PRINTED: 12/20/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMBER: COMPLETED
A BULDING
B.WING o
AL11966628

NAME OF PROVIDER OR SUPPLIER

PARADISE VILLA RETIREMENT AT SHERIDAN

STREET ADDRESS, CITY, STATE, ZIP CODE

11330 SHERIDAN STREET
PEMBROKE PINES, FL. 33028

X4y
PREFIX
TAG

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

[}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5}
{EACH CORRECTIVE ACTION SHOULD BE I COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE. DATE

DEFICIENCY)

A000

A004
88=D

Initial Comments

A financial Monitoring Survey was conducted on
Paradise Villas at Sheridan had
licensure deficiencies at the time of the visit.

58A-5.016 FAC Licensure - Requirements

License Requirements.

(1) SERVICE PROHIBITION. An ALF may not
hold itself out to the public as providing any
service other than a service for which itis
ticensed to provide.

(2) LICENSE TRANSFER PROHIBITION.
Licenses are not transferable. Whenever a facility
is sold or ownership is transferred, including
leasing, the transferor and transferee must
comply with the provisions of Section 429.41,
£.S., and the transferee must submit a change of
ownership license application pursuant to Rule
58A-5.014, FAC.

(3) CHANGE IN USE OF SPACE REQUIRING
CENTRAL OFFICE APPROVAL. A change in the
use of space that increases or decreases a
facility ' s capacity shall not be made without prior
approval from the Agency Central Office.
Approval shall be based on the compliance with
the physical plant standards provided in Rule
58A-5.023, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation requirements as referenced in Rule
58A-5.0161, FAC.

(4) CHANGE IN USE OF SPACE REQUIRING
FIELD OFFICE APPROVAL. A change in the use
of space that involves converting an area to
resident use, which has not previously been
inspected for such use, shall not be made without
prior approval from the Agency Field Office.
Approval shall be based on the compliance with
the physical plant standards provided in Rule
58A-5.023, F.A.C., as well as documentation of
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compliance with applicable fire safety and
sanitation standards as referenced in Rule
58A-5.0161, FAC.
{5) CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buildings
included under a single ficense must be on
contiguous property. " Contiguous property "
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be expanded to include additional contiguous
property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Part I, Chapter
429, F.8,, and this rule chapter.
(6) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-5.0161, F.A.C., shall be
submitted annually to the Agency Central Office.
The annual inspections shall be submitted no
\ater than 30 calendar days after the inspections,
Failure to comply with this requirement may result
in administrative action pursuant to Section
420.14, F.S., and Rule 58A-5.033, FAC.
(7) MEDICAID WAIVER RESIDENTS. Upon
request, the facility administrator or designee
must identify Medicaid waiver residents to the
agency and the department for monitoring
purposes authotized by state and federal laws.
{8) THIRD PARTY SERVICES.
(a) In instances when residents require services
from a third party provider, the facility
administrator or designee must take action to
assist in facilitating the provision of those
services and coordinate with the provider to meet
the specific service goals, unless residents or
their representatives decline the assistance. The
tination of assistance must be reviewed at
least annually. These actions must be
documented in the resident ' s record.
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{b) In instances when residents or their
representatives arrange for third party services,
the facility administrator or designee, when
requested by residents or representatives, must
take action to assist in facilitating the provision of
those services and coordinate with the provider to
meet the specific service goals. These actions
must be documented in the resident ' s record,
(¢} The facility* s facilitation and coordination as
described under this subsection does not
represent a guarantee that residents will receive
third party services, If the facility ' s efforts at
facilitation and coordination are unsuccessful, the
facility should include this documentation in the
resident ’ s record, explaining the reason or
reasons its efforts were unsuccessful, which will
serve to demonstrate its compliance with this
subsection,

This Statute or Rule is not met as evidenced by:
Based on observation and interview, it was
determined that the facility failed to inform the
agency and or obtain field office approval for of its
change in use of space.

The findings include:

Atour of the facility commenced on at
9:15 AM and revealed 7 residents residing in th
facility. The facility's license was reviewed and
revealed a capacity of 6 residents.

An interview was conducted with staff member #3
on ...__.__._at817 AM during which she
stated that 7 residents currently live at the facility
and provided their names and pointed out their
respective and bed and their clothing.
Resident #1 was observed to reside in . _ in
bed A, The staff member #1 pointed out her
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clothes in the closet and her garments in the
dresser.

Cornfidential interview was consecutively
conducted with two alert residents that reside in
the facility on R ‘at 11:25 AM and 11:34
AM. Both residents stated that they were aware
of the residents that resided in the facility and
confirmed that resident #1 resided in

The residents also stated that the daughter of
resident #1 is at the facility very frequently.

An Interview was conducted with the facility owner
at approximately 2:43 PM during
whlch she stated that resident #1 does not live at
the facility that she is there for daycare purposes,
She provided a file for the resident showing the
health assessment form with an address for
another facility.
She stated the daughter of the resident is on her
way to the facility as the department of eider
affairs would be doing an assessment with the
resident to qualify for the diversion program. The
surveyor inquired as to why the resident was
being interviewed at this facility, the owner then
decided that the resident did reside at the facility
and proceeded to relocate another resident to
one of her other buildings.

Class Il

58A-5.019(4) FAC Staffing Standards - Levels

{4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
0-5
6-15 212

A004

AQ79
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2. At least one staff member who has access to
faciiity and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

3. n facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.

4. Atfeast one staff member who is trained in
First Aid and , as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.

5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least .
3 must be designated in writing to be
in charge of the facility.

6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.

7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
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16-25 253
26-35 294
36-45 335
46-85 375
56-65 416
66-75 457
76-85 498
86-95 539
For every 20 residents over 95 add 42 staff hours
per week.
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care, and is listed on the facility ' s staffing
schedule.

8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

(b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facilities, including those composed of
apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC.

(c) The facility must maintain 2 written work
schedule which reflects its 24-hour staffing
pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident” s care.
(d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, F.AC.,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and residents regarding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
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resident service needs will be met. The plan shall
be reviewed by the agency to determine if the
plan will increase the staff to needed evels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shall
no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails fo meet the
fire safety standards described in Section 429.41,
F.8., and Rule Chapter 68A-40, F.A.C., until such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

(e) Facilifies that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

(f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C.,, respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to maintain an
accurate weekly scheduled that provided the
minimum staff hours per week.

The findings include:
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Areview of the posted staffing schedule for the
facility revealed employee # 2 is scheduled to
work Saturdays and Sundays from 7:00 AM -
7:00 PM and Mondays 7:00 PM - 7:00 AM. The
surveyor also observed that employee #2 is also
scheduled to work those same hours at another
facility being operated by the owner.
An interview was conducted with the facllity owner
on : at approximately 3:01 PM during
which she concurred that the staff member is also
scheduled to work at the other facility and
therefore could not  be working at this facility on
those scheduled days.
Class Il
A093 58A-5.020(2) FAC Food Service - Dietary A093
$8=D  Standards

(2) DIETARY STANDARDS.

{a) The Tenth Edition Recommended Dietary
Aliowances established by the Food and Nutrition
Board - National Research Council, adjusted for
age, . ... and activity, shall be the nutritional
standard used to evaluate meals. Therapeutic
diets shall meet these nutritional standards to the
extent possible. A summary of the Tenth Edition
Recommended Dietary Allowances, interpreted
by a daily food guide, is available from the DOEA
Assisted Living Program.

(b) The recommended dietary allowances shall
be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
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daily by the facility are as follows:

1., Protein: 6 ounces or 2 or more servings;

2. Vegetables: 3 5 servings;

3. Fruit: 2 4 or more servings;

4, Bread and starches: 6 11 or more servings;

5. Milk or milk equivalent: 2 servings;

6. Fats, oils, and sweets: use sparingly; and

7. Water.

(c) All regular and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/nutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are
commensurate with the nutritional standards
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.

{(d) Menus to be served shall be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
encouraged 1o participate in menu planning.
Planned menus shall be conspicuously posted or
easily available to residents. Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facility for 6 months.

(e) Therapeutic diets shall be prepared and
served as ordered by the health care provider.

i 1. Facilities that offer residents a variety of food

choices through a select menu, buffet style dining
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or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shall
be identified on the menus developed for use in
the facility.

2. The facility shall document & resident' s
refusal to comply with a therapeutic diet and
notification to the resident ' s health care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the dietis
acceptable documentation of a resident’ s
preferences. in such instances daily
documentation is not necessary.

{f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervals between meals shali be evenly
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilities,
snacks shall be offered at least once per day.
Snacks are not considered to be meals for the
purposes of the time between meals.
(g) Food shall be served atfractively at safe and
palatable temperatures. All residents shall be
encouraged fo eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive equipment if needed by any
resident, shall be on hand.

() A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all imes, The quantity shall be based
on the resident census and not on licensed
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capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shall be kept in sealed containers which are
labeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatabifity. Water sufficient for drinking and food
preparation shall also be stored, or the facility
shall have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based upon observation and interview, it was
determined that the facility fafled to ensure that it
provided menus that were reviewed annually by a
diefitian.

The findings include:

A review of the posted menu in the facility on

- revealed the menu was for week two
of the cycle effective + and expiration
date .

The staff member was observed to prepare the
lunch menu from the posted menu and served
junch accordingly fo the residents on

at 12:10 PM.

An interview was conducted with the staff
member in charge on at 12:16 PM
during which she stated she was unaware that
the menu was outdated.

An interview was conducted with the facility owner
on at approximately 2:12 PM during
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which she stated that there was a new menu in
place and inquired of the staff menu as to the
whereabouts of the menu, The staff member did
not seem to know where the new menu was
focated. The owner later provided a copy of the
new menu dated .. . :with an expiration
date of .

The menus were noted to be different.

Class lil

AZB09 59A-35.062(3)(e),8(7),408.803(7),408.810 Proof
$8=D | of Financial Ability to Operate

58A-35.062(3)e), F.AC.
" Financial instability * means the provider
cannot meet its financial _ . Evidence
such as the issuance of bad checks, an
accumulation of delinguent bills, or inability to
meet current payroll needs shall constitute prima
facie evidence that the ownership of the provider
facks the financial ability to operate. Evidence
shali also include the Medicare or Medicaid
program ' s indications or determination of
financial instability or fraudulent handling of
government funds by the provider.

408.803(7), F.S.
"Controlling interest” means:

{a} The applicant or licensee,

{b) A person or entity that serves as an officer of,
is on the board of directors of, or has a 5-percent
or greater ownership interest in the applicant or

| licensee; or

{ Aperson or entity that serves as an officer of, is

A083
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Continued From page 12

on the board of directors of, or has a 5-percent or
greater ownership interest in the management
company or other entity, related or unrelated, with
which the applicant or licensee contracts to
manage the provider.

The term does not include a voluntary board
member,

408.810, F.S.

(8) The agency may require a licensee to provide
proof of financial ability to operate at any time if
there is evidence of financial instability, including,
but not limited to, unpaid expenses necessary for
the basic operations of the provider.

(9) A controlling interest may not withhold from
the agency any evidence of financial instability,
including, but not limited to, checks returned due
to insufficient funds, delinquent accounts,
nonpayment of withholding taxes, unpaid utility
expenses, nonpayment for essential services, or
adverse court action concerning the financial
viability of the provider or any other provider
licensed under this part that is under the control
of the controlling interest. Any person who
violates this ion commits a misd or
of the second degree, punishable as provided in
5. 775.082 or 5. 775.083. Each day of continuing
violation is a separate offense.

59A-35.062(7), F.S.

(7) If an applicant or licensee has shown signs of
financial instability, as provided in Section
408.810(9), F.S., at any time, the Agency may
require the applicant or licensee to provide proof
of financial ability to operate by submission of:

AZ809
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(a) AHCA Form 3100-0009, 2009, Proof of
Financial Ability Form, that includes a balance
sheet and income and expense statement for the
next 2 years of operation which provide evidence
of having sufficient assets, credit, and projected
revenues fo cover liabilities and expenses, and
{b) Documentation of correction of the financial
instability, including but not limited to, evidence of
the payment of any bad checks, definquent bills
or liens. If complete payment cannot be made,
evidence must be submitted of partial payment
along with a plan for payment of any liens or
delinguent bills. Iif the lien is with a government
agency or repayment is ordered by a federal or
state court, an accepted plan of repayment must
be provided.

This Statute or Rule is not met as evidenced by:
Based upon record review and interview, it was
determined that the facility failed to provide
verffication of its financial ability to operate.

The findings include:

A financial monitoring survey was conducted on

‘at 9:06 AM. An interview was
conducted with the facility owner on ‘at
approximately 10:19 AM during which the
surveyor requested verification of the owner
demonstrating the facility's financial status
including bank statements and verification of
income expenses and assels.

The owner admitted that the real property is in
foreclosure and that the morigage has not been
paid in over 2 years. The owner requested 48
hours to submit the documentation to the agency
as she stated that her accountant is located in
New York state and was affected by the recent
storm.
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The agency received to date the following items
from the owner of the facility:

1. An undated plan of correction with no
supporting documentation

2. Income statements for vand

2012.

3. Copies of 4 utility bilis showing the facility
has past due amounts, The owner wrote a note
on the bills that they are at a $0.00 balance.

4. Aletierdated ... from an attorney
representing the property owner in the
foreclosure defense which advised the property
owner to "quickly complete a short sale or
otherwise  dispose of the property ". The facility
owner did not provide verification of a short sale
having been initiated or completed for the
subject property.

5. Copy of a residential lease dated

6. Copies of 5 contracts for residents
currently residing in the facility.

Class 1l

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

408.809, F.S,

{1} Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435

(a) The licensee, if an individual.

(b) The administrator or a similarly fitied person

AZ809
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who is responsible for the day-to-day operation of
the provider.

{¢) The financial officer or similarly titted
individual who is responsible for the financial
operation of the licensee or provider.

(d) Any person who is a controlling interest if
the agency has reason to believe that such
person has been convicted of any offense
prohibited by s. 435.04. For each controlling
interest who has been convicted of any such
offense, the licensee shall submit to the agency a
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 to clients or
have access to client funds, personal property, or
living areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients. Evidence of contractor
screening may be retained by the confractor ' s
employer or the licensee.

(2) Every 5 years following his or her licensure,
employment, or entry inte a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit fo level 2 background
rescreening as a condition of retaining such
ficense 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
1o the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
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the Department of Law Enforcement under s.
943.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Department of
Law Enforcement for state processing, and the
Depariment of Law Enforcement shall forward
the fingerprints to the Federal Bureau of
investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
criminal history records checks required by 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
Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651 satisfies the
requirements of this section if the person subject
to screening has not been unemployed for more
than 90 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.

{3) Allfingerprints 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 qualifying or disqualifying
status of the person named in the request shall
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be posted on a secure website for retrieval by the
licensee or designated agent on the licensee ' s
behalf.

(4) Inaddition to the offenses listed in s,
435,04, all persons required to undergo
background screening pursuant to this part or
authorizing statufes must not have an

awaiting final disposition for, must not have been
found guilty of, regardiess of adjudication, or
entered a piea 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.
{c) Section 409.920, relating to Medicaid
provider fraud.

(d) Section 408.9201, relating to Medicaid
fraud.

{e) Section 741.28, relating to domestic
violence.

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

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

() 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.

{1} Section 831.01, relating to forgery.

(m) Section 831.02, relating to uttering forged

| instruments.
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(n) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.
(o) Section 831.09, relating to uttering forged
bank bills, checks, drafis, 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 controlled substance, if the offense
was a felony.
A person who serves as a controlling interest of,
is employed by, or contracts with a licensee on
2010, who has been screened and
qualified according to standards specified in s.
435.03 or s. 435.04 must be rescreened by
31, 2015. The agency may adopt rules to
establish a schedule to stagger the
implementation of the required rescreening over
the 5-year period, beginning | 2010,
through . 2015, If, upon rescreening, such
person has a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was commitied 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.

(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

AZB15
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agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

(6)a) 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
ficense or certification.

(b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
board within that department and that person is
providing a service within the scope of his or her
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 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

AZ815
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or the agency.

435.06, F.S.

(1) If an employer or agency has reasonable
cause 1o 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
disquatification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any « person that would place the
employee in a role that requires background
screening untll the screening process is
completed and demonsirates 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 s. 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
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in a way that the employer determines that the
employee is still efigible 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 to cooperate in
such screening or refuses to timely submit the
information necessary to complete the screening,
including fingerprints if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

(4) There is no unemployment compensation of
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

regardiess of whether or not that person has filed
for an exemption pursuant to this chapter.

435.02(2), F.8.

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

This Statute or Rule is not met as evidenced by:
Based upon observation and interview, it was
determined that the facility failed to ensure that
background screenings were compileted for all
employees.
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Continued From page 22
The findings include:

The surveyor observed upon entrance {o the
facility on . ‘ at 9:05 AM two staff
members in the facility. Staff member #1
appeared to be the lead aide and promptly
informed the owner that the surveyor was onsite,
The surveyor observed that the staff member
then proceeded to quickly gather her belongings
and fled the building. Staff member #3 identified
the missing staff member #1 as staff member #4,

An interview was conducted with the facility owner
on .____ _atapproximately 11:14 AM during
which she stated she was not sure why staff
member #1 left the building. She stated that staff
member #3 was mistaken with the name she
provided for staff member #1.

Staff member #1 returned fo the facility

at approximately 11:38 AM, The
surveyor attempted to conduct an interview with
staff member #1 during which stated that she
does not work for the facility as she was a private
duty aide assigned to resident #1 and therefore
would not answer any questions posed by the
surveyor.

An interview was conducted with resident #2 and
resident #3 during which both identified staff
member #1 as a regular employee who works at
the facility on a daily basis. Both residents were
adamant that staff member #1 provided them with
care and aide in assisting them daily with their
needs.

408.810(9) FS Minimum Licensure Req -
Financial Viability

408.810, F.S.

AZB15
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in addition to the licensure requirements specified
in this part, authorizing statutes, and applicable
rules, each applicant and licensee must comply
with the requirements of this section in order to
obtain and maintain a license.

(9) A controlling interest may not withhold from
the agency any evidence of financial instability,
including, but not limited to, checks returned due
to insufficient funds, delinquent accounts,
nonpayment of withholding taxes, unpaid utility
expenses, nonpayment for essential services, or
adverse court action concerning the financial
viability of the provider or any other provider
licensed under this part that is under the control
of the controlling interest. Any person who
violates this subsection commits a misdemeanor
of the second degree, punishable as provided in
s. 775.082 or s. 775.083. Each day of continuing
violation is @ separate offense.

This Statute or Rule is not met as evidenced by:
Based upon record review and inferview, it was
determined that the facility failed to provide
notification of its financial instability to the agency
within the required 10 day time frame, and failed
to provide nofification of adverse court action
resulting in foreclosure proceedings to the
Agency for Health Care Administration.

The findings include:

Record review was completed for the facility and
revealed a Lis Pendens filed with the Broward
County Clerk of Court case # CACE 09055971 on
. The defendant to the court action is
listed as the property owner who is the facility's
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administrator and the daughter to the owner of
the Assisted Living Facility.

Afinancial monitoring survey was conducted at
the facility on > and revealed the real
estate property is still in foreclosure proceedings.
An interview was conducted with the owner of the
facility on - : at approximately 10:19 AM
during which she admitted that the facility is under
foreclosure proceedings and that the mortgage
has not been paid for the past two years. She
stated she was unaware that she needed to
report her financial information and the status of
the property to the Agency for Healthcare
Administration.

The surveyor requested that the owner provide
verification of financial stability and was informed
by the owner of the facility on tat
approximately 12:50 PM that her accountant was
in another state and that she would provide
verification within 48 hours to the Agency for
Health Care Administration.

The owner failed to provide profit and loss
statements prepared by her accountant utilizing
generally accepted accounting practices, failed to
provide verification of assets/bank statements for
the facility and failed to provide verification of
short sale contract that has been duly executed
and is in place as specified in the plan of
correction submitted to the agency on

The owner provided to the agency what appears
to be a lease entered into between herself the
owner and her daughter the administrator, who is
also listed as a registered agent for the entity
under which the facility is licensed. The leaseis
dated 1and lists the rent amount as
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$1800.00 per month. The owner in addition to
the lease, also provided an income statement
which appears to have not been completed by an
accountant. The income statement lists
"mortgage” as $4100.00 per month.
Additionally the owner provided copies of three
utility statements which revealed the utilities as
being routinely unpaid.
Class i
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,2013
Administrator

Paradise Villa Retirement At Sheridan
11330 Sheridan Street
Pembroke Pines, FL. 33028

Dear Administrator; AMENDED LETTER
Re: Monitoring Survey

This letter reports the findings of a Monitoring survey that was conducted on .2012bya
representative from 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 (30) 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://ahcamyflorida.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 representative. Should you have any questions please call this
office at (561) 381-5840.

Sincerely,
y Arlene “Davis
Field Office Manager
Division of Health Quality Assurance

AMD/dso
Enclosure

Delray Beach Field Office
5150 Linton Boulevard, Suite 500",
Delray Beach, FL 33484
Phone (561) 381-5840, Fax (561) 496-5024

Headquarters
2727 Mahan Drive
Tallahassee, FL 32308
htp:/fahca.myflorida.com




