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| supervision, as appropriate for each resident,

1 diets in accordance with Rule 58A-5.020, F A.C.

i surrogate, or case manager if the resident

. discharged or moves out

| {e) Awritten record, updated as needed, of any
| significant changes as defined in subsection

| 58A-5.0131(33), F.A.C., any illnesses which

| the provision of additional services.

initial Comments 1 A0D0

A Biennial Standard Survey was conducted on

, 2012, The Care and Love
Retirement Residential with Limited Mental
Health component had deficiencies found at the
time of the visit.

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

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

(1) SUPERVISION. Facilities shall offer personal

including the following:
(@) Monitor the quantity and quality of resident

(b} 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
individual.

{¢) General 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

exhibits a significant change; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is

resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
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AD025; Continued From page 1

| On ‘at 12:22pm, the owner of the
| facility stated that the resident had wounds on
1 both her right and left heels when she arrived at

Class 1l

AOZGI‘ 58A-5.0182(2) FAC Resident Care - Social &
S8=D | Leisure Activities

i Findings include:

| skin is clear, no rashes observed in stable cond.
| Further record review revealed no other

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain a written record that showed 1
out of 8 {SR#4) sampled resident ' s significant
change in health.

Areview of SR#4 " s record revealed a
prescription dated ie for 'HHC to
cleanse right heel _\__ withnormal _*" .. A
review of SR#4 ' s initial health assessment dated

revealed no documentation that
showed SR#4 had a right heal Jt's
recorded in SR#4 ' s progress notes dated

. that SR#4 ' was brought in by daughter

doc ion of a health it after the
date.

the facllity. The owner reviewed the progress
notes in SR#4 * s file and acknowledged that
SR#4 ' s record did not contain documentation
that showed the significant change in health of
the resident.

AQ25

AQ28
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| (2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in

| social, recreational, educational and other

| activities within the facility and the community.
{a) The facility shall provide an ongoing activities

| program. The program shall provide diversified

; individual and group activities in keeping with
each resident ' s needs, abilities, and interests.
{b) The facility shall consult with the residents in

| selecting, planning, and scheduling activities. The
facility shall demonstrate residents ' participation

| through one or more of the following methods:

{ resident meetings, committees, a resident

. council, suggestion box, group discussions,
questionnaires, or any other form of

| communication appropriate to the size of the
facility.

1 {c) Scheduled activities shall be available at least
six (8) days a week for a total of not less than

| twelve (12) hours per week. Watching television

| shall not be considered an activity for the purpose
of meeting the twelve (12) hours per week of
scheduled activities unless the television program
is @ special one-time event of special interest to

| residents of the facility. A facility whose residents

1 choose to attend day programs conducted at
adult day care centers, senior centers, mental

| health centers, or other day programs may count

| those attendance hours towards the required

| twelve (12) hours per week of scheduled
activities, An activities calendar shall be posted in
common areas where residents normally
congregate.
(d) If residents assist in planning a special activity
such as an outing, seasonal festivity, or an
excursion, up to three (3) hours may be counted

; toward the required activity time.

; This Statute or Rule is not met as evidenced by:
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Based on observation and interview facility failed
to have an up to date Activity schedule posted.

Findings includes:
1. Observation during tour of the facility at 8:00
amon while looking at the bulletin
board, the activity schedule was dated for

2012 without any times in which any
of the activities were to be done

2. Interviewed owner of the facility on
11:00 am, she stated that the new administrator
did not change the schedule.

| Class )

SASO%% 58A-5.0185(5) FAC Medication - Records A054
{5) MEDICATION RECORDS.
(a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container; or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the health care provider ' s
name, the resident ' s name, the date dispensed,
| the name and strength of the drug, and the
directions for use.
{b) The facility shall maintain a daily medication
observation record (MOR) for each resident who
receives assistance with self-administration of
medications or medication administration. AMOR
must include the name of the resident and any
known the resident may have; the name
| of the resident ' s health care provider, the health
care provider ' s telephone number, the name,
strength, and directions for use of each
1 medication; and a chart for recording each time
the medication is taken, any missed dosages,
 refusals 1o take medication as prescribed, or i i
AFICA Form 3020-0001
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A 054 Continued From page 4 A 054

| medication errors. The MOR must be
| immediately updated each time the medication is
| offered or administered.

(c} For medications which serve as chemical

. the facility shall, pursuant to Section

! 429.41, F $., maintain a record of the prescribing |
| physician ' s annual evaluation of the use of the
| medication.

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

| failed to maintain an up-to date medication

{ observation record (MOR}) for 2 out of 8 (SR#1,

| SR#2) residents.

| Findings include:

| Areview of SR#1's and SR#2' s MORs

| revealed no documentation that showed the

| residents had received their mediations for the
| morning of

1 On at 11:12am, the administrator

| acknowledged that SR#1 and SR¥2 had received
| their morning medications and acknowledged that :
| SR#1" s and SR#2 ' s MORs were not accurately
} documented.

| Class 1t

A055 58A-5.0185(6) FAC Medication - Storage and A055
88=D/ | Disposal

| (6) MEDICATION STORAGE AND DISPOSAL.
f {a) In order to accommodate the needs and
| preferences of residents and to encourage : |
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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

n their or apartments, which must be kept

locked when residents are absent, unless the

medication is in a secure place within the

or apariments 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

facility shall maintain a list of all medications

being stored pursuant to such a request;

3. The medication is determined and documented

| by the health care provider to be hazardous if

; keptin 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
central storage of medication and that policy has

| been provided to the resident prior to admission

as required under Rule 56A-5.0181, F.A.C.

| {b) Centrally stored medications must be:
1. Kept in a locked cabinet, locked cart, or other
locked storage receptacle, I, or area at all
times;

| 2. Located in an area free of dampness and

| abnormal temperature, except that a medication
requiring refrigeration shall be refrigerated.
Refrigerated medications shall be secured by

| being kept in a locked container within the

A055 ‘
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A055| Continued From page 6 i ADS5

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, ing with self-admini on,
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 shal 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} Medications which have been abandoned or

| which have expired must be disposed of within 30

| days of being determined abandoned or expired

| and disposition shall be documented in the

| resident’ s record. The medication may be taken

| to @ pharmacist for disposal or may be destroyed |
by the administrator or designee with one

| witness
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A058; Continued From page 7

| {f) Facilities that hold a Special-ALF permit issued
| by the Board of Pharmacy may return dispensed

i medicinal drugs to the dispensing pharmacy

1 pursuant to Rule 64B16-28.870, F.AC.

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

| Based on observation during the tour of the

| kitchen area uniocked medications were found in
two different cabinets

| Findings includes:

i 1. Observation during tour of the kitchen area of
| the facility, medications were found in two

; different kitchen cabinets. in the first cabinet old
| medications and unfabel y !

| were found. Medications found were:

| 10 gm/15 mi sol gty 1800 and .

| suspension/2 bottles of | fflu with no

| names on them. In the second cabinet there

| were two cups with pills in them and had no

| names on the cups

|

| 2. Interviewed owner on @ 11:00 am,
| stated that the med's were supposed to have

| thrown away. She did not know why the other

| medications were not locked up and in the

| kitchen cabinets.

| Class It

AO56 58A-5.0185(7) FAC Medication - Labeling and
88=D! Orders

| (7) MEDICATION LABELING AND ORDERS
{a} No prescription drug shall be kept or
| administered by the facility, including assistance
| with self-administration of medication, unless it is
| properly labeled and dispensed in accordance
| with Chapters 465 and 499, F. S, and Rule
64B16-28.108, F.A.C. If a customized patient

L A0S
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A0S6 Continued From page 8

medication package is prepared for a resident,

| and separated into individual medicinal drug

| containers, then the foliowing information must be

recorded on each individual container:

1. The resident ' s name; and

2. ldentification of each medicinal drug product in

; the container,
{b) Except with respect to the use of pill
organizers as described in subsection (2), no
person other than a pharmacist may transfer

| medications from one storage container to
another.

| {¢) ¥ the directions for use are " as needed * or
" as directed, " the health care provider shall be
contacted and requested to provide revised
instructions. Foran " as needed " prescription,

i the circumstances under which it would be

| appropriate for the resident to request the

| medication and any limitations shall be specified;

1 for example, ” as needed for pain, not to exceed

| 4 tablets per day. " The revised instructions,

including the date they were obtained from the

heatth care provider and the signature of the staff

who obtained them, shall be noted in the

medication record, or a revised label shall be

| obtained from the pharmacist,

| {d} Any change in directions for use of a
medication for which the facility is providing

| assistance with self-administration or

. administering medication must be accompanied

| by a written medication order issued and signed
by the resident ' s health care provider, or a faxed

; copy of such order. The new directions shall

promptly be recorded in the resident ' s

medication observation record. The facility may

" then place an " alert " label on the medication
container which directs staff to examine the
revised directions for use in the MOR, or obtain a
revised label from the pharmacist.
(e} Anurse may take a medication order by
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A 086 Continued From page 9 L A0ss |

| telephone. Such order must be promptly }
documented in the resident ' s medication

| observation record. The facility must obtain a

; written medication order from the health care

| provider within 10 working days. A faxed copy of
a signed order is acceptable.

! {f) The facility shall make every reasonable effort |

| to ensure that prescriptions for residents who

| receive assi e with seif- ini ion of

| medication or medication administration are filled

' or refilled in a timely manner.
(9} Pursuant to Section 465.0276(5), F.S., and
Rule 84F-12.006, F.A.C., sample or

| complimentary prescription drugs that are
dispensed by a health care provider, must be
kept in their original manufacturer ' s packaging,

1 which shall also include the practitioner ' s name,

{ the resident ' s name for whom they were

| dispensed, and the date they were dispensed. If
the sample or complimentary prescription drugs
are not dispensed in the manufacturer ' s fabeled

| package, they shall be kept in a container that

; bears a label containing the following:

| 1. Practitioner ' s name;
2. Resident ' s name; i
3. Date dispensed; |
4. Name and strength of the drug;
5. Directions for use; and
8. Expiration date.

+ (h} Pursuant to Section 465.0276(2)(c), F.S.,

| before dispensing any sample or complimentary

| prescription drug, the resident ' s health care
provider shall provide the resident with a written
prescription, or a fax copy of such order. i |

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

| Based on observation during the tour of the
kitchen area uniocked uniabeled medications

| were found in a kitchen cabinet
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| Findings includes:

| 1. Observation during tour of the kitchen area of

| the facility, medications were found in a kitchen
cabinet. In the 2nd cabinet uniabeled -
medicines were found. Medications found were: 2
bottles of | | /flu with no names on them.

2. interviewed owner on @ 11:00 am,
stated that the med's found in the kitchen cabinet
did not have names on them and were thrown
away.

Class HI

A 057, 58A-5.0185(8) FAC Medication - Over The . AD57
$8=D ' Counter (OTC) Products |

(8) OVER THE COUNTER (OTC) PRODUCTS. |

For purposes of this subsection, the term OTC

includes, but is not limited to, OTC medications,
" . nutritional supplements and

nutraceuticals, hereafter referred to as OTC

| products, which can be sold without a
prescription.

i (a) A stock supply of OTC products for multiple
resident use is not permitted in any facility.

(b) OTC products, including those prescribed by
alicensed health care provider, must be labeled
| with the resident ' s name and the manufacturer '

s label with directions for use, or the licensed
health care provider ' s directions for use. No
other labeling requirements are necessary nor
should be required
(c) Residents or their representatives may i
purchase OTC products from an establishment of |
their choice. !
| {d) Afacility cannot require a licensed health care |
provider ' s order for all OTC products when a
resident self-administers his or her own
| medications, or when staff provides assistance
AFICE Form 3020-0001
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AQ57

A0T8,
88=D

: This Statute or Rule is not met as evidenced by:
Based on observation during the four of the

i the facility, medications were found in a kitchen

| (2) STAFF.
| (@) Newly hired staff shall have 30 days to submit
; a statement from a health care provider, based

| months, that the person does not have any signs
: or symptoms of a communicable

Continued From page 11

with seff-administration of medications pursuant
to Section 429.256, F.S. Alicensed health care
provider ' s order is required when a licensed
nurse provides asst e with self-admil ion
or administration of medications, which includes
QTC products. When such an order for an OTC
product exists, only the requirements of
paragraphs (b) and (c) of this subsection are
required

kitchen area uniocked unlabeled medications
were found in a kitchen cabinet.

Findings includes:
1. Observation during tour of the kitchen area of

cabinet. in the 2nd cabinet unlabeled
medicines were found. Medications found were: 2
bottles of #flu with no names on them.

2. Interviewed owner on @ 11:.00 am,
stated that the med's found in the kitchen cabinet
did not have names on them and were thrown
away.

Class It |

58A-5.019(2) FAC Staffing Standards - Staff

on a examination conducted within the last six

including . Freedom from

A0B7

AQ78

-..._..must be documented on an annual
basis. A person with a positive test

|
1
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must submit a health care provider ' s statement
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, or is suspected of having, 2 communicable
, hefshe shali be removed from duties
untit the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with his/her level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. Al staff
shall exercise their responsibilities, consistent
with their 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) All staff must comply with the training
requirements of Rule 58A-5.0191, FAC
(d) Staff provided by a staffing agency or
employed by a business entity contracting to
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 fo
residents.
{e) For facilities with a licensed capacity of 17 or
more residents, the facility shall:
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.
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A 078 Continued From page 13 AQ78
This Statute or Rule is not met as evidenced by:
Based on record review and interview facility

| failed to have 3 out 6 sampled employees to have
physical exams in their files

| Findings includes:
1. Record review revealed employees #143/#4

i all did not have their medical exams in their files.
Employee #2 {caretaker) started on 8
employee #4 (caretaker) started on - and
employee #5's physical exam was outdated since

i 2. Interviewed owner on @ 1:.00 pm,
she stated that all three employees did not have |
| their physical examinations in their files }
i

Class il

SASO%G* 58A-5.0191(8) FAC Training - ADRD A0BE
) 'S AND RELATED
S (" ADRD ") TRAINING
| REQUIREMENTS. Facilities which advertise that
they provide special care for persons with ADRD,
| or whe maintain secured areas as described in
Chapter 4, Section 434.4.6 of the Florida Buliding
i Code, as adopted in Rule 9N-1.001. FAC.,
Florida Building Code Adopted, must ensure that
| facility staff receive the following training.
{a) Facility staff who have regular contact with or
provide direct care to residents with ADRD, shall
. obtain 4 hours of initial training within 3 months of
employment. Completion of the core training
program between , 1998 and , 2003
shall satisfy this requirement. Facility staff who
i meet the requirements for ADRD training
providers under paragraph (g) of this subsection
| will be considered as having met this
requirement. " Staff who have regular contact "
AFICA Form 3020-0001
STATE FORM o 19R011 It continuation shieet 14 of 41
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Continued From page 14

means staff who interact on a daily basis with
residents but do not provide direct care to
residents. Initial training, entitled "

and Related Levelt Tralmng
must address the following subject areas:
1. Understandlng s and
related
2 Characteristics of
3 Communlcatmg with resldents with
5
4. Famity issues;
5. Resident environment; and
6. Ethical issues
{b) Staff who have received both the initial one

| hour and continuing three hours of ADRD training

pursuant to Sections 400.1755, 429.917, and
400.6045(1), F.S., shall be considered to have
met the initial assisted living facility 's

and Related .. ... .. . Levell Training.
(c) Facility staff who provide direct care to

| residents with ADRD must obtain an addmonal 4
| hours of training, entitled ” :
! and Related Level li Tralmng, " within

9 months of employment. Facility staff who meet
the requirements for ADRD fraining providers

| under paragraph (g) of this subsection will be
consndered as having met this requirement.

's and Related

| Level H Training must address the following

subject areas as they apply o these
1. Behavior management;
2. Assistance with ADLs;

3. Activities for residents;

4. Stress rmanagement for the care giver, and

5. Medical information

(d) A detailed description of the subject areas that
must be included in an ADRD curriculum which
meets the requirements of paragraphs (a} and (b)
of this subsection can be found in the document

* Training Guidelines for the Special Care of

| A0se

i
;
i
i
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1 (9) Persons who seek 1o provide ADRD training in

i educator of caregivers for persons with

program providing care to persons with

reference, available from the Department of Elder |
Affairs, 4040 Esplanade Way, Tallahassee, |
Florida 32399-7000. :
() Direct care staff shall participate in 4 hours of
continuing education annually as required under
Section 429.178, F.S. Continuing education
received under this paragraph may be used to
meet 3 of the 12 hours of continuing education
required by Section 429.52, F.S., and subsection
(1) of this rule, or 3 of the & hours of continuing
education for extended congregate care required
by subsection (7} of this rule,

{f) Facility staff who have only incidental contact
with residents with ADRD must receive general
written information provided by the facility on
interacting with such residents, as required under
Section 429.178, F.S., within three (3) months of
employment. " Incidental contact " means all
staff who neither provide direct care nor are in
regular contact with such residents.

accordance with this subsection must provide the
department or its designee with documentation
that they hold a Bachelor ' s degree from an
accredited college or university or hold a license
as a registered nurse, and:

1. Have 1 year teaching experience as an

‘s < of related s or
2. Three years of practical experience in a

s or related er
3. Completed a specialized training program in
the subject matter of this program and have a
minimum of two years of practical experience in a
program providing care to persons with
) or related

: (h) With reference to requirements in paragraph

(X410 SUMMARY STATEMENT OF DEFICIENCIES in
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)
A 086! Continued From page 156 A086
Persons with s - and Related
. dated i 1999, incorporated by i
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{g), a Master ' s degree from an accredited i
college or university in a subject refated to the |
content of this training program can substitute for |
the teaching experience. Years of teaching i
experience related to the subject matter of this
training program may substitute on a year-by-year;
basis for the required Bachelor ' s degree H
referenced in paragraph (g).

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 1 out 8 sampled employees to ;
training in the areas of i
Findings includes:

1. Record review revealed employees #6
{administrator) all did training certification training

]
i
i
i

in the areas for in her file

2. Interviewed owner on @ 1:00 pm,

she stated that employee did not have her

in her file

Class i !
AOQO‘ 58A-5.0191(11) FAC Training - Do Not A 090
$8=D, Orders

(11
TRAINING.

! (@) Currently employed facility administrators,

| managers, direct care staff and staff involved in !
resident admissions must receive at leastone |
hour of training in the facifity ' s policies and 4
procedures regarding within 60 days
after the effective date of this rule.

| (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 ;

AHCA Form 3020-0001
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A080; Continued From page 17

regarding within 30 days after
employment

(c) Training shall consist of the information
| included in Rule 58A-5.0188, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 2 out 6 sampled employees to
training in the areas of

TRAINING).

Findings includes:
1. Record review revealed employees #2

no date on application all did training certification
training in the areas for {
TRAINING)

2. Interviewed owner on @ 1:00 pm,
| she stated that employees #2 (caretaker)/ #6
1 {administrator) did not have their {
i TRAINING).

Class Il

A 092 58A-5.020(1) FAC Food Service - General
$8=D1 Responsibiliies

| Food Service Standards.

| (1) GENERAL RESPONSIBILITIES. When food

| service is provided by the facility, the

| administrator or a person designated in writing by
the administrator shall:

| {@) Be responsible for total food services and the

i day to day supervision of food services staff.

{caretaker) started on : #65 (administrator)

i A0SO

A 092

AHCA Form 3020-0001
STATE FORM

5599

18RO11

ff continuation sheet 16 of 41



PRINTED: 11/14/2012

FORMAPPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA %2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION T EIC TN NutoER 0 COMPLETED
A BUILDING
BOWING __
AL11910830
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZiP CODE
642 EAST 218T STREET
CARE AND LOVE RETIREMENT RESID HIALEAH, FL 33012
(X430 | SUMMARY STATEMENT OF DEFICIENCIES n N PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMF’I,ETF
TAG | REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
DEFICIENCY)

i
| Aoo2

]
A092 Continued From page 18

| {b) Perform his/her duties in a safe and sanitary
manner.

i {c} Provide regular meals which meet the
nutritional needs of residents, and therapeutic

| diets as ordered by the resident " s health care
provider for resident ' s who require special diets.

| (d) Maintain the in-service and continuing

| education requirements specified in Rule
58A-5.0191, FAC.

This Statute or Rule is not met as evidenced by:
| Based on record review and interview facility
; failed to have 1 out 6 sampled employees to
updated training in the areas of Nutrition/safe
food handling

Findings includes:
i 1. Record review revealed employees #5
| (caretaker) started on -, revealed that her
| Nutrition/safe food handfing. Her nutrition/safe
food handling documentation expired on

2. Interviewed owner on @ 1:00 pm,
she stated that employee #5 (caretaker) did not
| have her nutrition/safe food handling
| documentation expired on

Class It

A 1520 58A-5.023(3) FAC Physical Plant - Safe Living 152
$$=D_ Environ/Other

(3) OTHER REQUIREMENTS
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{a) All facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)(a), F.S.; and

2. Must be maintained free of hazards; and

3. Must ensure that all existing architectural,

mechanical, electrical and structural systems and

. appurtenances are maintained in good working

| order.

(b Pursuant to Section 429.27, F.S., residents

shall be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident .. ... .

sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress a comfortable

height to ensure easy access by the resident;

2. Acioset or wardrobe space for hanging

clothes;

3. Adresser, chest or other furniture designed for

storage of personal effects;

4. Atable, bedside lamp or floor lamp, and waste

basket; and

5. A comfortable chair, if requested.

| {c) The facility must maintain master or duplicate

keys fo resident to be used in the |

: event of an emergency.

| {d) Residents who use portable bedside

| commodes must be provided with privacy during
use.

| {e) Facilities must make available linens and !
personal laundry services for residents who {
require such services. Linens provided by a

| facility shall be free of tears, stains and not be

AHCA Form 3020-0001
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Continued From page 20

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

Based on observation and tour of facility and

| interview facility failed to make safe living

environment

Findings includes:

| 1. Observations and tour of the facility shows
| some areas had rotten wood/peeling paint and
| plaster in many different areas of the facility.

Photes were taken in the rear of the facility’s
laundry hole behind a clothes hamper

i . Other holes in the same wall lower areas,

Outside of the laundry wall large hole
on the outer wall hidden behind a open garbage

, container. Outside area of the facility has rotten

eves and walls on the facility's right side of the
building. Exit door in the community

can see the outside light coming thru from the
rotten wood, In #. there is a hole behind a
resident's bed

i n i there is a hole in the ceiling near the
| sprinkler system picture taken @ 8:30 am/ a

broken floor tile in the kitchen area near the
freezer @ 8:35 am. In white standing
closet has back bulging out from too many

i clothes. top of the bed frame peeling
i face. In the bath across from H7

has a loose safety rail next to the toilet.

2. Interviewed owner on @ 1:30 pm,
she stated that all of the physical plant
deficiencies were found/photographed during the
tour were confirmed

Class it

58A-5.024(1) FAC Records - Facility

A 162
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A160 Continued From page 21

+ Records.

| The facility shall maintain the following written

| records in a form, place and system ordinarily

| empioyed in good business practice and

| accessible to Department of Elder Affairs and

| Agency staff.

1 (1) FACILITY RECORDS. Facility records shafl

| include;

' () The faciiity * s license which shall be displayed

i in a conspicuous and public place within the

| facility.
{b} An up-to-date admission and discharge log
fisting the names of all residents and each

resident’ s

' 1. Date of admission, the place from which the

| resident was admitted, and if applicable, a

notation the resident was admitted with a

pressure ; and

| 2. Date of discharge, the reason for discharge,
and the identification of the facifity to which the

 resident is discharged or home address, or if the

person is .thedateof 1

Readmission of a resident to the facility after

discharge requires a new entry. Discharge of &

| resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,

(FAC

{¢) Alog listing the names of all temporary

emergency placement and respite care residents

if not included on the log described in paragraph

(b).

(d) An up-to-date record of major incidents |

oceurring within the last 2 years. Such record

shall contain a clear description of each incident;

the time, place, names of individuals involved;

witnesses; nature of injuries; cause if known;

; action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
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A 1680

{ recurrence. These reports shall be made by the
+ individuals having first hand knowledge of the

| described under Rule 58A-5.026, F.A.C., which

| {f) Documentation of radon testing conducted
i pursuant to Rule 58A-5.023, F AC..

| (h) For facilities which have a surety bond, a copy
. of the surety bond currently in effect as required

i (i} The admission package presented to new or

- {§) If the facility advertises that it provides special

| related , a copy of all such facility
advertisements as required by Section 429.177,
| F.8.

i (k) A grievance procedure for receiving and
| responding to resident complaints and
i () All food service records required under Rule

| served; county health department inspection
| reports; and for facilities which contract for

Continued From page 22 { ate0

incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.

(e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as

shall be located where immediate access by
facility staff is assured

(g) The facility * s liability insurance policy
required under Rule 58A-5.021, FAC.;

by Rule 88A-5.021, F.AC.

prospective residents (less the resident ‘s
contract} described in Rule 58A-5.0182, FAC.

care for persons with s or

recommendations as described in Rule
58A-5.0182, FAC.

58A-5.020, F.A.C., including menus planned and

catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate

{m) All fire safety inspection reports issued by the

| local authority or the State Fire Marshal pursuant |

to Section 429.41, F.S., and Rule Chapter g
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69A-40, F.A.C., issued within the last two (2)

| years

| {n) All sanitation inspection reports issued by the
county health department pursuant to Section i

| 381.031, F.8., and Chapter 84E-12, FA.C., H

| issued within the last 2 years.

| {0} Pursuant to Section 429.35, F.S., all

| completed survey, inspection and complaint i

| investigation reports, and notices of sanctions

i and moratoriums issued by the agency within the

| last 5 years.

| (p) Additional facility records requirements for

| facilities holding a limited mental health, extended

| congregate care, or limited nursing services

 license are provided in Rules 58A-5.029,

i 58A-5.030 and 58A-5.031, F.A.C., respectively.
{q) The facility ' s resident elopement response
policies and procedures. |

i {r) The facility ' s documented resident elopement |

| response drills.

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

; Based on record review and interview facility

| failed to maintain an up-to-date admission and |

| discharge log; the facility failed to ensure that |
eplopement response drills were conducted as i

| required, i

1

; Findings includes:

! Areview of the admission and discharge log
revealed that it did not contain accurate date of
admittance information

i On at 12:03pm the owner of the
facility reviewed the admission and discharge log | |
| and acknowledged the findings. i :
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Areview of the facility's records revealed
1 as the date of the facility's last
eplopement response drills.

On at 1:30 pm, the owner
acknowledged the findings and stated that the
| drills were not completed within the last two
| years.

| Class il

58A-5.024(3) FAC Records - Resident

(3) RESIDENT RECORDS. Resident records

shall be maintained on the premises and include:

(a) Resident demographic data as follows:

Name

12

3 Race

4. Date of birth;

5. Place of birth, if known;

6. Social security number;

7. Medicaid and/or Medicare number, or name of

other health insurance o

8. Name, address, and teiephone number of next

| of kin, responsible party, or other person the

| resident would like to have notified in case of an

| emergency, and relationship to resident; and

| 9. Name, address, and phone number of health

care provider, and case manager if applicable.

| (b} A copy of the medical examination described
in Rule 58A-5.0181, FA.C

| {c) Any health care provider ’ s orders for

| medications, nursing services, therapeutic diets,

, or other services to be

| provided, supervised, or implemented by the

facility that require a health care provider ' s

order.

(d) A signed statement from a resident refusing a

A162

T T
A 160 |
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| {e) The resident record described in paragraph
58A-5.0182(1)(e), F.AC

| receiving assistance with the activities of daily

: {g) For facilities which will have unlicensed staff
| assisting the resident with the self-administration

| such consent is not included in the resident ' s
| contract.
| assist with self-administration of medications or

| administer medications for a resident, the }
| required medication records maintained pursuant

| monthly written statement of any transaction
| made on behalf of the resident as required under

| trust fund to receive funds or other property |

[ 429.27, F.S.
{l) Acopy of Alternate Care Certification for
.. ) Form,
{ CF-ES 10086, 1998, if the resident is an

Continued From page 25 A162
| therapeutic diet pursuant to Rule 58A-5.020,
[FAC.

(f) Aweight record which is initiated on
adm;sswn information may be taken from the
; resident ' s health assessment. Residents

fiving shall have their weight recorded
semi-annually.

of medication, a copy of the written informed
| consent described in Rule 58A-5.0181, F.A. C.if

{h) For facilities which manage a pill organizer,

| to Rule 58A-5.0185, FAC

| {i} A copy of the resident ' s contract with the
faclhty Including any addendums to the contract,
| as described in Rule 58A-5.025, FAC,

1 {i) For a facility whose owner, administrator, or

| staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the

Section 429.27, F.S
(k) For any facility which maintains a separate
belonging to or due a resident, a copy of the

quarterly written statement of funds or other
property disbursed as required under Section

recipient. The absence of this form shall not
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be considered a deficiency if the facility can

| demonstrate that it has made a good faith effort

| to obtain the required documentation from the
Department of Children and Family Services,

| (m) Documentation of the appointment of a
health care surrogate, guardian, or the existence

| of a power of attorney where applicable.

! {n} For hospice patients, the interdisciplinary care

i plan and other documentation that the resident is

a hospice patient as required under Rule

58A-5.0181, FAC :

(o) For apartments, duplexes, quadruplexes, or

| single family homes that are designated for
independent living but which are licensed as

| assisted living facilities solely for the purpose of

| delivering personal services to residents in their

homes, when and if such services are needed,

record keeping on residents who may receive

meals but who do not receive any personal,

limited nursing, or extended congregate care

service shall be limited to the following:

1. Alog listing the names of residents

| participating in this arrangement;

2. The resident demographic data required under

| this subsection;

3. The medical examination described in Rule |

58A-5.0181, FAC, |

| 4. The resident ' s contract described in Rule

| 58A-5.025, F.A.C.; and

; 5. A health care provider ' s order for a ;

| therapeutic diet if such diet is prescribed and the

; resident participates in the meal plan offered by

1 the facility.

| {p) Except for resident contracts which must be

retained for § years, all resident records shall be

retained for 2 years following the depariure of a i

resident from the facility unless it is required by !

i contract to retain the records for a longer period ]

; of time. Upon request, residents shall be provided !
a copy of their resident records upon departure |

AHCA Forr 3020-0001
STATE FORM

£ 19RO1T tEcontinuation sheet 27 of 41



PRINTED: 11/14/2012

FORMAPPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA STRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION R e (X2 MULTIFLE CONST! COMPLETED
A BUILDING
B WING .
AL11810890
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, I CODE
642 EAST 24871 ET
CARE AND LOVE RETIREMENT RESID HIALEAH FLSSS?J?E
(x4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | GOMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
: i
A 1621 Continued From page 27 ; A182

from the facility. :
{q) Additional resident records requirements for |
| facilities holding a limited mental health, extended |
| congregate care, or fimited nursing services
| license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively

| This Statute or Rule is not met as evidenced by:
| Based on record review and interview the facility
| failed to ensure that 1 out of 8 (SR#4) sampled

| residents ' record contain a copy of the written

| informed consent for unficensed staff assisting

| with self-administration of medication

' Findings include:
i

Record review of SR#4 " s file revealed she was
| admitted to the facility on . Areview of
SR#4 § initial health assessment dated
revealed that she needed assistance
wnh medication. Further review of SR#4 ‘s file
| revealed no documentation of a copy of a signed
| written informed consent for unlicensed staff
| assisting with self-administration of medication

‘ | On > at 11:12AM the owner reviewed
| SR#4 ' s file and acknowledged the findings

' (1) Pursuant to Section 428.24, F.S,, prior to or at |
the time of admission, each resident or legal g’
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: representative shall execute a contract with the

| extended congregate care services if the facility

| s licensed to provide such services.

| separate fee schedule which shall be attached to
| notice prior to any rate increase

* {f) The purpose of any advance payments or

| 429.24(3), F.S.

| agrees in writing to reserve a bed for a resident

| written notice is received, the agreed upon dally, |
. weekly, or monthly rate may be charged by the
| facility unless the resident ' s medical condition,

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

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

(¢} 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

the contract.
{d} A provision giving at least 30 days written

{e) Any rights, duties, or of residents,
other than those specified in Section 429.28, F.S.

deposit payments and the refund poiicy for such
advance or deposit payments.
{g) A refund policy which shali conform to Section

(h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facifity

who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would preventthe |
resident from returning to the facility. Untitsuch |

such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to i
act in the resident ' s behalf.

| (i) A provision stating whether the organization is |
affiliated with any religious organization, and, if

| 80, which organization and its relationship to the

x4 | SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION o)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPL? TE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) H TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
A167] Continued From page 28 A167
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facility. i
(J) 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
outlined in Section 428.26(8}, F.S., shall take
effect.
(k) A provision that residents must be assessed
| upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection (4) of that rule.
{1} The facility * s policies and procedures for
self-administration, assistance with
self-administration and administration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8} of that rule.
{m) The facility ' s policies and procedures related
o a properly executed 8

| This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that 1 out of 8 (SR#4) sample
resident contract was complete

| The findings include: s
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STATE FORM a6 198011 ¥ confinuation sheet 30 of 41




PRINTED: 11/14/2012

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERIGLIA . o (X3) DATE SURVEY
AND PLAN OF CORRECTION xn ,DENT,F,cAﬂgN NUMBER. (X2} MULTIPLE CONSTRUCTION COMPLETED
A BURDING
B.WING S —
AL11910850 -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
4 T
CARE AND LOVE RETIREMENT RESID SaaEas] ST oREET
(X4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
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)
i A167

At67! Continued From page 30

i Areview of SR#4 ' s file revealed that the resident
‘s contract did not contain the monthly sum or
amount of rent

On at 11:22AM, the owner reviewed
SR#4 ' s contract and acknowledged the findings.

Class il

2224133 58A-5.0191(8) FAC LMH - Training
(8) LIMITED MENTAL HEALTH TRAINING
{a) Pursuant to Section 429.075, F.S,, the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receive the following training:
1. Aminimum of 6 hours of specialized training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the facility ' s
receiving a limited mental health license or within
8 months of employment in a limited mental
health facility
| b. Staffin “direct contact” means direct care
i staff and staff whose duties take them into
| resident living areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service
or administrative staff, if such staff have only
i incidental contact with mental health residents.
¢. Training received under this subparagraph may
count once for 8 of the 12 hours of continuing

AL243
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education required for administrators and
managers pursuant to Section 428.52(4), F .8,
and subsection (1) of this rule.
2. A minimum of 3 hours of continuing education,
which may be provided by the ALF administrator
or through distance learning, biennially thereafter
in subjects dealing with one or more of the
following topics:
& Mental health diagnoses, and
b. Mental health treatment such as mental health
needs, services, behaviors and appropriate
interventions; resident progress in achieving
treatment goals; how to recognize changes in the
resident " s status or condition that may affect
other services received or may require
intervention; and crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to Section 429.52(4), F.8., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement,
(b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their fraining certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing

| education fraining certificates, pursuant to

subparagraph {a)2. of this subsection, are
retained in their personnel files
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Continued From page 32

This Statute or Rule is not met as evidenced by:
Based on record review and interview facility
failed to have 2 out 6 sampled employees to
training in the areas for their Mental Health
updates.

Findings includes:

1. Record review revealed employees #5
{caretaker) started on

(administrator) no date on application all did
training certification training updates in Mental
Health. Employee #5's mental heaith certification
dated - /Mental health update-0.
Employee #6 (administrator) no date on
application, her Mental health- - - "and did
not have her updated 3 hours.

2. Interviewed owner on @ 1:00 pm,

i she stated that employees #2 (caretaker)/ #6

{administrator} did not have their Mental Health
updates.

Class 11t

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

408.8089, 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.

{c} The financial officer or similarly titled
individual who is responsible for the financial
operation of the licensee or provider,

AL243
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. agency shall request the Department of Law

| national criminal history record check. If the

Continued From page 33

(d) Any person who is a controlling interest if
the agency has reason to befieve that such
person has been convicted of any offense
prohibited by s. 435.04. For each controliing
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
responsibilities may require him or her to, provide
personal care or services directly fo 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 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 ficensee.

{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) wouid 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

Enforcement to forward the person ' s fingerprints
1o the Federal Bureau of Investigation for a

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 i
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of |

| Law Enforcement for state processing, and the

AZB1S
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Department of Law Enforcement shall forward

| the fingerprints fo 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

| level 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

i 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

1 requirements of this section if the person subject
10 screening has not been unemployed for more
than 90 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) Al fingerprints must be provided in

! electronic format. Screening results 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 gualifying or disqualifying

i 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 ficensee 's
behalf

| {4} in addition to the offenses listed in s.
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i (b) This chapter, if the offense was a felony.

! provider fraud.

(k) Section 817.61, relating to fraudulent use of
| credit cards, if the offense was a felony.
[ (I} Section 831.01, relating to forgery.

| instruments.

| bank bills, checks, drafts, or promissory notes
1 {p) Section 831.30, relating to fraud in obtaining ‘

Continued From page 35 AZB1S

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, regardless 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:

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

{c} Section 408.920, refating to Medicaid

{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,
photeelectronic, or photooptical systems.

{g) Section 817.234, relating to false and
fraudulent insurance claims.

{h} Section 817.5085, relating to patient
brokering

{iy Section 817.568, relating to criminal use of
personal identification information.

{}) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{m} Section 831.02, relating to uttering forged

{n) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.
{0) Section 831.09, relating to uttering forged
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medicinal drugs.
{{q) Section 831.31, refating to the sale,
| manufacture, delivery, or possession with the
intent to sell, manufacture, or delfiver 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 5. 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 B
person has a dtsquallfymg offense that was nota |
disqualifying offense at the time of the last H
: 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
| results by the person i

(5) The costs associated with obtaining the i
| required screening must be borne by the licensee |
! or the person subject to screening. Licensees i
| 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
cover the costs of screening i

| (6)(a) As provided in chapter 435, the agency

i
i
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| from the Department of Health or a regulatory
| board within that department and that person is

| offense listed under chapter 435 or this section,
| terminates the person against whom the report

| for an exemption with the Department of Health

i
may grant an exemption from disqualification to a i
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Heaith; 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 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

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 unemployment compensation or
other monetary fiability on the part of, and no
cause of action for damages arising against, an
employer that, upon notice of a disqualifying

was issued, whether or not that person has filed

or the agency.

435.06, F.8.
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(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 empioyee to have contact with
any person that would place the
employee in a role that requires background
screening untit 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

i as provided under s. 435.07.

| (b) 1f 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 & way that the employer determines that the
employee is still eligible for employment under

| this chapter.

of any of its personnel found to be in

{¢) The employer must terminate the employment

{X43 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION i {X5)
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AZ815 Continued From page 39

- nencompliance 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

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 monetary liabifity 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 fo 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 facility

| failed to document that 1 out of 7 (#7) sampled
employees' file contained a Level I Background
| Screening

| Findings includes

1. Record review revealed employee #7 did not
| have her Level I Background Screening in her

 file at the time of her employment . There is nota |,

information necessary to complete the screening, |
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date of hire on her application to determine her
starting date at the facility.

2. Interviewed owner on @ 1:00pm, she
stated fghat employee #7 did not have her Level
I} Background Screening in her file.
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FLORIDA ACFRCY FOR 1 T CARE ADVINISTRAT I

BETH DUDEK
AN Better Health Care for all Floridians R eRETARY
, 2012
Administrator

Care And Love Retirement Residence
642 East 21st Street
Hialeah, FL 33013

Dear Administrator:

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

dentified

Attached is the provider's copy of the State (3020) Form, which indi the deficiencies that were i
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 10 verify that the necessary corrections are in
Place to correct the deficiencies identified on your survey.
The Quality A Questi ire 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 Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,

Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG90
Headguarters Miami Field Office

2727 Mahan Drive
Tallahassee, FL 32308
hitpi//ahca myflorida com

8333 N.W. 53rd Street, Suite 300
Miami, FL 33166
Phone (305) 593-3100; Fax (305) 593-3121




