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, transmitted to other residents or staff;
7. Astatement on the day of the examination that,

initial Comments A 000

» the biennial re-licensure survey was
conducted on The facility had
deficiencies found at the time of the visit.

58A-5.0181(2) FAC Admissions - Health AD08
Assessment

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

{a) A medical examination completed within 60
calendar days prior to the individual * s admission
1o 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;

8. Whether the individual has signs or symptoms
of a communicable which is likely to be

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 license
number of the examining licensed health care
provider. The medical examination may be

AHCA Form 3020-0001

TTLE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

(X6) DATE

STATE FORM b 4XVT1 If continuation sheet 10f 13




PRINTED: 02/26/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION &0 IDENTIFICATION NUMBER: 2 COMPLETED
A BUILDING
B WING
AL11922343
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1740 ELMHURST CIRCLE
ELMS (THE) PALM BAY, FL. 32908
(xa) 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A008 Continued From page 1 AQ08

conducted by a currently licensed health care
provider from another state.

(b) Amedical 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 Heaith 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.usfMCHQ/Long_Term_Care/
<http:/iwww.fdhc state.flus/MCHQ/Long_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. Items on the form that may have been omitted
by the ticensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

b. The facifity 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 health 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

apply for residents receiving:
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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;
c. 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 admigsion 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
ficensed health care provider conducting the
medical examination may be attached to the
heaith assessment. Alicensed health care
provider may attach a __ order for
residents who do not wish

to be administered in the case of
e OF
{g) A resident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or
415.1051, F.S., shall be exempt from the
examination requirements of this subsection for
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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 accepta
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 record review and interview the facility
did not obtain an accurate and complete medical
examination within 30 days of admission for 1 of
2 sampled residents (#1).

| Findings:

| Record review for resident #1 who was admitted

to the facility on , revealed the Resident
Health Assessment AHCA Form 1823 that was in
the record was incomplete, page 1 and 2 of the
1823 was completed on the AHCA form |
2010, not the required AHCA form 2010,
Page 1 noted that the resident required
medication administration and the unlicensed
staff (not nurses) were assisting her. Page 3 of
the form was not dated by the health care
provider. There was no page 4.

The owner/administrator stated on at
approximately 12:30 PM, that she would have the
form completed. She explained that the form was
not accurate and the resident did not require
medication administration.

Class IV
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58A-5.0186 FAC

{1) POLICIES AND PROCEDURES.
(a) Each assisted living facility (ALF) must have
written policies and procedures, which delineate
its position with respect to state laws and rules
relative to The policies and procedures
shall not condition treatment or admission upon
whether or not the individual has executed or
waived a ____. The ALF must provide the
following to each resident, or resadent s

ive, at the time of i H
1. Acopy of Form SCHS-4-2006, " Health Care
Advance Directives - The Patient ' s Right to
Decide, " 120086, or with a copy of some
other substantially similar document, which
incorporates information regarding advance
directives included in Chapter 765, F.S. Form
SCHS-4-2006 is available from the Agency for
Health Care Administration, 2727 Mahan Drive,
Mait Stop 34, Taliahassee, FL 32308, or the
agency ' s Web site at:
htip:/fahca myflorida.com/MCHQ/Health_Facility_
Regulation/HC_Advance_Directives/docs/adv_dir
.pdf, and
2. Written information concerning the ALF's
policies regarding
3. Information about how to obtam DH Form
1896, Florida Form,
incorporated by reference in Rule 64J-2.018,
FAC.

(b) There must be documentation in the resident *
s record indicating whether or not he or she has
executed a Mfa + has been
executed, a copy of that document must be made
a part of the resident ' s record. If the ALF does
not receive a copy of a resident ' s executed

, the ALF must document in the resident ‘s
record that it has requested a copy.

AQ76
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{2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its ficense pursuant to
Section 408.815, F.S., if, as a condition of
treatment or admission, it requires an individual
to execute or waive a

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

(a) In the event a resident experiences

staff trained in

. ! ora

ficensed health care provider present in the
facility, may withheld

(6) in the event a resident is receiving hospice

| services and experiences

facility staff must immediately contact the
hospice. The hospice procedures shall take

1 precedence over those of the assisted living

facility.
(4) LIABILITY. Pursuant to Section 429.255, F.S.,
ALF providers shall not be subject to criminal
prosecution or civil liability, nor be considered to
have engaged in negligent or unprofessional
condugt, for following the procedures set forth in
subsection (3) of this rule, which involves
withholding or withdrawing
rpursuanttoa - . .
~and rules adopted by the department.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have evidence that the resident's or their
representatives were provided information
regarding Health Care Advanced Directives; and
did not document whether or not 2 of 2 sampled

AHCA Form 3020-0001
$TATE FORM

2809 4XVT1H

1 continuation sheet 6 of 19




PRINTED: 02/26/2013
FORM APPROVED
Agency for Health Care Administration

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER:  BUILONG COMPLETED

B.WING __
AL11922343

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE

1740 ELMHURST CIRCLE
ELMS (THE) PALM BAY, FL 32909

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 5] i PROVIDER'S PLAN OF CORRECTION X8y
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)

A078| Continued From page 6 AQ76
residents had a (#1 and #2).

Findings:

Record review for resident #1 and resident #2
revealed that there was no documentation to
confirm that they had received a copy of Form
SCHS-4-2006, "Health Care Advance Directives
- The Patient's Right to Decide,” 2008, or
with a copy of some other substantially similar
document, which incorporates information
regarding advance directives included in Chapter
765, F.S. Form SCHS-4-2008.

There was also no documentation in their records
to whether or not they had executed a

On i at approximately 11 AM the
administratorfowner was asked {o provide the
documentation that she provided the resident’s or
their representative regarding Health Care
Advance Directives.

The administrator/owner stated on s at
approximately 11:30 AM, that she was not aware
that she was to provide the above information to
the resident and note in their files whether or not
they had 0's.

Class i

A080 58A-5.0191(11) FAC Training - Do Not A030
: Orders

an

TRAINING

(a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility * s policies and
THCA Form 3020-0001
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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
regarding within 30 days after
employment.

(¢) Training shall consist of the information
included in Rule 58A-5.0186, F.A.C.

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

» that included
information in Rule 58A-5.0186, F.AC

Findings:

During interviews with Staff C on at
approximately 12:30 PM who was hired !
revealed that she did not know what 2 was
and was not aware of the facility's policies and
procedures regarding _...10's.

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

Personnel record review for the staff A, B and C

revealed that there was no documentation in their

records to confirm that they had received the
training.

The administrator/owner stated on »at

L
AHCA Form 3020-0001
STATE FORM

oo AXVT1

If continuation sheet & of 18




PRINTED: 02/26/2013

FORM APPROVED
Agengy for Health Care Administration
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLIA 11 NST! {X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: (X2) MULTIPLE GONSTRUCTION COMPLETED
| A BUILDING
B. WING
AL119822343
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
1740 ELMHURST CIRCLE
ELMS (THE) PALM BAY, FL 32908
x4y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
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)
A080 Continued From page 8 A 090
approximately 2 PM that she thought that the staff
had received the s training and she could
not find the documentation. She stated that Staff
C knew what a was, she was nervous
during the interview.
Class i1l
A 167 58A-5.025(1) FAC Resident Contracts A167
Resident Contracts.

(1) Pursuant to Section 429.24, F.§., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:
(a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and :
extended congregate care services if the facility
is licensed to provide such services.

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

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

| (d) A provision giving at least 30 days written

{ notice prior to any rate increase. .

(e) Any rights, dufies, or  _ : of residents,
other than those specified in Section 429.28, F.S,
{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.

{g) Arefund policy which shall conform to Section
429.24(3), F.S.

(h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
RACA Form 3020-0001
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responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf,
(i) A provision stating whether the organization is
affiliated with any refigious organization, and, if
s0, which organization and its relationship to the
facility.
(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 429.26(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.
() The facility * s policies and procedures for
self-administration, assistance with

if- inistration and inistration of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
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pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures related
to a properly executed

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

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

Findings:

Resident record review including contracts for
residents #1 and resident #2 revealed that their
contracts did not include a statement to inform
the residents or responsible party that all
residents must be assessed upon admission,
every 3 years thereafter, or after a significant
change, whichever comes first.

The administratorfowner stated on iat
approximately 11:30 PM the above information
was not included in contracts.

Class

408.808, 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 167

AZ815
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(a) The licensee, if an individual.

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

() The financial officer or similarly titied
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 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 fo, 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
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 ficensee.

{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 shali request the Department of Law
Enforcement to forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
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national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
943.05(2)(g). the person must file a complete set
of fingerprints with the agency and the agency
shall forward the fingerprints to the Depariment of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the fingerprints to the Federal Bureau of
Investigation for a national criminat 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 Depariment
of Financial Services for an applicant fora
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
{0 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

AZB15
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in a database. The qualifying or disqualifying
status of the person named in the request shall
be posted on a secure website for retrieval by the
licensee or designated agent on the licensee 's
behalf,

(4) In addition to the offenses listed in s.
435.04, all persons required to undergo
background screening pursuant to this part or
authorizing statutes mustnothavean .. ...
awaiting final disposition for, must not have been
found guilty of, regardless of adjudication, or
entered a plea of nalo 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:

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

(b) This chapter, if the offense was a felony.
(o) Section 409.920, relating to Medicaid
provider fraud.

(d) Section 409.9201, relating to Medicaid

(e) Section 741.28, relating to domestic
violence,

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

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

(h)y Section 817.505, refating to patient
brokering.

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

(j) 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.

{) Section 831.01, relating to forgery.
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(m} Section 831.02, relating to uttering forged
instruments.

(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, drafts, or promissory notes.
{p) Section 831.30, relating to fraud in obtaining
medicinal drugs.
{q) Section 831.31, relating fo the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit 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 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 B-year period, beginning . 2010,
through 2015, If, upon rescreening, such
person has a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
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
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may reimburse persons for these costs. The
Department of Law Enforcement shail 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)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject fo 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 butis
not providing a service within the scope of that
ticense 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 pursuantto 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
offense listed under chapter 435 or this section,

: terminates the person against whom the report

AZ815
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was issued, whether or not that person has filed
for an exemption with the Department of Health
or the agency.

435.06,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 to contest his or her
disqualification or to request exemption from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any : person that would place the
employee in a role that requires background
screening untif the screening process is

comp and the 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

i 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 contactwithany . person that
AHCA Form 3026-0001
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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.

{¢} 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
uniess 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 or
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

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 personnel record review, observations
and interview the facility failed to ensure that 1 of
3 sampled staff (C) was in compliance with
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background screening requirements.
Findings:

Observations on at approximately 9:45
AM, Staff C was observed working at the facility
with the residents and also during the survey.

Personnel record review at approximately 1 PM
revealed that staff C was hired and there
was no documentation to confirm that she was in
compliance with the background screening
requirements.

The owner/administrator stated on that
Staff C did have her Level il conducted and she
did not receive the resuits.

Review of the Agency's background screening
website on at approximately 1:30 PM
revealed that there was no Level Il screening
available for review for Staff C.

Unclassified
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FRORIDIA AGENCY FORHEALTH .. ADMINISTRATION

RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for all Floridians SECRETARY
,2013
Administrator
Elms (the)
1740 Elmhurst Circle

Palm Bay, FL. 32909
Dear Administrator:
Re: Biennial

This letter reports the findings of a state licensure survey that was conducted on 2013 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 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://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional

and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

Thefesa DeCanio, RN
Field Office Manager

LH/be
Enclosure

Headguarters

2727 Mahan Drive
Tallahassee, FL. 32308
http:/iahca myfiorida.com

Ortando Field Office

400 W. Robinson St,, Suite S-308

Orlando, FL, 32801

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




