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(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptorns of a communicable .

including . Freedom from
. must be documented on an annual
basis. A person with a positive itest

must submit a health care provider ' s statement
that the person does not constitute a risk of
communicating Newly hired staff
does not include an employee tfransferring from
one facility to another that is under the same
management or ownership, without a break in
service. If any staff member is later found to
have, or is suspected of having, a communicable
, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b) All staff shall be assigned duties consistent
with hisfher level of education, training,
preparation, and experience. Staff providing
services requiring ficensing or certification must
be appropriately licensed or certified. Al staff
shall exercise their responsibilities, consistent
with their quaiifications, to observe residents, to
document observations on the appropriate
resident’ s record, and to report the observations
| {0 the resident ' s heaith care provider in
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A000 Initial Comments A 000
An announced inifial licensure survey with Limited
Nursing Services and Limited Mentat Health
standards was conducted at Home for Me in
Jacksonville, Florida on ,2013. Licensure
deficiencies were identified as a result of the
survey.
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accordance with this rule chapter.

{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FA.C.

(d) Staff provided by a staffing agency or
employed by a business entity contracting to
provide direct or indirect services to residents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.

{e) For facilities with a ficensed capacity of 17 or
more residents, the facility shall:

1. Develop a written job description for each staff
position and provide a copy of the job description

| to each staff member; and
i 2. Maintain time sheets for all staff

This Statute or Rule is not met as evidenced by:
Based on employee record review and an
interview with the administrator, the facility failed
to maintain documentation of freedom from

for 1 of 3 sampled employee
records. (Employee #3)

The findings include:

A review of the employee personnel files revealed

that Employee #3 had no evidence of current

documentation of freedom from in

her personnel file. The date of the most recent
screening was

An interview with the administrator on

at approximately 12:00 PM confirmed that there

was no current documentation of freedom from
i in Employee #3's personnel file.
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FLORDA AGENCY FOR HEALTH CARE ADMINSTRARON

RICK 8COTT ELL
GOVERNOR Better Heaith Care for all Floridians ZS/;BCERE;AD;J\? EK

2013

Administrator

Home For Me

7655 Collins Ridge Blvd.
Jacksonville, FL. 32244

Dear Administrator:

This letter reports the findings of a state initial licensure survey that was conducted on 2013 bya
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://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor. Should you have any questions please call this office at

Sincerely, s

K anshsr 28 27
Keisha Woods, MPH

Health Facility Evaluator Supervisor
Division of Health Quality Assurance

KW/sm
Enclosure

Headquarters

2727 Mahan Drive
Tallahassee, FL 32308
nttp:ifahca myflorida.com

Jacksonville Field Office

921 N. Davis St., Bldg. A, Suite 115
Jacksonvilie, FL 32208

Phane (904) 798-4201; Fax (804) 359-6054




