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SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

pooo Initial Comments

An unannounced revisit to the licensure survey was conducted on 1, 2016 at Christel Care Inc. The
facility had an uncorrected deficiency at the time of the visit; A 0080. The facility corrected the following
deficiencies; A 0054, A 0056, A 0080, A Z814.

0080 Trainina - Core & Competency Test

Based on record review and an interview, the facility failed to ensure the Administrator had completed
CORE training and taken the competency test and obtained a passing score within 3 months from the
date of appointment as the Administrator of the facility.

The findings included:

On rand I/ - at2:30 PM, the personnel file for the Administrator was reviewed. The review
faileu w maicate any evidence that the Administrator had taken and obtained a passing score on the
competency examination established by the Department of Elder Affairs (DOEA). The administrator
stated during interview at this time that she was unaware that the training was required to be completed
within 3 months of becoming the Administrator and confirmed that she had been the Administrator since
. 8he acknowledged that she had not completed CORE competency test and was scheduled to
take the exam on . The Administrator also confirmed that she was still the active Administrator of
record for the facility as of the date of the survey.,
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RICK SCOTT
GOVERNOR

ELIZABETH DUDEK
SECRETARY

, 2016

Administrator

Christel Care Inc

4973 Broadstone Circle
West Palm Beach, FL. 33417

Dear Administrator:

This letter reports the findings of a second State Licensure Revisit Survey conducted on
May 31, 2016 by a representative of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies
corrected during the visit, uncorrected deficiencies and/or new deficiencies that were identified
on the day of the visit. All deficiencies shall be corrected no later than , 2016,

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://ahca.myfiorida.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 representative. Should you have any questions
please call this office at (561) 381-5840.

Sincerely,

7 (//u?w v/ foe

Arlene Mayo-Yavis

Field Office Manager
AMD/dso
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