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Administrator
Hidden Oaks
7216 NW 22nd Drive

Jennings, FL 32053

Dear Administrator:

This letter reports the findings of a revisit survey conductedon , 2012 by a representative of this office.
Enclosed is the provider's copy of the ﬂtatement of Deficiencies and Plan of Correction (State Form 3020},
which the ies and/or new defici identified during the revisit,

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than .2012.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.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 Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
{386) 462-6201.

Sincerely,

PR
Kriste J. Mennella

Field Office Manager

KIM/amw

Enclosure

Headquarters

2727 Mahan Drive
Taltahassee, Fl. 32308
hitp:#ahca myflorida.com

Alachua Field Office

14101 N W Hwy 441, Suite 800

Alachua, FL 32615-5669

Phone (386) 462-6201; Fax (386) 418-5300
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{A 000} Initiai Comments

On . . ... an unannounced follow-up survey
was conducted at Hidden Qaks assisted iving

this survey. The facility was not in compliance at
this time.

{A 074} 58A-5.019(3)(b) Staffing Standards - Personnel
$8=G - File (8GS)

(3) BACKGROUND SCREENING.

by the agency shall be maintained in the
employee ' s personnel file.

This Statute or Rule is not met as evidenced by:
Based on recorded reviews and interviews the
facility failed to have a background screening for
1 of 5 staff members, staff #5.

Findings:

members it was observed that staff #5 did not
have a background screening.

On at approximately 11:50 AM an
interview was conducted with staff member #5.
Staff #5 said she did not have a cleared
background screening from AHCA and she has
applied for wavier of exemption but has not herd
back from the Agency yet. She said the owner
{administrator) has changed her job title and
responsibilities fo facility secretary, so she is not
having contact with the residents. She was asked
to provide a description of her job responsibilities
which she said she did not have a current job
description. She said she would obtain that
information from the administrator and fax it to

facility. Deficiencies were identified as a result of

{b) The resuits of employee screening conducted *

On . : during a record review of five staff

{A 000}
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the area office.

On ' it was observed that the facility is
a manufactured home with built on additions to
house residents. The office which staff member
#5 works out of is located directly off the faciiity's
living residents watch TV and
socialize. Staff #5 must walk through the facilities
residents living order to enter and exit the
office she works out of. Based on these
observations she will come into direct contact
with residents.
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