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initial Comments
Assisted Living Facility

Alimited nursing services (LNS) state licensure
survey was completed on 8

Visionde! assisted living facility had deficiencies
found at the time of the visit.

58A-5.0181(2) FAC Admissions - Health
Assessment

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a

face-to-face medical examination completed by a

licensed health care provider, as specified in

either paragraph (a) or (b) of this subsection.

{a) A medical examination completed within 60

calendar days prior to the individual ' s admission

to a facility pursuant to Section 429.26(4), F.S.

The examination must address the following:

1 The physical and mental status of the resident,
the ider of any health-related

problems and functional limitations;

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living;

3. Any nursing or services required by the

individual;

4. Any special diet required by the individual;

§, Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication;

6. Whether the individual has signs or symptoms

of a communicable which is fikely to be

transmitted to other residents or staff,

7. A statement on the day of the examination that,

in the opinion of the examining licensed health

care provider, the individual ' s needs can be met

in an assisted living facility, and
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| form must be completed as follows:

1 and the date the information was provided.

Continued From page 1

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed heaith care
provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.

{b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facifities, *2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhc.state.fl.us/MCHQ/Long_Term_Care/
<http:/iwww fdhc.state.fl.us/MCHQ/Long_Term_C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The

|
t
i
|
|

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.
a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an

it face-to-face ination for
completion.
b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.
¢. Omitted information received verbaily must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
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or Arranged by the Fagility, or may use electronic
documentation, which at a minimum includes the
elements in Section 3. This requirement does not
apply for residents receiving:
a. Extended congregate care (ECC) services in
facilities holding an ECC license;
b. Services under community living support plans
in facilities holding limited mental health licenses,
¢. Medicaid assistive care services; and
d. Medicaid waiver services.
{c) Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823,
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this nule.
{f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
ficensed health care provider conducting the
medical examination may be attached to the
health assessment. A licensed health care
provider may attach a do-not- order for
residents who do not wish

to be administered in the case of

Yooor T .
{g) Aresident placed on a temporary emergency

A008
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basis by the Department of Children and Family
Services pursuant to Section 415.105 or
4151051, F.S., shall be exempt from the
examination requirements of this subsection for
up to 30 days. However, a resident accepted for
porary p it shall be entered
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order to accept a
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that the Health Assessment
{AHCA form 1823) for two of two sampled
residents, residents #1 and #2, were complete.
Resident #1 ' s health assessment was
incomplete for diet and Resident #2 was
incomplete for assistance type needed for
medication assistance. Failure to have the most
current and fully completed health assessment
forms, couid lead to adverse resident outcomes,
related to the improper diet or improper

icati i being provided to the

resident.

Arecord review was conducted on ‘for
residents #1 and #2. The following information

|
! Findings include: {
i

| was obtained from the review:

i
Resident #1: The health assessment (AHCA {
Form 1823) signed by provider on failed |
to indicate if resident #1 required a special diet.
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The resident has a history of i type |, with
dependence. A special diet may be

required to help control the resident ' s

sugars. If the resident is not given the proper diet,

adverse outcomes could result from fow

sugars or elevated | sugars.

| Resident #2: The health assessment (AHCA
: Form 1823) signed by provider on ! failed
to state what kind of assistance was needed with
! medication administration. The section stating the
resident needed help medication administration is
marked "yes." The section which indicates
what type of assistance is incomplete. The
resident has a history of
accident, with ! andsevere ... ...
These conditions may the resident to have
proper judgment and may need additional
assistance with medications.

Both residents #1 and #2 had the health
assessment completed on AHCA Form 1823
dated . | 2010. The health assessment
{AHCA Form 1823} is required to be completed
on the most current form dated 2010,

On during interview the owner
acknowledge that the forms were not completed
for diet for resident #1 or for medication
assistance type, for resident #2. The owner also
acknowledged that the health assessment was
not on the most current form.

Class 1li

A 009 58A-5.0181(3) FAC Admissions - Admission
Package

A008
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(a) The facility shail make available to potential
residents a written staterment(s) which includes
the following information listed below. A copy of
the facility resident contract or facility brochure
containing all the required information shall meet
this requirement.
1. The facility ' s residency criteria;
2. The daily, weekly or monthly charge to reside
in the facility and the services, supplies, and
accommodations provide by the facility for that
rate;
3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, f any;
4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;
5. Food service and the ability of the facility to
| accommodate special diets;
6. The availability of transportation and additional
; costs to the resident, if any;
7. Any other special services that are provided by
the facility and additionai cost if any;
| 8. Social and leisure activities generally offered
by the facility,
9. Any services that the facility does not provide
but will arrange for the resident and additional
cost, if any;
10. A statement of facility rules and regulations
that residents must follow as described in Rule
58A-5.0182, FAC,,
11. A statement of the facility policy concerning
: pursuant to Section
429.255, F.8. and Rule 58A-5.0186, FA.C, and
Advance Directives pursuant to Chapter 765, F.S.
12. i the facility also has an extended congregate
care program, the ECC program ' s residency
criteria; and a description of the additional
personal, supportive, and nursing services

FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION O FICATION NUMBER. 2 MU ooNS COMPLETED
A BULDING
B.WING
AL11965725
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
5012 NORTH RIDGE ST N
VISIONDEL ALF SAINT PETERSBURG, FL 33709
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) I TaG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
) i
A008 Continued From page 5 AQ0g
(3) ADMISSION PACKAGE.

AMCA Form 3020-0001
STATE FORM ohan

P4RO11

# continuation sheet 6 of 21



PRINTED: 07/23/2012
FORM APPROVED

{X3) DATE SURVEY

|

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION ) AT N NN o COMPLETED
A, BULDING
B. WING
AL11965725 - ;
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5012 NORTH RIDGE STN
VISIONDEL ALF SAINT PETERSBURG, FL 33709
)0 | SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION 5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
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! provided by the program; additional costs; and

| any limitations, if any, on where ECC residents
must reside based on the policies and
procedures described in Rule 58A-5.030, F.A.C.;
13. If the facility advertises that it provides special
care for persons with ' and

i related , @ written description of those
special services as required under Section
429177, F 8., and

14. A copy of the facility ' s resident elopement
response policies and procedures.

{b) Prior to or at the time of admission, the
resident, responsible party, guardian, or attorney
in fact, if applicable, shall be provided with the
following:

1. A copy of the resident * s contract which meets
the requirements of Rule 58A-5.025, F.AC;

2. A copy of the facility statement described in
paragraph (a) of this subsection if one has not
already been provided,

3. A copy of the resident ' s bill of rights as
required by Rule 58A-5.0182, F.A.C.; and

4. AlLong-Term Care Ombudsman Council
brochure which includes the telephone number
and address of the district council.

{c) Documents required by this subsection shall
be in English. if the resident is not able to read, or
does not i English and

documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individual who can
communicate the information to the resident.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a complete admissions packet for 2|
* of 2 residents sampled, Resident #1 and resident |
#2. A copy of the resident’s bill of rights is not :
included in the resident ' s admission packet. In |

AQ09
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addition the informed consent to assistance with
medication by unlicensed personnel is
incomplete. It is not stated to the residents if staff
that are to assist residents medications for
self-administration will or will not be overseen by
a ficensed nurse.

Findings include:

Arecord review for resident #2 found that there
was not an " informed consent to assistance with
medication by unlicensed personnel located in the
resident ' s chart. At approximately 11:30 a.m. the
owner acknowledged the form was not in the
resident ' s chart. The owner at this time had the
resident sign the form, the statement on the form
* will of will not be seen by a licensed nurse " was
left unchecked and signed on date of survey. The
same informed consent for assistance for
resident #1 was left unchecked.

Arecord review of resident #1 and #2 found that
neither resident was given the bill of rights in the
admission packet. Interviews for both residents

led that is i ion was only di d
verbally on admission. The owner started that
there is nothing in the residents ' admission
package regarding resident rights.

interview on at approximately 11:30 a.m.

revealed that the resident rights are only

discussed verbally, along with the house rules.

There is nothing that is given to the resident or

signed in the ission packet acl dging
that the residents have been informed.

s Class i
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A 055, 58A-5.0185(6) FAC Medication - Storage and
Disposal

(6) MEDICATION STORAGE AND DISPOSAL.
(a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, which must be kept
: locked when residents are absent, unless the

| medication is in a secure place within the

| or apartments or in some other secure place

: which is out of sight of other residents. However,
! both prescription and over-the-counter
medications for residents shall be centrally stored
if:

1. The facility administers the medication;

2. The resident requests central storage. The
1acility shall maintain a list of all medications
being stored pursuant to such a request;

3.The ication is ined and d
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;

4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;

5. The facility determines that because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents; or

6. The facility s rules and regulations require

i central storage of medication and that policy has
" been provided to the resident prior to admission

| as required under Rule 58A-5.0181, FAC.

| (b) Centrally stored medications must be:

. 1. Kept in a locked cabinet, locked cart, or other

' locked storage receptacie, 1, or area at all
L

A 055
A0S5
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| times;

| 2. Located in an area free of dampness and

; abnormal p , except that a medicati

| requiring refrigeration shall be refri d.

Refrigerated medications shall be secured by

being kept in a locked container within the

refrigerator, by keeping the refrigerator locked, or

by keeping the area in which refrigerator is

located locked;

3. Accessible to staff responsible for filling

pill-organizers, assisting with seff-administration,

+ or administering medication. Such staff must

have ready access to keys to the medication

storage areas at all times; and

4, Kept separately from the medications of other

residents and properly closed or sealed.

{c) Medication which has been discontinued but

which has not expired shall be returned to the

resident or the resident ' s representative, as

appropriate, or may be centrally stored by the

facility for future resident use by the resident at

the resident ' s request. If centrally stored by the

facility, it shall be stored separately from

medication in current use, and the area in which it

is stored shall be marked " discontinued

medication. " Such medication may be reused if

re-prescribed by the resident ' s health care

provider.

(d) When a resident ' s stay in the facility has

« ended, the administrator shall return all

[ medications to the resident, the resident ' s
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident ' s
medications are still at the facility, the
medications shall be considered abandoned and
may disposed of in accordance with paragraph
(e}

{e) Medications which have been abandoned or

which have expired must be disposed of within 30

i

A 055

|

|
|
I
|
|
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days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
to a pharmacist for disposal or may be destroyed
by the administrator or designee with one

| witness.

(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
medicinal drugs to the dispensing pharmacy
pursuant to Rule 64B16-28.870, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to assure that residents * medications were
secured properly, dispose of expired medications,
dispose or return medications for discharged
residents in a timely manner, and label
medications for individual resident use. Expired
medications have the potential to be used for
resident. The expired medications may not be
effective if used. The facility puts the residents at
risk for ... . if the unlabeled medications are
used for multiple residents

Findings include: }

On entrance to the facility on / at9:30
a.m. two medication carts were found in the
corner of the dining 1. One medication cart
was found to be locked and the second cart was
unlocked. Staff A and the facility administrator
stated that the cart was for home health and that
the resident medications were in the locked cart.

Contents of the unlocked cart contained the
following unlabeled, unsecured, and expired {
medications and contents: i

 Left side of cart: i
~1st left drawer: Mupriocin ointment USP 2% |

AHCAForm 3020-0001
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open and used, unlabeled for a resident;

_ 2% open and used, unlabeled for
resident; tnple ointment open and used, |
uniabeled for resident

-2nd left drawer: lancets in box labeled for a
resident no longer at the facility, per the
administrator at 9:38 a.m. on { the
resident left the facility last year, Review of the
admission discharge Iog showed the resident was |
dlscharged on N quantity 75
vials for a current resident; triple
ointment-open and used, not labeled for
an individual resident; mupriocin 2% labeled for a
current resident; and 3 ml syringes in an open
package, but not labeled for an individual
resident; 25 gauge needles still in package, not
iabeled for use by individual resident.

-5th left drawer syringe needles for open
package and unlabeled for resident

-6th left drawer- 10 ml sterile syringes-package
opened and unlabeled for resident

-7th left drawer, 3 bags of 10 single use
syringes, unlabeled for resident

Right side of cart.

-Istright drawer: ., . ___ . cream 1%, open
and used uniabeled for resident

-5th drawer: expired glucose strips in the
Reli-on testing kit. Lot #25669 expired 2004
not labeled for resident use; a second testing kit
with no label for resident

-6th drawer: natural tears labeled for a resident,
not found on the admission discharge log, ot

|
i
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10027A, expired on 2011.

Aninterview on : at approximately 10:00
a.m. the owner stated that she * cleaned up "
the carts 2 months ago. She acknowledged that
there were medications in the cart that were
expired, uniabeled and uniocked in the cart.

Class Il

Widespread

408.809, 435.02(2), 435.06 Background
Screening; Prohibited Offenses

408.809, F.S.

(1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
consi pi for the purp of
conducting screening under chapter 435:

{a) The licenses, if an individual.

{b) The administrator or a similarly titted person
who is responsibie for the day-to-day operation of
the provider.

{c) 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 confrolling interest if
the agency has reason to believe that such
person has been convicted of any offense
prohibited by s. 435.04. For each controlling
interest who has been convicted of any such
offense, the licensee shall submit to the agency a
description and explanation of the conviction at
the time of license application.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose

A0S

AZB15
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responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving 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. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
license or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
943.05(2)(g). the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of
aw for state pre ing, and the
Department of Law Enforcement shalt forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
criminal history records checks required by level
2 screening may be borne by the licensee or the

! person fingerprinted. Proof of compliance with

ievel 2 screening standards submitted within the
previous 5 years to meet any provider or

AZB15
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p ional requi of the
agency, the Department of Health, the Agency for
Persons with , the Department of
Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651 satisfies the
requirements of this section if the person subject
1o screening has not been unemployed for more
than 80 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

{3) Allfingerprints must be provided in
electronic format. Screening results shall be
reviewed by the agency with respect to the
offenses specified in 5. 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

awaiting final disposition for, must not have been
found guilty of, regardiess of adjudication, or
entered a plea of nolo contendere or guilty fo, and
must not have been adjudicated delinquent and
the record not have been sealed or expunged for
any of the following offenses or any similar

; offense of another jurisdiction:

{a) Any authorizing statutes, if the offense was

AZB15

i
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a felony.

(b} This chapter, if the offense was a felony.

{c) Section 408.920, relating to Medicaid

provider fraud.

{d) Section 409.9201, relating to Medicaid

fraud.

(e) Section 741.28, relating to domestic

violence.

() Section 817.034, relating to fraudulent acts

: through mail, wire, radio, electromagnetic,

ip tronic, or ical system:

{g) Section 817.234, relating to false and

fraudulent insurance claims.

{h) Section 817.505, relating to patient

brokering.

(i) Section 8§17.568, relating to criminal use of

personal identification information.

{i} Section 817.60, relating to obtaining a credit

card through fraudulent means.

(k) Section 817.61, relating to fraudulent use of

credit cards, if the offense was a felony.

() Section 831.01, relating to forgery.

{m) Section 831.02, relating to uttering forged

instruments.

(n} Section 831.07, relating to forging bank bills,

checks, drafts, or promissory notes.

{0) Section 831.09, relating to uttering forged

bank bilis, checks, drafts, or promissory notes.

(p) Section 831.30, refating to fraud in obtaining

medicinal drugs.

{q) Section 831.31, relating to the sale,

manufacture, delivery, or possession with the

intent to sell, manufacture, or deliver any

counterfeit controlled substance, if the offense

 was a felony.

: Aperson who serves as a controlling interest of,
is employed by, or contracts with a ficensee on

: , 2010, who has been screened and

qualified according to standards specified in 5.

435.03 or s. 435.04 must be rescreened by
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31, 2015. The agency may adopt rules to
establish a schedule to stagger the
implementation of the required rescreening over
the 5-year period, beginning , 2010,
through , 2015, if, upon rescreening, such
person has a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed 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 until 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
within 30 days after receipt of the rescreening
resuits 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 fo s. 943.053(3).
The agency shall establish a schedule of fees fo
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 butis |

not providing a service within the scope of that
ficense or certification.

(b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may

VISIONDEL ALF SAINT PETERSBURG, FL 33709
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grant an exemption from disqualification to a

person who is subject to this section and who has
received a professional license or ificati

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 Depariment 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 unemployment compensation 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.

43506, F.S.

{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 shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. It is the responsibility of
the affected employee to contest his or her
disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

i
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(2)a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any 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 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 for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{¢) The employer must terminate the employment
of any of its personnel found to 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.

(3) Any employee who refuses to cooperate in

, such screening or refuses to timely submit the

i yio the screening,
including fingerprints if required, must be
disqualified for employment in such position or, if
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employed, must be dismissed.

{(4) There is no unemployment compensation 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

for a disqualifying offense listed under this
chapter, terminates the person against whom the
report was issued or who was
regardiess of whether or not that person has filed
for an exemption pursuant to this chapter.

435.02(2), F.S.

" Employee " means any person required by law
to be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to conduct a Leve! If background screening
for one of two staff members, Staff A. By not

| conducting the appropriate background screening
! the facility failed to ensure residents are able to
receive care and services safely and securely
from persons who have not committed offenses,
which would prevent them from employment, in
which they provide direct care with residents.

Findings Include:

On , a record review for Staff A showed
that Staff Awas originally hired on and
had a Florida Department of Law Enforcement
{FDLE) and Federal Bureau of Investigation (FBI)
background screening completed and passed on
. This screening was completed for staff
A's original hire date of . The screening
letter states that the results are " only valid for |
! the position for which you requested screening ™ . E

AZ815
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The results are addressed to " DCF-BSU for
APD Medicare Waiver Program  and are not
addressed to the facility. Staff A quit employment
wtth the facility and was rehired on

i Based on interview with the owner on Y

they stated since the staff member comes and
goes thought that they could still use the Level |

| sereening that was previously completed. The

facility acknowledges that a level 2 screening was
not completed when staff A was rehired on

Unclassified

AZB15
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FRORIDA AGENCY FOR HEALTH CARE ADMINISTRATION

R aoTr Better Health Care for all Floridians B buDEK
L2012
Administrator
Visiondel ALF
5012 North Ridge St N

Saint Petersburg, F1. 33709
Dear Administrator:

This letter reports the findings of a limited nursing services (LNS) state licensure survey that was conducted on
, 2012, by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review to verify that the necessary corrections are in place to correct the deficiencies identified
on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
acuvuy This form has been placed on the Agency's website at

http://ahea myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health
Facllltles and Prowders on this page. Your feedback is encouraged and valued, as our goal is to ensure the

1

] and D ion of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call
Paul Brown, HFES, at 727-552-2000.

fW Paricia Reid Caufman
Field Office Manager

PRC/kpr

Enclosure: State Form 3020

St. Petersburg Field Office
525 Mirror Leke Drive Norh, Suft 410 A
Petersburg, FL 33701

Phone (727) 552- 2000 Fax (727} 552-1161

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
hitpy/aha.myfiorida.com




