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Initial Comments

_.._ revisit to Complaint Inspection
CCR#2012006554 that was conducted on
. at The Cornerstone at Longwood
Assisted Living Facility (ALF).

The ALF had a deficiency that remained
uncorrected at the time of the revisit.

58A-5.019(1) FAC Staffing Standards -
Administrators

Staffing Standards.
{1) ADMINISTRATORS. Every facility shall be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of adequate care to all
residents as required by Part | of Chapter 429,
F.8., and this rule chapter.
(a) The administrators shall:
1. Be at least
2. If employed on or after 1990, have
a high school diploma or general equivalency
dlploma (G.E.D.), or have been an operator or

of a licensed assi living facifity
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
standards. Administrators employed on or after

, 1895, must have a high school

diploma or G.E.D.;
3. Be in compliance with Level 2 background
screening standards pursuant to Section
428174, F.S; and
4. Complete the core training requirement
pursuant to Rule 58A-5.0191, F. A.C.
{b) Administrators may supervise a maximum of
either three assisted living facilities or a
combination of housing and health care facilities
or agencies on a single campus. However,
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administrators who supervise more than one

 facility shall appoint in writing a separate "

manager " for each facility who must:

| 1. Be at least and

2 Complete the core tralnmg requirement
pursuant to Rule 58A-5.0191, FAC.

{c} Pursuant to Section 429.178, F.S,, facility
owners shail notify both the Agency F:e!d Office
and Agency Central Office within ten (10) days of
a change in a facility administrator on the
Notification of Change of Administrator, AHCA
Form 3180-1006, 2008, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shall conduct a background

i screening on the new administrator in

accordance with Section 429,174, F.S., and Rule
58A-5.014, FA.C.

This Statute or Rule is not met as evidenced by:
REMAINED UNCORRECTED

Based on personne record review and m‘(ervaew
the facility's who was re

for the maintenance of the facility including the
management of all staff failed to have in place a
system to ensure the facility obtained up to date
immigration documentation for the staff employed
by the facility who were not United States citizens
and would be providing care to the residents of
the facility.
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Findings:
During interview with the assistant administrator
on ._.__. ._ atapproximately 9:30 AM, she stated
AFCA Form 3020-0001
STATE FORM bl IEGP12 If continuation sheet 2 of4




PRINTED: 11/06/2012

AHCA Form

that there was now a system in place where the
facility would ensure that all non-United States
citizens had their proper legal documents to work.
She was asked to provide the documentation to
confirm there was a system in place. The

i ini d witha
and stated that the documentation was inside.

Review of the note book revealed that Staff C had
I-8 documentation noting that she had a
permanent resident card. Further review of the 1-9
and her permanent resident card revealed that it
had expired on . The assistant
administrator stated that she would go to speak
with staff C, who was working at the facility
regarding her immigration status.

Staff C stated at approximately 11 AM, she had
no documentation to confirm that she had
obtained current immigration documentation. She

plained that the doc ion that was
required was sent to the immigration department
and she had not heard anything.

Staff C made a telephone call to the immigration
department at the time to see if she could obtain
some type of documentation that she was eligible
to work. After speaking with the representative,
she explained that he informed her that the
documentation that was sent was not processed
{he informed her of the reason). The

P ive i her that the i
department would not provide her with any type of
| documentation that she was eligible to work
because her immigration work status had
expired.

The administrator still had not developed a
system to ensure employee’s immigration paper
work was current to enable them to work at the
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State Form: Revisit Report

(Y1) Provider/ Supplier/ CLIA/ | (Y2) Multiple Construction T (¥3) Date of Revisit
identification Number A. Building
AL11953542 | B. Wing
Name of Facility . Street Address, City, State, Zip Code
CORNERSTONE AT LONGWOOD (THE) | 480 EAST CHURCH AVENUE

LONGWOOD, FL 32760

“This report is completed by a State surveyor fo show those deficiencies previously reported that have been corrected and the date such corrective action was accomplished. Each
deficiancy should be fully identified using sither the reguiation or LSC provision rumber and the identification prefix cods previously shown on the State Survey Report (prefix
codes shown to the left of each requirement on the survey report form).
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Gorrection Correction Correction
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Reviewed By Date: Signature of Surveyor: | Date:
State Agency /&_ a it //3//0’( .
Reviewed By = Revit Date: Signature of Surveyor Date:
CMS RO 1 |
Followup to Survey Completed om: Check for any Uncorrected Deficiencies. Was a Summary of

Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
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Administrator

Cornerstone At Longwood (the)
480 East Church Avenue
Longwood, FL 32750

Dear Administrator: RE: Revisit to CCR#2012006554

This letter reports the findings of a revisit survey conducted on .29, 2012by representative(s) of this
office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of Correction (State Form
3020), which references the uncorrected deficiencies and/or new deficiencies, identified during the revisit.

You will not receive a copy of this report in the mail; you will only receive this faxed report. All deficiencies
shall be corrected no later than 012,

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.shtm| as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at
(407) 420-2502.

Sincerely,

herbsa DeCanio, RN
Field Office Manager

LH/be
Enclosure
BBT?

Headquarters

2727 Mahan Drive
Tailahassee, FL 32308
http:#ahca myflorida.com

Orlando Fleld Office

400 W. Rebinson St., Suite $-309
Ordando, FL 32801

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




