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{nitial Comments

Alicensure with a Limited Nursing Services
Survey was conducted at | Casa Adult Living
Facility on ', 2012, Deficiencies
were identified.

5BA-5.0181(2) FAC Admissions - Health
Assessment

{2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed heaith care provider, as specified in
either paragraph {a} or (b} of this subsection.

(a) A medical examination completed within 60
calendar days prior to the individual ' s admission
to a facility pursuant to Section 429.26(4), F.S.
The examination must address the following:

1. The physical and mental status of the resident,
including the identification of any health-related -
problems and functional limitations;

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living;

3. Any nursing or services required by the
individual;

4. Any special diet required by the individual;

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;

6. Whether the indivi has signs or symptom:
of a communicable which is likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining licensed health
care provider, the individual ' s needs can be met
in an assisted living facility; and

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

(b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at

www.fdhc state. fl.us'MCHQ/Long_Term_Care/
<http:/Avww fdhc. state. flLus/MCHO/ong_Term_C
are/>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.

a, ltems on the form that may have been omitted
by the licensed health care provider during the
exarnination do not necessarily require an
additional face-to-face examination for
completion.

b. The facility may obtain the omitted information
either verbally or in writing from the licensed
health care provider.

¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed heaith care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
documentation, which at a minimum includes the
elements in Section 3. This requirement does not
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apply for residents receiving:

a. Extended congregate care (ECC) services in
facilities holding an ECC license;

b. Services under community living support plans
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services; and

d. Medicaid waiver services.

{c} Any information required by paragraph (a) that
is not contained in the medical examination report
conducted prior to the individual * s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823,

{d} Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph {(b}.
(e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services {CARES] program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.
(f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed health care provider conducting the
medical examination may be attached to the
health assessment. A licensed health care
provider may attach a do-not- order for
residents who do not wish

e o be administered in the case of

or ! “

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

This Statute or Rule is not met as evidenced by
Based on resident record review and staff
interview the facility failed to ensure that 1 of 2
Resident records reviewed had the medical
examination recorded on the AHCA Form 1823,
resident Health Assessment for Assisted Living
Facilities, 2010 version (AHCA Form
1823. The facility also failed to ensure that 2 of 2
Resident records reviewed had section #3 of the
AHCA 1823 Form completed by the Administrator
(Residents #1 and #2).

The findings include:

During a resident record review, on it was
revealed that Resident #2's Admission Resident
Health Assessment for Assisted living Facilities,
AHCA Form 1823, dated , was recorded on
thethe 2010 version of the form. Dunng an
inferview with the Administrator on

11:35 am she acknowledged that is was recorded
on the incorrect version of the AHCA form.

During a resident record review on Lt
was revealed that Residents #1 and #2 did not
have the section #3 of the AHCA Form 1823
completed by the administrator. During an
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interview with the Administrator at 2:27 pm on
. she acknowledged that she had not
completed section #3 for any of the residents.

Class 1it
Completion Date: L2012

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

(2) STAFE.

{a) Newly hired staff shail 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 statement
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee fransferring 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, a communicable
, he/she shall be removed from duties
until the administrator determines that such
condition no [onger exists.
{b) All staff shall be assigned duties consistent
with histher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or ceriified, All staff
shall exercise their respensibilities, consistent
with their qualifications, o observe residents, to
document observations on the appropriate
resident’ s record, and to report the observations
to the resident ' s health care provider in
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accordance with this rule chapter,

{c} All staff must comply with the training
requirements of Rule 58A-5.0181, 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 deseribe 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. 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

This Statute or Rule is not met as evidenced by:
Based on record review, and staff interview, the
facility failed to ensure all employees in the facility
had a written job description for 3 of 3 employee
records reviewed. (Employee records #1, #2 and
#3)

The findings include:

During an observation of the facilities at 8:29 am
on the facilities license posted in the
front hallway revealed the facility had the capacity
for 17 residents.

During a review of the employee records on

for Employees #1, #2 and #3, no job
descriptions were developed for the positions of
each employee.

During an interview with the Administrator and the
Owner at 2:27 pm on the Administrator
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reported she did not know that job descriptions
were required and acknowledged that there were
no job descriptions developed by the facility. In
addition the Owner reported at the same time that
he did not know job descriptions were required
and had never been cited for this before.

Class Il
Compietion Date: i, 2012

58A-5.0191(2) FAC Training - Staff In-Service

{2) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with
Rule 58A-8.0096, F. A.C., must receive a
minimum of 1 hour in-service training in
contro, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
28 CFR 1910.1030, relating to | borne

. may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting major incidents.
2. Reporting adverse incidents.
3. Facllity emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
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receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility
2. Recognizing and reporting resident
neglect, and ....".0. 0
(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
living.
(e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimurn of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
{f) Al facility staff shall receive in-service training
regarding the facility ' s resident slopement
response policies and procedures within thirty
{30) days of employment.
1. All facility staff shall be provided with a copy of
the facility ' s resident elopement response
policies and procedures.
2. All facility staff shall demonstrate an
understanding and competency in the

pl ion of the elop response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on empioyee record review and staff in
interview, the facility failed to ensure that 1 of 3
employee records had documentation of
receiving all required training prior to providing
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direct care to residents. { Employee #2)

The findings include:

Durmg record review on Employee #2, hired

| it was revealed that Employee #2 did not
have documentation of having received '
control training. During a review of the caregiver
schedule it was revealed that this employee
worked the night shift from 7 pm to 7 am. During
an interview with the Administrator on at
2:27 pm she acknowiedged that the training
documentation was not in the file, but reported
that she was sure that Employee #2 had received
the 1 control training.

Class i
Correction Date: , 2012
429178 FS
Care

#Other - Special

Speciat care for persons with t
or other related

(1) Afacility which advertises that |t prowdes
special care for persons with

_ ... orother related
followmg standards of operation:
(a)1. if the facility has 17 or more residents, have
an awake staff member on duty at all hours of the
day and night; or
2. if the facility has fewer than 17 residents, have
an awake staff member on duty at all hours of the
day and night or have mechanisms in place to
monitor and ensure the safety of the facility ' s
residents.
{b) Offer activities specifically designed for
persons who are
(c) Have a physical environment that prowdes for

must meet the

A081

A 089

AHCA Form 3020 0001

STATE FORM

839

EETC11

1f continuation sheet 9 of 23




PRINTED: 12/03/2012
FORMAPPROVED

STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION &0

IDENTIFICATION NUMBER:

AL11967518

(X2) MULTIPLE CONSTRUCTION
A BUILDING
BLWING |

(X3) DATE SURVEY
COMPLETED

1172712012

NAME OF PROVIDER OR SUPPLIER

CASA ADULT LIVING FACILITY

8856 ST . ROAD
JACKSONVILLE, FL 32217

STREET ADDRESS, GITY, STATE, ZIP CODE

{X4) 1D
PREFIX
TAG

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

D
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION

(X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
DATE

A08S

Continued From page 9

the safety and welfare of the facility ' s residents.
(d) Employ staff who have completed the training
and continuing education required in subsection

@)
(2)(a) An individual who is employed by a facility
that prowdes special care for residents with
or other related 'y
and who has regular contact with such residents,
must complete up to 4 hours of initial
-specific fraining developed or approved
by the department. The training shall be
completed within 3 months after beginning
employment and shall satisfy the core training
requirements of s. 429.52(2)(g).
{b) A direct caregiver who is employed by a
facility that provndes special care for residents
with or other related
, and who provides direct care to such
residents, must complete the required initial
training and 4 additional hours of training
developed or approved by the department. The
training shall be completed within 9 months after
beginning employment and shall satisfy the core
training requirements of s. 429.52(2)(g).
() An individual who is employed by a facility that
prowdes special care for residents with
's s or other related ;, but who
only has incidental contact with such residents,
must be given, at a minimum, general information
on interacting with individuais with 's
or other related , within 3
months after beginning employment
{3} In addition to the training required under
subsection (2), a direct caregiver must participate
in a minimum of 4 contact hours of continuing
education each calendar year. The continuing
education must include one or more topics
included in the ~specific training
developed or approved by the department, in
which the caregiver has not received previous

A 083
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training

(4) Upan completing any training listed in
subsection (2}, the employee or direct caregiver
shall be issued a certificate that includes the
name of the training provider, the topic covered,
and the date and signature of the training
provider. The certificate is evidence of completion
of training in the identified topic, and the
employee or direct caregiver is not required to
repeat training in that topic if the employee or
direct caregiver changes employment to a
different facility. The employee or direct caregiver
must comply with other applicable continuing
education requirements.

(5) The department, or its designee, shall
approve the initial and continuing education
courses and providers.

(8) The department shall keep a current list of
providers who are approved to provide initial and
continuing education for staff of facilities that
provide special care for persons with R '
s s or other related .

{7} Any facility more than 90 percent of whose
residents receive monthly optional
supplementation payments is not required to pay
for the training and education programs required
under this section. A facility that has one or more
such residents shall pay a reduced fee that is
proportional to the percentage of such residents
in the facllity. A facility that does not have any
residents who receive monthly optional
supplementation payments must pay a
reasonable fee, as established by the
department, for such training and education
programs.

(8) The department shall adopt rules to establish
standards for trainers and training and to
implement this section.
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This Statute or Rule is not met as evidenced by:
Based on record review and staff interview the
facility failed to provide level |

training to employees who provide direct care fo
residents with or related

The findings include:

During a employee record review on
Empioyees #1#2 and #3 who all provide direct
care to residents did not have level It
training. During an interview on Latg1s
am, with the Assistant Administrator he
acknowledged that at least 2 of the residents had
related and could not be

interviewed. During an interview with the
Administrator on at 2:27 pm she
acknowledged that the training was
completed for level | and that there were
residents in the facility who had and

. She reported she was not
aware of the need for a level {| training.

Class
Completion Date:

58A-5.024(1) FAC Records - Facility

Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Depariment of Elder Affairs and
Agency staff.

(1) FACILITY RECORDS. Facility records shall
include:

{a) The faciiity ' s license which shall be displayed
in a conspicuous and public place within the
facility.

A089
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{b) An up-to-date admission and discharge log
listing 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 facility to which the
resident is discharged or home address, or if the
person is , the date of

Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
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.

(c) Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
).

{d} An up-to-date record of major incidents
occurring 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
recurrence. These reporis shall be made by the
individuals having first hand knowledge of the
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
described under Rule 58A-5.026, F A.C., which
shall be located where immediate access by

| facility staff is assured.

A 160
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{f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC.;

{g) The facility ' s liability insurance policy
required under Rule 88A-5.021, FAC;

{h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, FAC.

{i) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0182, F.A.C
{j) If the facifity advertises that it provxdes special
care for persons with or
refated , a copy of all such facility
advertisements as required by Section 429.177,
Fs.

(k) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

(1) Al food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reports; and for faciiities which contract for
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
B88A-40, F.A C.| issued within the last two (2}
years,

{n) All sanitation inspection reports issued by the
county heaith department pursuant fo Section
381.031, F.S,, and Chapter 64E-12, FAC,,
issued within the last 2 years.

{0) Pursuant to Section 428.35, F.§., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last 5 years.
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{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,
58A-5.030 and 58A-5.031, F.A.C., respectively.
(q) The facility * s resident elopement response
policies and procedures.

{r) The facility ' s documented resident elopement
response drills

This Statute or Rule is not met as evidenced by:
Based on staff interview, observation and record
review the facility failed to ensure an up-to-date
admission and discharge log.

The findings include:

Areview of the admission discharge log on
revealed that there were duplicate
entries of the current residents with no reason for
the multiple entries noted and no dates as to the
reason for the multiple entries on the log. From a
review of the log it was impossible o count or
identify the current resident population. The
Admission discharge log documented that 22
residents were currently in the facility. The
Administrator, Owner and Assistant Administrator
were interviewed at 9:15 and all acknowledged
that the log , did not reflect the current census
and had not been completed with all the required
information for discharged residents or accurately
for admitted residents, The Administrator
reported that she was trying to update it but had
not been able to since starting her new position in
N 2012. She reported the previous
administrator had not keep it up to date

An observation at 11:18 during the noon meal

A 180
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Screening; Prohibited Offenses
408.809, F.8.

{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) Thelicensee, if an individual

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

{c} The financial officer or similarly fitled
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 o 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 fo, provide
personal care or services directly to clients or
have access to client funds, personal property, or

(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 COMPLETE
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A 160 Continued From page 15 A 160
revealed there were 7 residents in the facility.
The cook reported during the observation that 1
resident was out with family and would be
returning later today so the total population of the
facility was 8.
Class
Compietion Date: -, 2013
AZ815 408.809, 435.02(2), 435.06 Background AZ815
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fiving areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients. Evidence of contractor
screening may be retained by the contractor ' s
employer or the licensee.

{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
license or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
843.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shali forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
criminal history records checks required by level
2 screening may be borne by the licensee or the
person fingerprinted. Proof of compliance with
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
Persons with , the Department of
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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 80 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

(3)  Allfingerprints must be provided in
electrenic 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 shalt 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 fisted in s.
435.04, all persons required to undergo
background screening pursuant {o 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:

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

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

i {c) Section 409.920, relating to Medicaid

AZ815
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provider fraud
(d) Section 408.9201, relating to Medicaid
fraud.
(e) Section 741.28, relating to domestic
violence.

(fy Section 817.034, relating to fraudulent acts
through mall, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.
(g) Section 817.234, relating to false and
fraudulent insurance claims,
(h) Section 817.505, relating to patient
brokering.
(i) Section 817.568, relating to criminal use of
personal identification information.
(i} Section 817.60, relating to obtaining a credit
card through fraudulent means.
(k) Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.
(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, relating to fraud in obtaining
medicinal drugs.
(q) Section 831.31, relating to the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlied 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
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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 fo 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,

(5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(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 disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health 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 Heaith,
or the department itself if there is no board, may
grant an exemption from disquatification to a
person who is subject fo this section and who has
received a professional license or certification

AZB15
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from the Department of Health or a regulatory
board within that departrent 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
screening and to implement and adopt criteria
relating to retaining fingerprints pursuant to s.
943.05(2).

(8) There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages arising against, an
employer that, upon notice of a disqualifying
offense listed under chapter 435 or this section,
terminates the person against whom the report
was issued, whether or not that person has filed
for an exemption with the Department of Health
or the agency.

436.06, F.S.

(1) if an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. It is the responsibility of
the affected employee {o contest his or her
disqualification or to request exemption from
disquatification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2)(8) An employer may not hire, select, or
otherwise aliow an employee to have contact with

AZB15
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any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under 5. 435.07.

(b} If an employer becomes aware that an

employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that

places the employee in a role that requires

| background screening until the is resolved

in a way that the employer determines that the
employee is still eligible for employment under

: this chapter,

{c) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{3) Any employee who refuses fo cooperate in
such screening or refuses to timely submit the
information necessary fo 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

AHCA Form 3020-0001
STATE FORM

a9 EETCH

If continuation sheet 22 of 23




Agency for Health Care Administration

PRINTED: 12/03/2012
FORM APPROVED

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

AL11987515

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B.WING

{X3) DATE SURVEY
GCOMPLETED

11/27/2012

NAME OF PROVIDER OR SUPPLIER

CASA ADULT LIVING FACILITY

STREET ADDRESS, CITY, STATE, ZIP CODE

6858 - ROAD
JACKSONVILLE, FL 32217

x4) ID
PREFIX
TAG

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

0 PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

AZ815

Continued From page 22

other monetary liability on the part of, and no
cause of action for damages against, an
employer that, upon notice of a conviction or

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

435.02(2), F.S.

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

This Statute or Rule is not met as evidenced by:
Based on Employee record review, and staff
interview the facility failed to conduct a
background screening on 1 of 3 employee
records reviewed (Employee #3)

The findings included

Areview of employee records on for
Employee #3 hired , revealed no Level ||
background screening had been conducted by
the facility for the employee. During an interview
with the Assistant Administrator, who translated
for the Owner and the Administrator, Employee
#3's record was reviewed and the Administrator
acknowledged that the background check was
not present in the record.

Class: Unclassified
Correction Date: (Immediate)

AZ815
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FLORDAAGENCY FOR HEALTH CARE ADMINSTRATION

RICK SCOTT
GOVERNOR Better Health Care for all Floridians ELIZ;EE(&?’EF.:_ Eg\{o £
L2012
Administrator

Casa Adult Living Facility
6856 St Road
Jacksonville, FL 32217

Dear Administrator:

This letter reports the findings of a state biennial licensure and Limited Nursing Services survey that was
conducted on , 2012 by a representative 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 + 2013 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://ahea myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health 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

-4201.

Sincerely,
Keisha Woods, MPH
Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KW/sm
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