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Initial Comments

An Assisted Living Facility standard biennial
relicensure survey was conducted on

Home For Me, had ficensure deficiencies found at
the time of the visit.

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 resident ' s
representative, at the time of admission;

1. Acopy of Form SCHS-4-2008, " Health Care

| Advance Directives - The Patient ' s Right to

Decide, " 12008, 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,
Mail Stop 34, Tallahassee, FL. 32308, or the
agency 's Web site at!

http://ahca. myflorida.com/MCHQ/Health_Facility_
Regulation/HC_Advance_Directives/docs/adv_dir
.pdf; and

2. Written information concerning the ALF 's
policies regarding and

3. Information about how to obtain DH Form
1896, Florida Form,
incorporated by reference in Rule 64J:-2.018,
FAC.

(b) There must be documentation in the resident "
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s record indicating whether or not he or she has
executed a - ifa 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.
(2) LICENSE REVOCATION. An ALF shall be
subject to revocation of its license pursuant to
Section 408.815, F.S., if, as a condition of
treatment or admission, it requires an individual
10 execute or waive a
(3} . PROCEDURES. Pursuant to Section

i 429.255, F.S., an ALF must honor a properly

executed as follows:
{a) In the event a resident experiences
, staff trained in
| ora
licensed health care provider present in the
facility, may withhold

{b) In the event a resident is receiving hosptce
services and experiences
, facility staff must immediately contact the

{ hospicev The hospice procedures shall take

precedence over those of the assisted living
factlity.
{4) LIABILITY. Pursuant to Section 429.255, F.S,,
ALF providers shall not be subject to criminai
prosecution or civil fiability, nor be considered to
have engaged in negligent or unprofessional
conduct, for following the procedures set forth in
subsection {3) of this rule, which involves
withholding or withdrawing
pursuant to a
and rules adopted by the department.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide written policies and procedures,

| which delineate its position with respect fo state

laws and rules relative to
1 and to ensure staff is properly

The findings include:

An interview on . at10:20 AM with
employee #3 & #4 who provide direct care to
residents, did not know what a -was. An
interview with the Administrator revealed they did
not have personnel files for the employees.

The facllity failed to ensure direct care staff are
properly trained in the facilities policies and
procedures for

Class 1t

58A-5.0181(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 aldes trained in accordance with
Rule 59A-8.0085, F.A.C., must receive a
minimum of 1 hour in-service training in '
control, including universal precautions, and
facility sanitation procedures before providing
personal care to residents. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to Iborme

AQ76

A 081

AHCA Form 3020-0001
STATE FORM

oans (B30

If conunuation sheet 3 of 13



Agency for Health Care Administration

PRINTED: 04/04/2013
FORM APPROVED

: 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. Facility 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
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 fiving facility,
2. Recognizing and reporting resident
neglect, and
(d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with Rule 59A-8.0085,
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 fraining must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

(f) All facility staff shall receive in-service training
regarding the facility * s resident elopement
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.

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
AL11967500 B WING —
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1909 SHOWER TREE WAY
A HOME FOR ME, INC WELLINGTON, FL 33414
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 081! Continued From page 3 A081

AHCA Form 3020-0001
STATE FORM

eose 811t

It continuation sheet 4 of 13




PRINTED: 04/04/2013

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3; DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967500 B WING - 03/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
1908 SHOWER TREE WAY

A HOME FOR ME, INC

WELLINGTON, FL 33414

(x4) ID
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

AD81

8§8=D

Continued From page 4

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review an interview, the facility
failed to provide documentation of completion of
the required in-service training for 3 out of 5
sampled employees. (Employee #1, #3 and #4).

- The findings include:

Areview of employee #1, #3 and #4's personnel
records, who all provide direct care to residents,
lacked documentation verifying the employees
received the required in-service training within 30
days of employment in the following areas:
resident rights, assistance with the activities of
daily living, control, reporting major
incidents, emergency procedures, elopement
policies and procedures, reporting adverse
incidents, recognizing and reporting resident

, neglect, and and safe food

' handling practices.

During an interview on . at 11:30 AM, the
Administrator confirmed aforementioned and that
the employees have been employed with the
facility over 30 days. It was also revealed no
further documentation was available for review.

Class Il

AZB15 408.809, 435.02(2), 435.06 Background

Screening; Prohibited Offenses

A081

AZ815
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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) The licensee, if an individual.

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

(c) The financlal officer or similarly titled
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 shalf 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 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
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such person must submit fo level 2 background
rescreening as a condition of refaining 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
1o 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.
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
Department 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 ficensee 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.
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{3} All fingerprints must be provided in
electronic format. Screening results shall be
reviewed by the agency with respect to the
offenses specified in s. 435.04 and this section,

; and the qualifying or disqualifying status of the

person named in the request shall be maintained
in a database. The 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 must not have an .
awaiting final disposition for, must not have been
found guilty of, regardless of adjudication, or
entered a plea of nolo contendere or guilty to, and
must not have been adjudicated delinquent and
the record not have been sealed or expunged for
any of the following offenses or any similar
offense of another jurisdiction:

(@) 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.

(@) Section 741.28, relating to domestic
violence.

{f) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems
(9) Section 817.234, relating to false and
fraudulent insurance claims.

(h) Section 817.505, relating to patient
brokering.
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(i} Section 817.568, relfating to criminal use of
personal identification information.
() 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.
{m) Section 831.02, relating to uttering forged
instruments.
(n) Section 831.07, relating to forging bank bilis,
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 controlled substance, if the offense
was a felony.
Aperson 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 5.
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 not a
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

AHCA Form 3020-0601
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the exemption request is received by the agency

i within 30 days after receipt of the rescreening
results by the person.

(8) 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 fo 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
license or certification.

{b) As provided in chapter 435, the appropriate

¢ regulatory board within the Department of Health,

or the department itself if there Is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
recelved 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
120.64 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
refating to retaining fingerprints pursuant to s.
943.05(2).
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(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.

435.06,F S.

(1) If an employer or agency has reasonable
cause to believe that grounds exist for the denial

i or termination of employment of any employee as

aresult 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)(@) 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 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

AHCA Form 3020-0001
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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
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 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
regardiess of whether or not that person has filed
for an exemption pursuant to this chapter.

435.02(2), F 8.
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“ Employee " means any person required by law
i to be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to ensure that all
direct care staff members are in compliance with
the Level 2 background screening requirements,
for 2 out of 4 sampled employees {(Employee #3
& #4)

The findings include:

During an interview on - with the
Administrator regarding background screenings
for employee #3 hired on & #4 hiredon

who both provide patient care, he stated
he did not have the required results. Both
ermployses were currently on the schedule and
working during the survey. An interview on

at 11:50 AM with the background
screening unit in Tallahassee did not reveal
evidence of a completed screening for employee
#3 and #4,
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Administrator

A Home For Me, Inc
1909 Shower Tree Way
Wellington, FL. 33414

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on 2013 by
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.shtim] 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,
erely

7 e e

/r; Arlene Mayo-Davis

Field Office Manager

AMD
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
hiip:/fahoa.myfiorida.com

Delray Beach Field Office

5150 Linton Boulevard, Suite 500

Delray Beach, FL 33484

Phone (561) 381-5840; Fax (661) 496-5924




