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0000 - Initial Comments

A Re-Visit to a2 Complaint investigation was conducted on and . Leomay ALF_, inc. had the
following deficiency at the time of the survey.

2815 - Background $ ing; Prohibited Off - 408.809, 435.02(2), 435.06

Based on record review and staff interview the assisted living facility failed to ensure that 1 out of 3 (staff C)
sampled staff members have a completed level 2 background screening prior to providing care to residents.

Findings included:

On +at 11:00 PM, during a employee record review conducted, revealed that Staff Cthired on /) did
not nave a current result on their background screening in their files

On at 11:10 PM on a phone interview with the administrator, she thought that with the finger prints was
enough, but when she got in the background screening Webster, he was not eligible.

On at 11:00 AM according to the administrator, her consultant re-checked it again and he suggested the
administrator that the employee needed to be dismissed from the facility. Employee wrote to the facility a
resignation letter dated {picture),

Based on the administrator she had contacted already the agency that finds employees for the facility to get a new
employee.

Unclassified
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RICK 8COTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
, 2015

Administrator

Leo Alf

3666 Sw 5th Terrace

Miami, FL 33135

Dear Administrator:

This letter reports the findings of a complaint revisit survey conducted on , 2015by

representative(s) of this office. Enclosed is the provider's copy of the Statement of Deficiencies
(State Form 5000-3547), which references the uncorrected deficiencies and/or new deficiencies
identified during the revisit.

All deficiencies shall be corrected no later than , 2015,

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.shiml 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 (305) 593-3100.
Sincerely,
X< n
ST Loy o1

Arlene Myao-Davis, RN
Field Office Manager

AMD:kb
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Miami, FL 33166
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