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Initial Comments

These are the results of a Complaint Survey
CCR# 2013005245 conducted at the Gardens of
North Port, an Assisted Living Facility (ALF) on

The complaint contained 7 allegations which were
not substantiated. A citation was issued not
related to the allegations at AOOSO.

The foliowing is a description of non-compfiance:

58A-5.0191(1) FAC Training - Core &
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., shall consist of
a minimum of 26 hours of training plus a
competency test.

(b) Administrators and managers must

| 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 fraining prior to 1997,
; and managers who attended the core training

| program prior to 1998, shall not be

| required to take the competency test.

Administrators licensed as nursing home
administrators in accordance with Part If of
Chapter 468, F.S., are exempt from this
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requirement.

(c) 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) Anewly hired administrator or manager who

: has successfully completed the assisted 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;

2. Retake and pass the competency test.

(e) 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. Anew fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:

| Based on observation, interview and record

! review, the facility failed to ensure the

| Administrator successfully completed the core
fraining requirements including the competency
test within 90 days of being name the facility
Administrator.

The findings include:
On review of the Administrator's personal

files revealed she did not have a certificate of
| passing the core competence test. Review of the
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facility license on the Agency for Health Care
Administration web site revealed Staff F was
named the administrator of record on

On at 2:30 p.m., interview with Staff F
and the Owner confirmed that as of this time she
has not passed the core competence test. The
Owner confirmed Staff F was named as the
Administrator on . 1 and confirmed she did
not pass the competence test within 80 days of
becoming the Administrator of the facility.
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Administrator
Gardens Of North Port (the)
4900 S Sumter Blvd

North Port, FL 34287
Re: CCR #2013005245
Dear Administrator:

This letter reports the findings of a complaint survey completed on 17,2013 by arepresentative
of this office.

Attached is the provider's copy of the Statement of Deficiencies and Plan of Correction, State (3020)
Form, indicating no deficiencies were identified during this survey. You will not receive a copy of
this report in the mail; you will only receive this faxed copy.

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
hitp://ahea.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
contact this office at (239) 335-1315.

Sincerely,

;7 Yor !
Harold D. Williams
Field Office Manager

sh
Enclosure: State Form

Headquarters

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

Fort Myers Field Office
2295 Victoria Avenue, . !

Fort Myers, FL 33901

Phone (239) 335-1316; Fax (239) 338-2372




