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{A 000} Initial Comments

A Second Follow-up Survey for Complaint (CCR
#2012011537) was conducted on

Blessing House |l had deficiencies found at the
time of the survey.

{A 080} 58A-5.0191(1) FAC Training - Core &
$8=D | Competency Test

Staff Training Requirements and Competency

Test.

(1) ASSISTED LIVING FACILITY CORE

TRAINING REQUIREMENTS AND

COMPETENCY TEST.

(a) The assisted living facility core training

requirements established by the department

| pursuant to Section 429.52, F.S., shali consist of

| aminimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must

i successfully complete the assisted living facility

; core training requirements within 3 months from
the date of becoming a facility administrator or

: manager. Successful completion of the core
 training requirements includes passing the
competency test. The minimum passing score for
the competency test is 75%. Administrators who

| have attended core training prior to , 1997,

| and managers who attended the core training

| program prior to i, 1898, shall not be
required to take the competency test,

| Administrators ficensed as nursing home
administrators in accordance with Part Il of
Chapter 468, F.S., are exempt from this
requirement.
(¢) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years as

| provided under Section 429.52, F.S.

; (d) A newly hired administrator or manager who
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has suc lly completed the assi living

facility core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and

2. Retake and pass the competency test,

(&) The fees for the competency test shall not
exceed $200. The payment for the competency
test fee shall be remitted to the entity

| administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility's manager still did not have
any documetation to confirm he took and passed
the core test,

Findings include:

| 1. Employee #2 (manager/owner) record

1 revealed that he did not have any documentation

| that he passed the CORE competency test. The
only documentation in the file was for 26 hours
core fraining hours.
2. The family member stated on at

1 11:00 am the manager did not take the CORE
test and could not explain why or when would the
manager be taking the test.
UN-CORRECTED
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Based on record review and interview the
assisted living facility's manager employee #2

{hire date , 1999) does not have any
documetation to confirm he passed the CORE
test,

Findings Include

Personnel record review and interview found that
the administrator supervises more than one
facility. Record review found that the delegated
manager, employee #2 (hire date .

| 1999) had doct ion that he completed 26
hours of CORE training and took the CORE test
on | , 2013, on

On 2013 at 9:30 a.m. employee #2 stated;
" I took the CORE exam at Miami Dade College,
Kendall. After the test we were told the results
would be ready in three weeks, on or about
10,2013, "
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FORIDAAGENCY FOR HEALTH CARE ADMINITRATION

RicK scoTT ot Helth Car or il Flrcians ELZABETH DUDEK
L2013

Administrator

Blessing House I CCR#2012011537 f/u

4940 Sw 116 Avenue

Miami, FL 33165
Dear Administrator:

This letter reports the findings of a 2nd revisit survey to a complaint conducted on L 2013by
representativeds) of this office. Enclosed is the provider's copy of the Statement of Deficiencies and Plan of
Correction (State Form 3020), which refe the d deficiencies and/or new deficiencies, identified
during the revisit.

‘You will not receive a copy of this report in the mail; you will only receive this faxed report. Al deficiencies
shall be corrected no later than » 2013,

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

hittp://ahca myflorida. com/Publications/Forms.shiml as 2 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. Should you have any questions please call this office at

(305) 593-3100.

Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
BBT7
Hesdquarters Miami Field Office
2727 Mahan Drive 8333 N.W. 53rd Street, Suite 300

Tallahassee, F1. 32308

hitp:ahca.myflorida.com fami, FL 33166

M
Phone (305) 583-3100; Fax (305) 563-3121




