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Initial Comments

. the biennial re-licensure survey was
conducted at Asberry Gardens Assisted Living
Facifity (ALF).

The ALF had deficiencies found at the time of the
visit.

58A-5.0181(4) FAC Admissions - Continued
Residency

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (e} of this subsection,
criteria for continued residency in any licensed
facility shall be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a face-to-face
medical examination by a licensed health care
provider at least every 3 years after the initial
assessment, or after a significant change,
whichever comes first. A significant change is
defined in Rule 58A-5.0131, F.A.C. The results of
the examination must be recorded on AHCA
Form 1823, which is incorporated by reference in
paragraph (2)(b) of this rule. The form must be
completed in accordance with that paragraph.
After the effective date of this rule, providers shall
have up to 12 months to comply with this
requirement.
{a) The resident may be bedridden forup to 7
consecutive days.
(b) Aresident requiring care of a ! pressure
: may be retained provided that:
1. The facility has a LNS license and services are
provided pursuant to a plan of care issued by a
ficensed health care provider, or the resident
contracts directly with a licensed home health
agency or a nurse fo provide care;
2. The condition is documented in the resident ' s
record; and
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3. if the resident’ s condition fails to improve
within 30 days, as documented by a licensed
health care provider, the resident shall be
discharged from the facility.

(c) A _"ill resident who no longer meets
the criteria for continued residency may continue
fo reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to the services of a licensed hospice
which coordinates and ensures the provision of
any additional care and services that may be
needed,

2. Continued residency is agreeable to the
resident and the facility;

3. An interdisciplinary care plan is developed and
implemented by a licensed hospice in
constitation with the facility. Facility staff may
provide any nursing service permitted under the
facility * s license and total help with the activities
of daily living; and

4. Documentation of the requirements of this
paragraph is maintained in the resident ' s file.
{d) The administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility.

{e) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.AC.

(5) DISCHARGE. If the resident no longer meets
the criteria for continued residency, or the facility
is unable to meet the resident ' s needs, as
determined by the facility administrator or
licensed health care provider, the resident shall
be discharged in accordance with Section
429.28(1),F.S.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to obtain a Resident Health Assessment
(AHCA form 1823) after a significant change for 1
of 2 sampled residents (#1).

Findings:

Record review for resident #1 revealed the

Medication Observation Record (MOR) for

noted that he was in the hospital on + through
The MOR noted he was in the

hospital from | through . ._.

Further record review revealed that there was no

AHCA form 1823 form found in the record for the

significant changes,
The owner/administrator found a AHCA form
1823 that was dated : however the the

form did not have the printed name, address and
telephone number of the health care provider.
The signature was not legible. The form did not
included the diagnosis and did not note if the
resident needed help with his medications or the

type of help required,

The ownerfadministrator stated that she could not
find an AHCA form 1823 for the . hospital
admission and she did not realized the form
dated _._.. ._ was incomplete.

Class

A 025 58A-5.0182(1) FAC Resident Care - Supervision | A025

An assisted living facifity shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

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

{a) Monitor the quantity and quality of resident
AFCA Form 3020-0001
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diets in accordance with Rule 58A-5.020, FAC.
(b) Dally observation by designated staf 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
individual.

(¢) General awareness of the resident ' s
whereabouts. The resident may fravel
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; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

() Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.AC,, any illnesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
| the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a written record of significant

} changes, ilnesses which resulted in hospital
| admissions 1 of 2 sampled residents (#1).

|
Findings:

Record review for resident #1 revealed the

Medication Observation Record {MOR) for 4

noted that he was in the hospital on » Through
The - MOR noted he was in the

hospital from through .

Further record review revealed that there was no
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| (@) Each assisted living facility (ALF) must have
! written policies and procedures, which delineate
| its position with respect to state laws and rules
| relative to - -. The policies and procedures
shall not condition treatment or admission upon
whether or not the individual has executed or
| waived a -. The ALF must provide the
following to each resident, or resident ' s
representative, at the time of admission:
1. Acopy of Form SCHS-4-2006, " Health Care
Advance Directives - The Patient ' s Right to
Decide, ” 12008, or with a copy of some
other substantialy similar document, which
incorporates information regarding advance
directives included in Chapter 765, F.S. Form
+ SCHS-4-2006 is avaitable from the Agency for
Health Care Administration, 2727 Mahan Drive,
Mail Stop 34, Tallahassee, FL 32308, or the
agency ' s Web site at
hnp:llahca.myﬁoridaAcomlMCHQ/Hea!th_FaciIity_
ReguIation/HC_Advance__Directives/docs/adv_dir
.pdf; and
| 2. Written information concerning the ALF ' s
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documentation to indicate when and what events
transpired that required the resident to be
transferred and admitted to the hospital on
several occasions, nor was there documentation
of what type of medical interventions if any, would
be needed when the residents returned.
The ownerfadministrator confirmed the above
findings and stated that she forgot to document
the hospital admissions,
Class
AOQ76 58A-5.0186 FAC n A076
i
(1) POLICIES AND PROCEDURES.
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policies regarding ;and '
3. Information about how to obtain DH Form
1896, Florida Form,
8,

incorporated by reference in Rule 64J-2.01
FAC.

(b) There must be documentation in the resident '
s record indicating whether or not he or she has
executed a ifa _ has been
executed, a copy of that document must be made !
| @ part of the resident ' s record, If the ALF does i
not receive a copy of a resident ' s executed |

the ALF must document in the resident ' s |
record that it has requested a copy. i
(2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, F.8., if, as a condition of
treatment or admission, it requires an individual
to execute or waive a .

{3) ..' PROCEDURES. Pursuant to Section |
429,255, F.8., an ALF must honor a properly :
executed  as follows: |

(a) In the event a resident experiences
{ . , staff trained in i
| . ' or

licensed health care provider present in the
facility, may withhold

(b) in the event a resident is receiving hospice
services and experiences

facifity staff must immediately contact the
hospice. The hospice procedures shall take H
precedence over those of the assisted living
facility.
| (4) LIABILITY. Pursuant to Section 429.255, F.8., {
| ALF providers shalf not be subject to criminal
; prosecution or civil liability, nor be considered to
| have engaged in negligent or unprofessional
| conduct, for following the procedures set forth in
" subsection (3) of this rule, which involves
| withholding or withdrawing
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STATE FORM s NIGF11 i continuation sheet 6 of 26




PRINTED: 08/28/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER. 0z COMPLETED
A BUILDING
B.WING _
AL11967438
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
570 LAUREL OAK COURT NE
ASBERRY GARDENS PALM BAY, FL 32907
Xa 0 SUMMARY STATEMENT OF DEFICIENCIES ' PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OTE
DEFICIENCY)
A076/ Continued From page 6 A076
| pursuantto a

“and rules adopted by the department.

This Statute or Rule is not met as evidenced by: |
Based on facility record review and interview the

facility failed to have accurate written policies and
procedures, which delineate its position with

| respect to state laws and rules relative to

\
Findings:

Review of the Facility's Policy and
Procedure on — at approximately 12 PM
revealed it did not include the following provision:

| (3) » PROCEDURES. Pursuant to Section | |
| 429.255, F.S., an ALF must honor a property : |
| executed as follows: ‘

{b) In the event a resident is receiving hospice
services and experiences ~ B
facility staff must immediately contact the !
hospice. The hospice procedures shall take {
precedence over those of the assisted fiving
facility.

| Record review for residents #1 and #2 revealed
| there was no documentation to confirm that they
were made aware of the above provision

regarding . @s required, !

! The It or stated at appre

12:30 PM that the above provision was not |
included in the facility ' policies and i
procedures as required :
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58A-5.019(2) FAC Staffing Standards - Staff

(2) STAFF,
(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable .
including . Freedom from

_ must be documented on an annual
basis. A person with a positive test
must submit a health care provider ' s staterment
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, oris of having, a e

he/she shall be removed from duties

until the administrator determines that such
condition no longer exists.
(b) Al staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experxence Staff providing
services requiring ficensing or certification must
be appropriately licensed or certified. All staff
shall exercise their responsibilities, consistent
with their qualifications, to observe residents, fo
document observatlons 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) All staff must comply with the training
requirements of Rule 58A-5.0191, F.A.C.
(d) Staff provided by a staffing agency or
employed by a business entity contracting to

AQ78
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A078 Continued From page 8

provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the

| facility and the staffing agency or contractor shall
| specifically describe the services the staffing

| agency or contractor will be providing to

| residents.

| (e) For facilities with a licensed capacity of 17 or
| more residents, the facility shall;

1 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.

|
{
i

| This Statute or Rule is not met as evidenced by:

- Based on record review and interview the facility

| falled to ensure all staff were assigned duties

| consistent with their level of education, training

| and preparation and experience and allow

| unlicensed staff to administer medications

| including medications with

| parameters to 1 of 2 sampled residents {#1) and

| failed to ensure that 1 of 3 staff {A) had an annual
| statement from her health care provider

| documenting freedom from

| 1 newly hired staff (C) had documentation of
| freedom for communicable _including

and

i
i Findings:

: 1. Record review for resident #1 revealed the

| Assisted Living Facility Health Assessment Form
1 (1823) dated ! that included diagnosis of

| and .. Further
| review of the 1823 revealed that the resident

| required assistance with self-administration of

| Medication

| Review of the and 2012 Medication
| Observation Record (MOR) revealed they noted

AHCA Form 3620-0001
STATE FORM
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- 10 mg 3 times daily- check .

+ hold if sbp less is than 130. The
medication was marked as given on 7/6, in
the AM; 7/6 in the PM, 8/8 in the AM the other
days had lines drawn through.

Record review revealed that there was no order
found in the record for the above medication. The
administrator made a call to the health care
provider's office and the order was faxed to the
facility.

Interview with the administrator who stated she
and unlicensed staff who assisted with the
self-administration of medication did take the

resident's » before giving him the
medication and would give the medication to the
resident if the were less than

130. The unlicensed staff was making a judgment
when determining if the medication should be
held or given,

The administrator stated she was not aware that
| she and the other unlicensed staff could not take
{the and make a decision to give

i or hold the medications as the health care
provider ordered.

2. Personnel record review on at
approximately 12:30 PM revealed the only
documentation to confirm freedom . was dated

| (due for Staff A(the
owner/administrator).

Staff C hired : had no documentation to
confirm that she was free from communicable
_including

| The owner/administrator confirmed the findings,
IS aldiatedhbnd AN B

i Class 1
|
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; Competency Test
Staff Training Requirements and Competency
Test.

(1) ASSISTED LIVING FACILITY CORE

TRAINING REQUIREMENTS AND

COMPETENCY TEST.

(a) The assisted living facility core training

requi ished by the dep 1t

pursuant to Section 429.52, F.8., shail consist of

a minimum of 26 hours of training plus a

competency test.

(b) Administrators and managers must

| successfully complete the assisted living facility

1 core training requirements within 3 months from

| the date of becoming a facility administrator or
manager. Successful completion of the core

| training requirements includes passing the

| competency test. The minimum passing score for

| the competency test is 75%. Administrators who

| have attended core training prior to , 1997,

| and managers who attended the core training

| program prior to . 1898, shall not be

i

required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part I of
Chapter 468, F.S., are exempt from this
requirement. |
(c) Administrators and managers shall participate ‘
in 12 hours of continuing education in topics {
I related to assisted living every 2 years as ‘
provided under Section 429,52, F S. i
{d) Anewly hired administrator or manager who
has successfully completed the assisted living ‘
facility core training and continuing education {
|

requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
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requirements will be considered a new
| administrator or manager for the purposes of the
| core training requirements and must;
| 1. Retake the assisted living facility core training;
i and
| 2. Retake and pass the competency test.
| (€) The fees for the competency test shall not
| exceed $200. The payment for the competency
| test fee shall be remitted to the entity
| administering the test. A new fee is due each time
the test is taken,
i

J This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview

| the Administrator failed to obtain 12 hours of

| continuing education in topics related to Assisted

| Living every 2 years.

| Findings:

! Personnel record review on _al

‘ approximately 12:30 PM revealed the

| Administrator had documentation of only 7 hours
i of continuing education in topics related to

| assisted living every 2 years as provided under

| Section 420.52, F.S.

| The ownerladministrator confirmed the above

| findings at the time.

| Class Il
|

A083| $8A-5.0191(4) FAC Training - First Aid and

} (4) FIRST AID AND
{ A staff member who
First Aid and .and

| has completed courses in

A080

A083
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holds a currently valid card documenting
completion of such courses must be in the facility
at alf times,
(a) Documentation of attendance at First Aid or
- course offered by an accredited college,

university or vocational school; a licensed
hospital; the American Red Cross, American

Association, or National Safety Counci; o
a provider approved by the Department of Heaith,
shall satisfy this requirement.
{b) Anurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part i of Chapter 401, F.S., shali
be considered as having met the training
requirements for both First Aid and

| This Statute or Rule is not met as evidenced by:

Based on personnel record review and interview
the facility failed to have evidence that 1 of 3
sampled staff members (C) who worked alone, of
; a completed course in First Aid and held a

1 currently valid card documenting compietion of

”‘ such course.

.
|
|
|

! Findings:

| Review of the staff scheduled on at
| approxi 10:30 AM that staff C
| worked at the facility alone.

| Personnel Record review revealed that Staff C

| had no documentation to confirm that she had

| completed a course in First Aid.

,‘ The owner/administrator reviewed the personnel
| records and stated that Staff C had a First Aid

; course and she did not have the documentation
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58A-5.0191(11) FAC Training - Do Not
: Orders

(1) S
TRAINING,

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility ' s policies and
procedures regarding within 60 days
after the effective date of this rute.

(b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility ' s policy and procedures
regarding within 30 days after
employment.

{c} Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on Personnel record review and interview
the facility failed to ensure that 2 of 3 sampled
staff (B & C) had at least one hour of training in
the facility's policies and procedures regarding

K that included
information in Rule 58A-5.0186, F.A.C.

Findings:
During interviews with Staff B and C on

both who had worked at the facility over 30 days,
revealed that they did not receive any training on
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the facility's policies and procedures regarding
0's in regards to Rule 58A-5.0186, F.A.C.

Review of the facility's _+ policy revealed that
it did not have all of the required information that
was included in Rule 58A-5.0186, FAC.

Personnel record review for the staff revealed
that there were training certificates in their record
that noted that had received the - training.

The ¢ it or stated at appre

1 PM that the above siaff had received the
training; however it did not include all of the
information required in Rule 58A-5.0186, F.A.C.

Class It

Resident Contracts.

1 (1) Pursuant to Section 429.24, F.S,, prior to or at
| the time of admission, each resident or legal

| representative shall execute a contract with the
facility which contains the following provisions:
(a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.

(b) The daily, weekly, or monthly rate,

(c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule which shall be attached to
the contract,

(d) A provision giving at least 30 days written
notice prior to any rate increase.

(&) Any rights, duties, or + of residents,
other than those specified in Section 429.28, F.S.

Continued From page 14 A 080

58A-5.025(1) FAC Reslident Contracts A167

AHCAForm

020-0001

STATE FORM asee

NIGF11

If continuation sheet 15 of 26




STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

Agency for Health Care Administration

PRINTED: 08/28/2012
FORM APPROVED

(DENTIFICATION NUMBER:

AL11967438

{X2) MULTIPLE CONSTRUGTION

A BUILDING
B. WING

N
O

{X3) DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

ASBERRY GARDENS

STREET ADDRESS, GITY, STATE. ZIP CODE.

570 LAUREL OAK COURT NE
PALM BAY, FI. 32907

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES ]
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION i (X6}
{EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
DATE

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

A167

|
|

 affiliated with any religious organization, and, if

| facility.

Continued From page 15 A167

(f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

(g} A refund policy which shall conform to Section
429.24(3), F.S.

(h) A written bed hold policy and provisions for
terminating a bed hold ag if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in wiiting
of any change in status that would prevent the
resident from returning to the facility. Untit such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident *'s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf,

(i} A provision stating whether the organization is

s0, which organization and its relationship to the

(i} A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer to a care setting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
placement. if there is disagreement regarding the
appropriateness of placement, provisions as
outfined in Section 429.26(8), F.S., shall take
effect,

(k) A provision that residents must be assessed
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Continued From page 16

upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
1o subsection (4} of that rule,
() The faciiity ' s policies and procedures for
seif-administration, assistance with
1 ini ion and admini ion of

ions, if i p o Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that ruie.
(m) The facility * s policies and procedures related
to a properly executed .

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview
the facility failed to ensure that each resident
contract contained the rights, duties and

_ of residents, other than those
specified in the Resident Bill of Rights for 2 of 2
sampled residents (#1 and #2).

Findings:

Resident record review including contracts for
residents #1 and #2 revealed that their contracts
did not include a statement to inform the

i or responsible party that all r
must be assessed upon admission, every 3 years
thereafter, or after a significant change,
whichever comes first.

The owner/administrator stated on —at
approximately 11:30 AM the above information
was not included in contracts.

Class

A167
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AZB15| 408.808, 435.02(2), 435.06 Background AZB15
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
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.

{¢)  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 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
d iption and I { f 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
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibifities 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,

AHCA Form 3020-0007
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Continued From page 18

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 o the Department of
Law Enforcement for state processing, and the

.| Department of Law Enforcement shall 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 ievel
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
professional licensure requirements 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
to screening has not been unemployed for more
than 90 days and such proof is accompanied,
under penalty of perjury, by an affidavit of

AZ815
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compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

{3) Al fingerprints 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 5.
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 to, 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:

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

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

i (¢} Section 409.920, relating to Medicaid
provider fraud.

(d) Section 409.9201, relating to Medicaid

fraud.

(e) Section 741.28, relating to domestic
violence.

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

| (g) Section 817.234, relating to false and

AZB1S
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Continued From page 20

fraudulent insurance claims.

(n) Section 817.508, relating to patient
brokering.

(i) Section 817.568, relating to criminal use of
personal identification information,

() 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.

(I} 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 bills, checks, drafts, or promissory notes.
(p) Section 831.30, refating to fraud in obtaining
medicinal drugs.
{q) Section 831.31, relating fo the sale,
manufacture, delivery, or possession with the
intent to. sell, manufacture, or deliver any
counterfeit controlled substance, if the offense
was a felony.
A person who serves as a controlling interest of,
is employed by, or contracts with a licensee on
2010, who has been screened and
qualified according to standards specified in s.
435.03 or s, 435.04 must be rescreened by
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

AZ815
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duties until the ficensing agency renders &
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
results by the person.

(5) The costs associated with obtaining the

i 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. 943.063(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(6){@) As provided in chapter 435, the agency
may grant an exemption from disquaiification 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
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
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
ficensed 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
AHCA Form 3020-0001
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screening and to implement and adopt criteria
relating to retaining fingerprints pursuanito 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.

43508, F.8.

{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.

{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 demol the ab 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
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withany ___ __ :person that would place the
employee in a role that requires background
screening uniess 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 I or 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.

(c) The employer must terminate the employment
of any of its personnel found to be in

noncompli with the mini 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 5. 435.07.

(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 unemployment compensation or
other menetary 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 ,
regardless of whether or not that person has filed
for an exemption pursuant to this chapter.
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435.02(2), F 8.

" 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 the record review and interview the
facility failed to comply with the attestation
requirements of section 435.05(2), Florida
Statutes, which state that every employee
required fo undergo Level 2 background
screening must attest, subject to penaity of
perjury, to meeting the requirements for qualifying
for employment pursuant to this chapter and
agreeing fo inform the employer immediately if

1 for any of the disqualifying offenses
while employed by the employer for 2 of 3
sampled staff (B and C).

Findings:

Personnel record review on lat
approximately 12:30 PM for Staff B and C
revealed that there was no documentation to
confirm that employees who were required to
undergo Level 2 background screening had
completed any type of affidavit or documentation
attesting, subject to penalty of perjury, to meeting
the requil for qualifyi r employ
pursuant to this chapter and agreeing to inform
the employer immediately if 1 for any of
the disqualifying offenses while employed by the
employer per 435.05(2), Florida Statutes.

The ownerfadministrator confirmed the findings.
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FLORIDA AGENCY FOR HEALTH CARE ADMINSTRATION

BETH DUDEK
Ré%(vgggg{ Better Health Care for all Floridians EL%‘;CRET ARY
.2012
Administrator
Asberry Gardens
576 Laurel Oak Court Ne

Palm Bay, FL. 32907
Dear Administrator:
Re: Biennial relicensure

This letter reports the findings of a state licensure survey that was conducted on L2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates 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 after , 2012, 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
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(s), Should you have any questions please call Lorraine
Henry at

Sincerely,

7%

Theresa DeCanio, RN
Field Office Manager

LH/be

Enclosure
XG99

Headquarters

2727 Mahan Drive
Taltahassee, FL 32308
hitp:#fahca myflorida .com

Orlande Field Office

400 W, Robinson $t., Suite 8-309

Orlando, FL 32801

Phone (407) 420-2502; Fax {407) 245-0998




