modification as defined in Rule 59A-36.019,
F.A.C., has been made to the plan.

{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a}
above in a manner that makes each notification
readily available at the ficensee’s physical
address for review by a legally authorized entity. if
the notifications are maintained in an electronic
format, facility staff must be readily available fo
access and produce the notifications. For
purposes of this section, "readily available"
means the ability to immaediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure a working
emergency generator was maintained to provide
emergency power during utility interruptions for
resident safety and facility operations.

Findings include:

During an observation on 05/14/26 at 7:45 AM,
the facility's emergency generator faited to
operate when tested. The generator was
observed to be non-functional (photographic
evidence obtained).

During an interview conducted on 05/14/26 at
9:06 AM, the Maintenance Supervisor stated, "l
don't know anything about the generator | don't
know if it's working or not.”

During an interview conducted on 05/14/26 at
8:45 AM, the Administrator stated, "the company
did come out and check the generator, | don't
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know why its not working. | don't know how much
fuel is available | am trying to call the company.”

Generator logs were requested during the survey
and non provided,

Review of the facilities policy titled "Generator
Poicy for Assisted Living Facility” effective
09/15/26 reads, "the facility will maintain one or
more generators in good working condition to
supply emergency power during outages."

Class il

72814 435.12(2)(b-d), FS Background Screening 22814
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 5. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a national
screening if the person returns to a position for
which screening is conducted by a qualified
entity.
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{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.

{d) An employer or a qualified entity participating
in the clearinghouse must register with and
iniiate all criminal history checks through the
clearinghouse before referring an employse or
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic fingerprint submission to the
Department of Law Enforcement. The registration
must include the person ' s full first name, middle
initial, and last name; social security number;
date of birth; maifing address; sex; and race.
Individuals, persons, applicants, and controlling
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 register and maintain with the
clearinghouse the employement status of 1 of 4
staff sampled (Staff C, Caregiver).

A. BUILDING:
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Findings include:

During an observation on 05/13/26 at 2:20 PM,
Staff C was observed providing assistance to
residents at the facility.

During an interview on 05/13/26 at 3:14 PM, Staff
C stated, "I have worked at the facility for a month
and i'm a caregiver."

An employee review of Staff C's record
conducted on 05/14/26 revealed no hire date.
Staff C ' s employee file had no documentation
evidence of a completed Level 1 Background
Screening and employement status through
Background Screening Clearinghouse.

During an interview on 05/14/26 at 12:36 PM, the
Administrator stated, "I was not aware Staff C's
background screening was not avaitable online
through the Background Screening
Clearinghouse website.

Unclassified

22815 408.809(1)(3-8); 435.02(2); 435.06 FS 22815
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the foliowing persons, who are
considered employees for the purposes of
conducting screening under chapter 435;

{a) The licensee, if an individual.

{b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.
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{¢) The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

{d) Any person who is a controlling interest.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected {o, or whose
responsibilities may require him or her fo, provide
personal care or services directly to clients or
have access fo client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or contracting with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

{3) All fingerprints must be provided in electronic
format. Screening resulis shall be reviewed by
the agency with respect to the offenses specified
in s, 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in s. 435.04,
all persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an arrest awaiting final
disposition for, must not have been found guilty
of, regardless of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
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been adjudicated delinquent and the record not
have been sealed or expunged for any of the
foliowing offenses or any similar offense of
another jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c) Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic viclence.
{f} Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 784.03, relating to battery, if the victim
is a vulnerable adult as defined ins. 415.1020r a
patient or resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.

{h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

(i) Section 817.234, refating to false and
fraudulent insurance claims.

{j) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k) Section 817.50, relating to fraudutently
obtaining goeds or services from a health care
provider,

{1) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal identification information.

{n) Section 817.60, refating fo obtaining a credit
card through fraudulent means.

{0} Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

{p) Section 831.01, relating to forgery.

{a) Section 831,02, relating fo uttering forged
instruments.
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{r) Section 831,07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s} Section 831.09, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating fo the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlied substance, if the offense
was a felony.

{v) Section 895.03, relating to racketeering and
collection of unlawful debts,

{w) Section 896.101, relating to the Florida Money
Laundering Act.

If, upon rescreening, a person who is currently
employed or contracted with a licensee and was
screened and qualified under s. 435.04 has a
disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was commitied
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agency and, if agreed to by the employer, may
continue to perform his or her duties untif the
licensing agency renders a decision on the
application for exemption if the person is eligible
to apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

{5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
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cover the costs of screening.

{6)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
license or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Heaith,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
licensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining fingerprints pursuant to s.
943.05(2).

{8) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.
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435.06 Exclusion from employment.-

{1} If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shail notify
the empioyee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected empioyee to contest his or her
disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any vuinerable person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. if the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any vulnerable person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s, 435.07.

{b) If an employer becomes aware that an
employee has been arrested for a disqualifying
offense, the employer must remove the employee
from contact with any vulnerable person that
places the employee in a role that requires
background screening until the arrest is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c) The employer must terminate the employment

ZZ815
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of any of its personne! found fo be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d} An employer may hire an employee fo a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with vulnerable persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including fingerprints if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or arrest for a
disqualifying offense listed under this chapter,
terminates the person against whomn the report
was issued or who was arrested, regardiess of
whether or not that person has fited for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
faw o be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
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Based on interview and record review, the facility
faited to ensure a Level I background screening
was completed for 1 of 4 staff sampled (Staff C,
Caregiver).

Findings include:

Areview of Staff C's record was conducted on
05/14/26 and revealed no Hire Date. Staff C's
record had no documentation evidence of a
completed level 1l background screening.

Areview of the facilities clearinghouse system
website conducted on 05/14/26 revealed no
screening results for Staff C.

Durting an interview on 05/14/26 at 1:45 PM, the
Administrator stated, "He has not submitted his
background check yet."

Unclassified

ZZ875 430.5025(4 & 7-9) Alzheimer disease/dementia; ZZ2875
Training

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

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

{b) Within 30 days after beginning employment,
each employee who provides personal care {o 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
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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. Arecord of the completion of the
training program must be made available o 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 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
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not fimited
to, behavior management, promoting the person '
s independence in activities of daily fiving, and
skills 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
to the training required in paragraphs (a) and (b).
The additional training must inciude, but is not
fimited 1o, behavior management, promoting the
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person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.

{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with Alzheimer's
disease or related forms of dementia, in addition
to the training specified in paragraphs {(a) and {(b),
employees must receive the following training:

1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph {d).

2. Within 8 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 Aizheimer'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 learning technology. For this
subparagraph, the term “on-the-job training"
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personal care with
guidance, support, or hands-on experience to
help develop and refine the employee’s skills for
caring for a person with Alzheimer's disease or a
related form of dementia. The continuing
education must cover at least one of the topics
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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 fulfiled and documented in a
minimum of one quarter-hour increments through
on-the-job fraining 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.

{fy1. 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 fraining and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

2. Ahealth 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 fraining 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 to provide services before July 1, 2023,
must complete the training required in this section
before July 1, 2026. Proof of compietion of
equivalent training completed before July 1, 2023,
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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 (8)(d) until
the effective date of the rules adopted by the
department under subsection (8).

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 3 of 4 staff sampled (Staff A,
Medication Technician, Staff B, Activities Director,
and The Administrator) completed the required
4-hours of continuing education fraining for
Alzheimer ' s Disease and Related Disorders
{ADRD) annually.

Findings include:

An employee review conducted on 05/14/26
revealed Staff A with a hire date of 07/12/23. Staff
A's record did not contain documentation
evidence of the required four (4) hours of
continuing education for Alzheimer ' s Disease
and Related Disorders (ADRD) Training.

An employee review conducted on 05/14/26
revealed Staff B with a hire date of 08/30/21. Staff
8's record had documentation of an expired
Alzheimer ' s Disease and Related Disorders
{ADRD) Training dated 06/15/23. There was no
documentation evidence of the required four (4)
hours of continuing education training.

An employee review conducted on 05/14/26
revealed the Administrator with a hire date of
11/24/25. The Administrator's record had
documentation of an expired Alzheimer ' s
Disease and Related Disorders (ADRD) Training
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dated 01/27/23. There was no documentation
evidence of the required four (4) hours of
continuing education training.

During an interview on 05/14/26 at 12:36 PM, the
Administrator acknowledged the training
documentation was missing and stated she would
fook for the records.

Class 1l
AQ00: Initial Comments A000

An unanneunced change of ownership and
complaint investigation {complaint number
2026007832) with Emergency Management Plan
and Visitation Requirements moniforing was
conducted at Prestige Manor on May 13, 2026
through May 14, 2026. Deficiencies were
identified af the time of survey..

A025 429.26(7) FS; 59A-36.007(1) FAC Resident Care = A025
- Supervision

420.26

{7) The facility shall notify a licensed physician
when a resident exhibits signs of dementia or
cognitive impairment or has a change of condition
in order to rule out the presence of an underlying
physiologicai condition that may be contributing to
such dementia or impairment. The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff, if
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designee of the need for health care services and
must assist in making appointments for the
necessary care and services to treat the
condition. If the resident does not have a
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representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

An assisted fiving facility must provide care and
services appropriate to the needs of residents
accepted for admission o the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and guality of
resident diets in accordance with Rule
59A-36.012, F.AC.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general heaith, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{fy Maintaining a written record, updated as
needed, of any significant changes, any illnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.
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This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to provide care and
services appropriate to the needs of residents
accepted for admission to the facility for 1 of 3
residents observed for safe smoking {Resident
#12).

Findings include:

During an observation on 05/13/26 at 10:43 AM,
Resident #12 was observed smoking while sitting
ouiside at a picnic table. He was sitting in a chair
at the table and had his walker sitting beside him.
He was wearing a cannula that was connscted to
a oxygen compressor in a basket on his walker.
He made two passes of the cigarette before this
surveyor approached him. When approached, the
resident put the cigarette butt into his left hand
and concealed it behind his cell phone, The
compressor was on and making a ticking noise.
There was a second cigarette butt sitting on the
table in front of him, along with a carton of
cigarettes and a green lighter. Another resident
was observed sitting and smoking at a picnic
table closest to the facility, across the field.

During an interview on 05/13/26 at 10:45 AM,
Resident #12 stated that he was not smoking with
his cannula and oxygen on, but he has done so in
the past. He explained that the concentration is
tow enough that he is not concerned about
ignition, only if he was using an oxygen tank or a
larger compressor that puts off exhaust. He
stated he is aware of the danger of smoking while
using oxygen and that staff have asked him not to
smoke while using oxygen. He stated he does not
remove his cannula while smoking, but
sometimes he turns off the compressor. He
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confirmed that the compressor was on but
asserted that he was not currently smoking.

Review of resident records conducted on
05/13/26 revealed Resident #12 with an
admission date of 01/08/26. Resident #12's
Health Assessment read,
“Nursing/Treatment/Therapy Service
Requirements; 02." Review of Resident #12's
physician's orders revealed an order dated
07/11/24 that read, "Oxygen - 2 liters/minute via
nasal cannula with humidification; every shift for
oxygen.”

During an interview on 05/13/26 at 11:31 AM, the
Administrator said, "the residents are not
supposed to wear their oxygen while smoking.
[Name of Resident #12] is the only resident on
oxygen and he smokes outside, never inside. |
have never seen him smoking while wearing his
oxygen and | have told him not to smoke while
wearing his oxygen. If he was smoking with his
cannula on, that could be really dangerous."

During an interview on 08/13/26 at 12:51 PM,
Staff D, Caregiver, said the resident is "always
outside smoking, everyday, 24 hours a day. i've
seen him smeking with his oxygen on muitiple
times. | tell him not to do it, but he curses me out.
I've told the Administrator and I've started
documenting in our observation notes.”

During an interview on 05/13/26 at 12:58 AM,
Staff E, Medication Technician, stated that the
resident goes outside to smoke everyday and she
has seen him smoke with his cannula on more
than once. She has told him that this is
dangerous and he knows he's not supposed fo do
that.
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During an interview on 05/13/26 at 02:37 PM,
Staff A, Medication Technician, stated Resident
#12 goes outside everyday and has his own
cigarettes. He knows that smoking while on
oxygen is dangerous and he gets upset talking
about it. She said, " haven't seen him smoking
with his oxygen on, I've heard other staff say it. |
would have said something if | saw him.” She
explained that the facility's smoking policy is to
smoke only in the designated areas, "definitely
not with oxygen."

Review of the facility's Resident Observation
Records revealed that on 05/08/26, "[Name of
Resident #12}: Went outside all day smoking and
was told by the staff that he cannot smoke with
the oxygen and he cursed staff. Hospice nurse
spoke with him also about smoking with oxygen
on."

Review of the facility's Resident Observation
Records revealed that on 05/12/26, "[Name of
Resident #12}: Still smoking with his oxygen on
staff keeps telling him not to but still doing it and
cursing out the staff.”

Review of the facility's Resident Observation
Records revealed that on 05/13/26, "[Name of
Resident #12}: Outside every day smoking with
his oxygen on. Staff spoke to him about it and he
curse staff and he stili do it."

During an interview on 05/13/26 at 01:25 PM, the
Administrator said, "l wasn't aware that he was
smoking with his cannula in, the staff never fold
me. Yes, he keeps his own cigarettes and lighter.”

Review of the facility's Oxygen Policy and
Procedure (undated) read, "there shall be no
oxygen cylinders or tanks in the smoking area.”
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Review of the facility's Resident Supervision
Policy and Procedure dated 02/25/25 read, "4.
Incident Reporting and Communication: Incident
Documentation: Immediately document any
significant incidents, including changes in
resident behavior, falls, medical emergencies, or
complaints. Reporting to Designated Staff: Notify
the appropriate staff members, including
Administration and resident's family/guardian
about incidents promptly.”

Review of the facility's Reporting Supervision
Changes in Residents policy dated 02/25/25 read,
"Supervision: Facilities must offer personal
supervision as appropriate for each resident,
including the following: ... Daily observation by
designated staff of the activities of the resident
while on the premises, and awareness of the
general health, safety, and physical and
emotional well-being of the resident.”

Class I

A D30 59A-36.007(5) FAC; 429.28(1-2) FS 429.27 AQ30
Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill 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 to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.S,, the
facility must have a written grievance procedure
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for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
poflicies 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
full view in a commeon area accessible to alt
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)418-3456, and the statewide toli-free
telephone number of the Florida Abuse Hotline,
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-36.006, 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.
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{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 to a telephone to facilitate the
resident's right to unrestricted and private
commurication, pursuant to Section 429.28(1){(d),
F.8. The facility must aliow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each fioor of each building where
residents reside.

429.28 Resident hill 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 Florida, 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 environment,
free from abuse and neglect.

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuaiity, 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 fo 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.
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{d) Unrestricted private communication, including
recelving 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 8 a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
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
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 1o be outdoors at
regular and frequent intervals except when
prevented by inclement weather,

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

{i) 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 to health care
appointments, and the performance of health
care services In accordance with s. 429.255
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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
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 toli-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 shall
show good cause in a court of competent
jurisdiction.

{) Present grievances and recommend 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 shail
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 ina
prominent place in each facility and read or
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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 jocal
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
retaliatory action cannot be taken againsta
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access 1o a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman counci, the Elder
Abuse Hotline operated by the Department of
Children and Families, and Disability Rights
Florida.

429.27 Property and personal affairs of
residents.~

{1)(a) Aresident 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 faw,
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
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such persons any authority or responsibitity 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 observations, interviews, and record
review, the facility failed to ensure residents were
provided with a safe and sanitary environment by
failing to maintain hot water in resident rooms and
the kitchen area and failing to ensure proper
sanitation practices for dishwashing and resident
hygiene needs.

Findings include:

During an observation conducted on 05/14/26
beginning at 7:35 AM, there was no running hot
water in the kitchen. Additionally, the seven out
of thirteen resident rooms observed in building
one had no running hot water. The water
ternperatures obtained using a kitchen
thermometer were as follows: kitchen sink 76.1
degrees Fahrenheit; Room 1 - 76.1; Room 3 -
75.3; Room 6 - 74.1; Room 7 - 77.9; Room 8 -
78.6; Room 9 - 77.9; and Room 10 - 77.2
degrees Fahrenheit.

During a tour and observation conducted on
05/14/26 at 8:15 AM in Building One, residents
were observed seated at the dining tables eating
breakfast, utilizing non disposable plates,
silverware, and cups.

During an observation conducted on 05/14/26 at
9:05AM, the Kitchen Cook was observed washing |
dishes using sinks filled with water and a bieach
AHCA Form 3020-0001
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solution. The water utilized during the
dishwashing process was found not to be hot.
The water temperature was measured at 76.1
degrees Fahrenheit.

During an interview on 05/13/26 at 9:00 AM, the
Kitchen Cook stated, "We do not have hot water
in the kitchen. | have reported it to the
Administrator, and it has not been fixed yet."

During an interview on 05/13/26 at 9:30 AM, the
Administrator stated she was aware of one
resident having no hot water and stated she was
"waiting on a part to come in fo fix Resident #5's
hot water issues.”

During an interview on 05/14/26 at 9:21 AM, the
hospice nurse stated, "There is no hot water. |
boil water for alf the bed baths."

During an interview on 5/14/26 at $:44 AM, the
Administrator stated, "l am aware that there is no
hot water in Building One." it [Building One] has
been without hot water for a couple of weeks.”
The hot water went out and was fixed in April and
since has gone out again."

Class 11l

A 078 59A-36.010(2) FAC Staffing Standards - Staff AQ78

(2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable disease. The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
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submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.

1. Evidence of a negative tuberculosis
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
tuberculosis testing materials satisfies the annual
tuberculosis examination requirement. An
individual with a positive tuberculosis test must
submit a health care provider's statement that the
individuai does not constitute a risk of
communicating fuberculosis.

2. If any staff member has, or is suspected of
having, a communicable disease, such individual
must be immediately removed from duties untita
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
disease.

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their
responstbilities, consistent with thelr
qualifications, to observe residents, to document
observations on the appropriate resident’s record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) Al staff must comply with the fraining
requirements of rule 59A-36,011, F.AC.

{d} An assisted living facility contracting to
provide services to residents must ensure that
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individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

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

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 2 of 4 staff sampled (Staff A,
Medication Technician and Staff C, Cargiver)
obtain a Communicable Disease Statement from
a health care provider and failed-to ensure 4 of 4
staff (Staff A, Medication Technician, Staff B,
Activities Director, Staff C, Caregiver and the
Administrator) obtain evidence of a negative
Tuberculosis Examination on an annual basis.

Findings include:

An employee review conducted on 05/14/26
revealed Staff Awith a hire date of 07/12/23. Staff
A’s record had no documentation evidence of a
Communicable Disease statement and no
evidence of a negative Tuberculosis (TB)
Examination.

An employee review conducted on 05/14/26
revealed Staff B with a hire date of 08/30/21. Staff
B's record contained documentation of an expired
ARCA Form 3020-0001
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Tuberculosis Examination with an expiration date
of 5/5/26. There was no evidenc of a current
examination found in the file.

An employee review conducted on 05/14/26
revealed Staff C with no hire date documented.
Staff C's record had no documentation evidence
of a Communicable Disease statement and no
evidence of a negative Tuberculosis (TB)
Examination.

An employee review conducted on 05/14/26
revealed the Admnistrator with a hire date of
11124725, record contained documentation of an
expired Tuberculosis Examination with an
expiration date of 5/7/26. There was no evidenc
of a current examination found in the file,

During an interview conducted on 5/14/28 at
12:36 PM, the Administrator acknowledged the
documentation was missing from the employee
files and stated, "I will look for the records.”
Regarding the expired TB testing for Staff A, Staff
B, Staff C, and the Administrator, she stated, "It
just expired.”

Class 1l

AQ78
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