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Initial Comments.

Relicensure survey was conducted on
Yan Yan Healthcare Inc. had deficieincies at the
time of the visit.

58A-5.0181(2) FAC Admissions - Health
Assessment

{2) HEALTH ASSESSMENT. As part of the

adm;ss;on criteria, an mdxv;dual must undergo a
face medical i bya

licensed health care provider, as specified in

either paragraph {a} or (b} of this subsection.

{a) A medical examination completed within 60

calendar days prior fo the individual " s admission

to a facility pursuant to Section 429.26(4), F.S.

The examination must address the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional fimitations;

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living;

3. Any nursing or

individual;

4. Any special diet required by the individual;

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication;

8. Whether the individual has signs or symptoms

of a communicable which is likely to be

transmitted to other residents or staff;

7. A statement on the day of the examination that,

in the opinion of the examining licensed health

, services required by the

in an assisted living facility; and

8. The date of the examination, and the name,
signature, address, phone number, and license
number of the examining licensed health care

A00C

A008

provider. The medical examination may be
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Continued From page 1

conducted by a currently licensed health care
provider from another state,

{b} A medical examination completed after the
resident ' s admission fo the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Heaith Assessment for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhe.state.fl.us/MCHQ/L.ong_Term _Care/
<htip:/fwww.fdhe.state. flL.us/MCHQ/Long_Term_C
are/>
Assisted_living/pdffAHCA_Form_1823%.pdf. The
form must be completed as follows:

1. The resident ' s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Seif-Care
and General Oversight Assessment.

a. ltems on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion.

. The facility may obtain the omitted information
either verbally or in writing from the licensed
heaith care provider.

¢. Omitted information received verbally must be
documented in the resident ' s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.

2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Fagcility, or may use electronic
documentation, which at a minimum includes the
elements in Section 3, This requirement does not

A008
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Continued From page 2

apply for residents receiving:
a. Extended congregate care (ECC) services in
faciiiies holding an ECC license;
b. Services under community living support plans.
in facilities holding limited mental health licenses;
¢. Medicaid assistive care services; and
d. Medicaid waiver services.
{c} Any information required by paragraph (a) that
is not i in the medical ination report

prior to the i 's ion to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823.
{d) Medical examinations of residents placed by
the department, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facifity and recorded on AHCA Form 1823
described in paragraph (b).
{e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.
{f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
ficensed health care provider conducting the
edical examination may be attached to the
health assessment. A licensed health care
provider may attach a do-not~ order for
residents who do not wish N .

to be administered in the case of

or ., . .
{g) A resident placed on a temporary emergency
basis by the Department of Children and Family
Services pursuant to Section 415.105 or

A008
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Continued From page 3

415.1051, F.8., shall be exempt from the

inati i of this subsection for
up to 30 days. However, a resident accepted for
temporary emergency placement shall be entered
on the facility ' s admission and discharge log and
counted in the facility census; a facility may not
exceed its licensed capacity in order {o accepta
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review, the facility faited to have
an accurate 1823 on fite for 1 of 2 sampled
residents (#1).

Findings:

Record review revealed that AHCA form 1823
was filled out incorrectly for resident #1, The
current 1823 dated reflected that the
resident posed a danger to himself by being a
risk. There was no checkmark indicating what
type of medication administration for which the
resident was eligible. The 1823 noted that the
healthcare provider examining the resident
checked that the resident was not appropriate to
five in an assisted living facility.

In an interview with the administratorfowner on

, she stated that she can provide care for
the resident and that the form was marked
incorrectly.

Class Il

A008
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Continued From page 4
58A-5.0182(1) FAC Resident Care - Supervision

An assisted living faclility shall provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION, Facilities shall offer personal
supervision, as appropriate for each resident,
including the following:

{a) Monitor the quantity and quality of resident
diets in accordance with Rule 58A-5.020, F.A.C.
{b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the
individual.

{c) General awareness of the resident ' s
whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident ' s health care
provider and other appropriate party such as the
resident ' s family, guardian, health care
surrogate, or case manager if the resident
exhibits a significant change; contacting the
resident ' s family, guardian, health care
surrogate, or case manager if the resident is
discharged or moves out.

{e) Awritten record, updated as needed, of any
significant changes as defined in subsection
58A-5.0131(33), F.A.C., any ilinesses which
resulted in medical attention, major incidents,
changes in the method of medication
administration, or other changes which resulted in
the provision of additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a written record of a significant

change noting the resident had a hospital visit for

A025

A025

1 of 2 sampled residents (#1).
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Continued From page 5

Findings:
In an interview with the facility provider on

at 1:50 p.m., it was stated that resident
#1 had been sent out to the hospital "many"
times. When the Administrator/Owner was asked
if there was any written documentation of the
resident's hospitalization from -
she replied there was not. The facility
Administrator/Owner presented a notebook with
progress notes with ranging dates from 2011 with
the fast note dated . There were several
incidents documented about resident #1.
However, documentation of the resident's
hospitalization from - was not
documented anywhere.
Class It

58A-5.0185(3) FAC Medication - Assistance with
Seif-Admin

{3) ASSISTANCE WITH
SELF-ADMINISTRATION.
{a) For facilities which provide assistance with
self-administered medication, either: a nurse; or
an unficensed staff member, who is at least

+ trained to assist with self-administered
medicauon in accordance with Rule 58A-5.0191,
F.A.C., and able to demonstrate to the
administrator the ability to accurately read and
interpret a prescription label, must be available to
assist residents with self-administered
medications in accordance with procedures
described in Section 429.256, F.S.
{b} Assistance with self-administration of
medication includes verbally pmmpung a resldenl
to take icati g and
opening a properly Iabeled medication container,
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance

A025
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Continued From page 6

with self-administration, staff may prepare and
make available such items as water, juice, cups,
and spoons. Staff may also return unused doses
to the medication container. Medication, which
appears to have been contaminated, shalf not be
returned to the container.
{c} Staff shall observe the resident take the
medication. Any concerns about the resident ' s
reaction to the medication shall be reported to the
resident ' s health care provider and documented
in the resident " s record.
{d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:
1. The heaith care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;
2. The medication container may be given to the
resident or a friend or family member upon
ieaving the facility, with this fact noted in the
resident ' s medication record;
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given fo the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident’ s medication
record; or

. i may be i and
dispensed in an easier to use form, such as unit
dose packaging;
{e) Pursuant to Section 429.256(4)(h), F 8., the
term " competent resident " means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
{fy Pursuant to Section 429.256(4)(i), F.S., the
terms " judgment” and " discretion " mean

A0B2
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Continued From page 7

preting vital signs and fuating or
assessing a resident ' s condition.
{4} Assistance with self-administration does not
include:
{a) Mixing, . - Converting, or

. medication doses, except for

measuring a prescribed amount of liquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.
{c} Administration of medications through
intermittent positive pressure breathing machines
ora .
{d) Administration of medications by way of a
tube inserted in a cavity of the body.
{e} Administration of , preparations,
{f} lrrigations or debriding agents used in the
treatment of a skin condition.
{9y . LOf ... preparations.
{h) Medications ordered by the physician or
health care professional with prescriptive
authority to be given " as needed, " unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unficensed person, and at the request of a
competent resident.
{i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure when
unlicensed staff provided assistance with the
self-adminisiration of medications, the staff

A0B2

followed the appropriate procedure at alf imes
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Continued From page 8

and did not take the medication, in its dispensed
properly labeled container, from where it was
stored and bring it to the resident (#1) and did
not, in the presence of the resident, read the
{abel, open the container, remove a prescribed
amount of medication from the container, and
close the container.

RESIDENT #

Findings:

During the tour of the facility on at
approximately 10 AM, interview with a resident
revealed that the unlicensed staff of the facility
would place the medications in a cup and give
them to him to take. RESDIENT #
Observation of the medication pass on at
approximately 11:15 AM revealed that the
administrator/fowner {Staff A} took resident #1's
medications out of their properly labeled
containers and placed them in a small cup, After
she placed each pill in the cup, she signed the
Medication Observation Record (MOR). After all
of the prescribed medication was in the small
cup, she took the cup to resident #1 and handed
them to him to take.

Interview with Staff A on at approximately
11:15 AM revealed she was not a nurse. Staff A
did not take the Medications, in their dispensed,
properly labeled containers, from where they
were stored and brought to the resident. She did
not in the presence of the resident, read the
iabels, open the containers, remove a prescribed
amount of medications from their container and
close the container.

A0B2
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Class Ili
A077| 58A-5.019(1) FAC Staffing Standards - A077

Administrators

Staffing Standards.
{1) ADMINISTRATORS. Every facility shall be
under the supervision of an administrator who is

ible for the operation and mai of
the facility including the management of all staff
and the provision of adequate care to alt
residents as required by Part | of Chapter 429,
F.8., and this rule chapter.
{a) The administrators shall:
1. Be at least v
2. Ifemployed on or after . 1990, have
a high school diploma or general equivalency
diploma (G.£.D.), or have been an operator or
administrator of a licensed assisted living facility
in the State of Florida for at least one of the past
3 years in which the facility has met minimum
standards. Administrators employed on or after

. 1998, must have a high school

diploma or GE.D,;
3. Be in compliance with Level 2 background
screening standards pursuant to Section
429.174, F.S.; and
4. Complete the core training requirement
pursuant to Rule 58A-5.0191, FA.C.
{b} ini; may supervise a d of
either three assisted fiving facilities or a
combination of housing and health care facilities
or agencies on a single campus. However,
administrators who supervise more than one
facitity shall appoint in writing a separate "
manager " for each facility who must:
1. Beatleast . ;and
2. Complete the core training requirement
pursuant to Rule 58A-5.0191, F AC.
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Continued From page 10

{c} Pursuant to Section 429.176, F.S., facility
owners shall notify both the Agency Field Office
and Agency Central Office within ten (10} days of
a change in a facility administrator on the

ification of Change of ini , AHCA
Form 3180-1008, . 2008, which is
incorporated by reference and may be obtained
from the Agency Central Office. The Agency
Central Office shali conduct a background
screening on the new administrator in
accordance with Section 429.174, F.$., and Rule
58A-5.014, FAC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to be under the supervision of an
administrator who was responsible for the
operation and maintenance of the facility
including the management of alf staff.

Findings:

On , the administrator stated she had
been away from the facility. She first stated she
had been away for a year and then she stated
she had been away for a couple of months.

During personnel record review, a fraudulent
medication and food safety certificate was found
in her personnel record, The menus posted on
the refrigerator were fraudulent.

When the administrator was asked about the
fraudulent certificate and menu, she stated that
she was away and anocther employee who was

AO077

assisting her had possibly created the fraudulent
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ADQ77 | Continued From page 11 AOT7

certificates and menus. She could not remember
if she had gone to the training in

The administrator had not been checking the
authenticity of the documents in her facility and
per her statement; it was her facility staff that
altered the facility documents. When asked if she
had completed the Core Competency Test, the
administrator stated she could not remember.

Class Ili

AO79 58A-5.019(4) FAC Staffing Standards - Levels AOT9

{4) STAFFING STANDARDS.
{a} Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week

0-5 168
6-15 212
16-25 253
26-35 294
36-45 335
46-55 375
56-65 418
86-75 457
76-85 498
86-95
For every 20 residents over 95 add 42 staff hours
per week.

2. At least one staff member who has access to
facifity and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facitity administrator, manager or other staff are
absent from the facility.
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3. In facilities with 17 or more residents, there
shail be at least one staff member awake at alf
hours of the day and night.
4. At least one staff member who is trained in
First Aid and . as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all imes when residents are in the facility.
5. During periods of temporary absence of the
administrator or manager when residents are on
the premises, a staff member who is at least
. .. must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building

i ce, clerical, or food jon shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s fime may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facifity, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facifity " s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.
{b) Notwithstanding the minimum staffing
requirements specified in paragraph (a), ail
facilities, including those composed of
apartments, shail have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents scheduled and unscheduled service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
F.A.C.
{c} The facility must maintain a written work
schedufe which reflects its 24-hour staffing
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pattern for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ‘ s care.
{d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph {a} are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a) if the Agency
determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FA.C.,
are not being met, or that the facility is failing to
meet the terms of residents ' confracts. The
Agency shall consult with the facility administrator
and residents regarding any determination that
additional staff is required.

1. When additional staff is required above the
minimum, the agency shall require the
submission, within the time specified in the
nofification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shalt
be reviewed by the agency to determine if the
plan will increase the staff to needed levels and
meet resident needs.

2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facifity shall
no longer be required to maintain a plan with the
agency.

3. Based on the recommendations of the tocal
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.8., and Rule Chapter 69A-40, F.A.C., until such

A079
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Continued From page 14

time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.

{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.

{f) Facilities holding a limited mental heaith,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on staff schedule review and interview, the
faciiity failed to maintain a written work schedule
which accurately reflected the facility’s 24 hour
staffing pattern for a given time period.

Findings:

On at approximately 10 AM, The
Administrator/Owner {Staff A} stated only she and
staff B worked at the facility.

Review of the staff schedule on at
approximately 11 AM revealed it listed the dates
for the month, listed the administrator's name and

n “m". Further review of the schedule did not
reveal any times listed in order to determine what
time the staff actually worked.

The Administrator/owner stated on at
approximately 11:30 AM that the "m” was the first
initial of Staff B that was just hired and she stated
that she did not write the times In as required.

A079
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Continued From page 15

Class

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 428.52, F.8., shall consist of
& 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 testis 75%. inistrators who
have attended core training priorto ., , 1897,
and managers who attended the core training
program prior to | , 1898, shall not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with Part i of
Chapter 468, F.S., are exempt from this
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) A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the

A079

A080
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Continued From page 16

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 facifity core training;
and

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

This Statute or Rule is not met as evidenced by:
Based on observations and interviews, the
Administrator of the facility faited to have
evidence that she successfully completed the
Assisted Living Facility {ALF) Core Training
requirements within 3 months from the date of
becoming the administrator.

Findings:

Personnel record review on at
approximately 1 PM revealed that the
administrator/owner had taken the Core training
in 2011. Further personnel record review
revealed that there was no documentation to
confirm that she had passed the competency
test.

The administrator/owner was asked on at
approximately 1 PM if she had taken and passed
the Core training competency test and she stated

A080

she could not remember. She explained she had
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been the acting administrator for 1 year.

Class Il
A 083 58A-5.0191(4) FAC Training - First Aid and AGB3

{4) FIRST AID AND
( ). A staff member who

has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all imes.
{a) Documentation of attendance at First Aid or

course offered by an accredited college,
university or vocational school; a licensed
hospital; the American Red Cross, American

Association, or Nationat Safety Council; or
a provider approved by the Department of Health,
shail satisfy this requirement.
{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under Part Il of Chapter 401, F.8., shall
be considered as having met the training
requirements for both First Aid and

This Statute or Rule is not met as evidenced by:
Based on observations personnel record review
and interview, the facility faited to ensure that a
staff member who had completed courses in First
Aid, held a currently valid card documenting
completion of such courses was working in the
facility at ail times.

Findings:

During the survey on the
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administrator/owner {Staff A) was observed
working alone at the facility,

Personnel record review conducted on at
approximately 1 PM revealed that Staff A First Aid
Card expired on , more than a year.

The Administrator/owner on at

approximately 1:30 PM confirmed the finding.

Class Il

A084) 58A-5.0191(5) FAC Training - Assis Self-Admin AQB4
Meds & Med Mgmt

{5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
providing assistance with self-administered
medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant to Section 428.52(5), F.S., prior to
assuming this responsibility. Courses provided in
fulfitment of this requirement must meet the
following criteria:

{a) Training must cover state law and rule
requirements with respect to the supervision,

i inistration, and of
redications in assisted living facilities;
procedures and techniques for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati as p ibed; re ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
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Continued From page 19

medication storage and disposal. Training shall
include ions of proper nig and
provide opportunities for hands-on fearning
through practice exercises.
{b} The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonsirates
an ability to:
1. Read and understand a prescription label;
2. Provide assistance with self-administration in
accordance with Section 429.256, F.$., and Rule
58A-5.0185, F.A.C., including:
a. Assist with oral dosage forms,
forms, and | .
dosage forms;
b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;
¢. Recognize the need to obtain clarification of an
" as needed " prescription order;
d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident ' s health care provider or
facitity employer of inability to assist in the
administration of such orders;
e. Complete a medication observation record;
f. Retrieve and store medication; and
g. Recognize the general signs of adverse
reactions to medications and report such
reactions.
{c} Unlicensed persons, as defined in Section
429.256(1)(b}, F.S., who provide assistance with
seif-administered medications and have
successfully completed the initial 4 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing

with self- ini d icati
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education

dosage
and nasal

A084

AHCA Form 3
STATE FORM

20-0007

BFANTE

f continuation sheet 20 of 50




Agency for Health Care

PRINTED: 03/23/2017

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

AL119688018

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

8. WING

(X3) DATE SURVEY
COMPLETED

01/10/2013

NAME OF PROVIDER OR SUPPLIER

YAN YAN HEALTHCARE, INC

585 ALLEN

STREET ADDRESS, CITY, STATE, ZIP CODE

DRIVE

MERRITT ISLAND, FL 32852

OWy D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES.
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

]
PREFIX
™e

(51
COMPLETE
DATE

AD8B4

Continued From page 20

training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to have evidence that 1 of 2
sampled unlicensed staff (A), who provided
assistance with the resident's medications
received 2 hours In-service training each year in
providing assistance with self-administered
medications and safe medication practices in an
Assisted Living Facility (ALF).

Findings:

Personnel record review conducted on at

i 1 PM for the ini: owner
{Staff A), revealed a certificate from a local
training provider. Further observations of the
certificate revealed that the year of the training's
had been altered, the handwriting was different.
The certificate noted other trainings and lines
were drawn through the fraining's, that were not
attended, in the space for the trainers stamp and
initials. Further observation of the certificate
revealed that the space next to the 4 hour
assistance with medication course had
"completed” stamped and initials.

On at approximately 2 PM, the
administrator/fowner was asked if she had
attended the medication course because the
certificate had been altered. The Administrator
stated she could not remember if she had taken
the course. She stated that she was away from
the facility and someone else was the manager
and she may have obtained the certificate. The

A084

administrator/owner was asked severat times if
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Continued From page 21

she could remember attending the training in

and she stated she could not remember.
The administratorfowner stated that she would
call to schedule a class.

Atelephone call was made on at
approximately 2:30 PM to the training provider. A
copy of the certificate for review was requested
and it was sent to the agency via e-mail.
A telephone call was received on at
approximately 3 PM from the Director of
Education from the training provider who stated
she had reviewed the certificate and there was no
redication training on . She stated it was
a Thursday and the medication training’s were not
done that day. She locked at the training roster
for to see if she aftended any other
training and Staff A had not. She explained that
Staff A had attended a Medication Training on

Class Il

58A-5.020(2) FAC Food Service - Dietary
Standards

{2) DIETARY STANDARDS.

{a} The Tenth Edition Recommended Dietary

Allowances established by the Food and Nutrition

Board - National Research Council, adjusted for

age, and activity, shall be the nutritionat

standard used to evaluate meals. Therapeutic

diets shall meet these nutritional standards to the

extent possible. A summary of the Tenth Edition
Dietary Al interpi

by a daily food guide, is available from the DOEA

Assisted Living Program.

{b) The recommended dietary allowances shalt

A084

A083
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be met by offering a variety of foods adapted to
the food habits, preferences and physical abilities
of the residents and prepared by the use of
standardized recipes. For facilities with a licensed
capacity of 16 or fewer residents, standardized
recipes are not required. Unless a resident
chooses to eat less, the recommended dietary
allowances to be made available to each resident
daily by the facility are as follows:
1. Protein: 6 ounces or 2 or more servings;
2. Vegetables: 3 5 servings;
3. Fruit: 2 4 or more servings;
4. Bread and starches: 6 11 or more servings;
5. Milk or milk equivalent: 2 servings;
6. Fats, olls, and sweets: use sparingly; and
7. Water.
{c) All reguiar and therapeutic menus to be used
by the facility shall be reviewed annually by a
registered dietitian, licensed dietitian/mutritionist,
or by a dietetic technician supervised by a
registered dietitian or licensed
dietitian/nutritionist, to ensure the meals are

with the i tandard:
established in this rule. Portion sizes shall be
indicated on the menus or on a separate sheet.
Daily food servings may be divided among three
or more meals per day, including snhacks, as
necessary to accommodate resident needs and
preferences. This review shall be documented in
the facility files and include the signature of the
reviewer, registration or license number, and date
reviewed. Menu items may be substituted with
items of comparable nutritional value based on
the seasonal availability of fresh produce or the
preferences of the residents.
{d}) Menus to be served shaii be dated and
planned at least one week in advance for both
regular and therapeutic diets. Residents shall be
encouraged to participate in menu planning.
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Planned menus shall be conspicuously posted or
easily available to residents, Regular and
therapeutic menus as served, with substitutions
noted before or when the meal is served, shall be
kept on file in the facifity for 6 months.

{e) Therapeutic diets shall be prepared and
served as ordered by the health care provider,

1. Facilities that offer residents a variety of food
choices through a select menu, buffet style dining
or family style dining are not required to
document what is eaten unless a health care
provider ' s order indicates that such monitoring is
necessary. However, the food items which enable
residents to comply with the therapeutic diet shal
be identified on the menus developed for use in
the facifity.

2. The facility shall document a resident’ s
refusal to comply with a therapeutic diet and
nofification to the resident ' s heaith care provider
of such refusal. If a resident refuses to follow a
therapeutic diet after the benefits are explained, a
signed statement from the resident or the
resident ' s responsible party refusing the dietis
acceptable documentation of a resident’ s
preferences. In such instances daily
documentation is not necessary.

{f) For facilities serving three or more meals a
day, no more than 14 hours shall elapse between
the end of an evening meal containing a protein
food and the beginning of a morning meal.
Intervais between meals shalt be eventy
distributed throughout the day with not less than
two hours nor more than six hours between the
end of one meal and the beginning of the next.
For residents without access to kitchen facilifies,
snacks shalf be offered at least once per day.
Snacks are not considered to be meals for the
purposes of . the time between meals.
{g) Food shall be served attractively at safe and
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palatable temperatures. Al residents shall be
encouraged to eat at tables in the dining areas. A
supply of eating ware sufficient for all residents,
including adaptive squipment if needed by any
resident, shall be on hand.

{h} A 3-day supply of non perishable food, based
on the number of weekly meals the facility has
contracted with residents to serve, and shall be
on hand at all times. The quantity shall be based
on the resident census and not on licensed
capacity. The supply shall consist of dry or
canned foods that do not require refrigeration and
shail be kept in sealed containers which are
iabeled and dated. The food shall be rotated in
accordance with shelf life to ensure safety and
palatability. Water sufficient for drinking and food
preparation shall also be stored, or the facility
shail have a plan for obtaining water in an
emergency, with the plan coordinated with and
reviewed by the local disaster preparedness
authority.

This Statute or Rule is not met as evidenced by:
Based on observations, menu review and
interview, the facility failed to ensure menus fo be
served were planned at least one week in
advance for regular diets, were dated and kept for
6 months, were reviewed annually by a registered
diefitian, Iicensed dietitian/nutriﬁonist or bya
dietetic i upervised by

dietitian or licensed d|et|tlan/nutrmomst and did
not maintain a 3-day emergency supply of
non-perishable foods on hand at alt times that
included fruit and non-perishable milk to meet the
nufritional needs of 2 sampled residents (#1 &
#2), based on the Tenth Edition Recommended
Dietary Allowances established by the Food and
AHCA Form 3020-0001
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Nutrition Board-National Research Council in the
event of an emergency.

Findings:

1. Review of the menus that were posted on the
refrigerator revealed that they were cycled menus
{Week 1 through Week 4} and were not dated.
Review of the 4 menus posted revealed that the
year the menus were reviewed had a different
typed font than the month and the day. The menu
noted * valid through . The
administrator/owner was asked at approximately
2:30 PM if the dietitian had prepared the menus
posted in and she stated that the dietitian
had prepared them in 2012.

She was advised at the time that the year of the
menu review had been changed because it was a
totally different, typed font. The
administratorfowner stated again she was away
from the facility and someone else was the
manager and she may have obtained the
documentation.

On a telephone call was made to the
dietitian that signed the menu, and a message
was left at approximately 3:15 PM. At
approximately 3:30 PM, a telephone call was
received from the diefiian's assistant who stated
she had reviewed her files and the only menu that
was made for the facility was in . There
were no other menu’s prepared for the facility
after that date.

2. During lunch time at approximately 1:30 PM
the administrator/owner stated she had asked the
2 residents (#1 & #2) if they were ready for lunch
and they told her they were not. When asked
what was she going 10 be served she pointed to

A083

the menu that was to be used for the day. The
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menu listed Meatloaf, Mash potatoes, carrots,
breadsticks and a brownie. She was asked fo
provide the meatioaf that was going to be served
and .she went to the refrigerator and provided a
pack of frozen ground beef. She stated she forgot
to take it out.

Further review of the menu to be served for the
remainder of the week revealed that some of the
food to be served was not available at the facility

as follows:

Breakfast - English Muffins were to be
served and there was none at the facility.
Lunch - Salmon Patlies were to be
served and there was none at the facility.
Dinner -~ Beef Noodle Soup was to be

served and there was none at the facility, Bacon
Lettuce and tomatoes sandwiches were to be
served and there were only 2 slices of cooked
bacon in the refrigerator.

Fruit Jell-O was to be served and there was none
at the facility.

Lunch on - Salisbury steak was to be
served and there was none at the facility.
Cucumber/onion salad was to be served and
there were no cucumbers at the facility.

3. Observations of the emergency food supply
revealed that there were no non-perishable milk
available and 12 servings were required (2
servings per day x 3 days x 2 residents). There
were only 35 ounces of fruit and 48 ounces were
required (8 ounces x 3 days x 2 residents).

4. The administrator/owner was asked to provide
the last six months of menus, the administrator
stated on at approximately 2 PM that she
did not date the menus and the 4 cycled menus
that were posted on the refrigerator were what
were used. She was asked how would the
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resident's determine what was to be served for a
given day if the menu was not dated, she stated
she did not know they were to be dated and kept
for 6 months.

The administrator confirmed the above findings.

Class Ili

A 160| 58A-5.024(1) FAC Records - Facility A160

Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

{1) FACILITY RECORDS. Facility records shall
include:

{a) The facility " s license which shall be displayed
in a conspicuous and public place within the
facitity.

{b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident ' s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, &
notation the resident was admitted with a
pressure and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is , the date of

Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5.025,

AHCA Form 3020-0001
STATE FORM a0 BFAMTE # continuation sheet 28 of 50



Agency for Health Care

PRINTED: 03/23/2017

FORM APPROVED

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

AL119688018

8. WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

01/10/2013

NAME OF PROVIDER OR SUPPLIER

YAN YAN HEALTHCARE, INC

585 ALLEN

DRIVE

MERRITT ISLAND, FL 32852

STREET ADDRESS, CITY, STATE, ZIP CODE

OWy D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES.
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

]
PREFIX
™e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(51
COMPLETE
DATE

A180

Continued From page 28

F.AC.
{c} Alog listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).
{d) An up-to-date record of major incidents
occurTing within the last 2 years, Such record
shaif contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.
{e) The facility ' s emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described under Rule 58A-5.026, F.A.C., which
shail be located where immediate access by
facility staff is assured.
{fy Documentation of radon testing conducted
pursuant to Rule 58A-5.023, F.AC,;
{g) The facility " s Hability insurance policy
required under Rule 58A-5.021, FAC,;
{h) For facilities which have a surety bond, a copy
of the surety bond currently in effect as required
by Rule 58A-5.021, FAC.
{i) The admission package presented to new or
prospective residents (less the resident 's
contract) described in Rule 58A-5.0182, FA.C.
{j} If the facility advertises that it provxdes special
care for persons with or
related .acopyofall such facility
advertisements as required by Section 429.177,
FS$.

A180
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Continued From page 29

{k} A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, F.AC.

{1} All food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection

catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate fo operate.
{m}) All fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S,, and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years.
{n) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
issued within the last 2 years.
{o) Pursuant to Section 429.35, F .S, all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
{p) it facitity records requi for
facilities holding a limited mental health, extended
oongregate care, or fimited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.
{q} The facility ' s resident elopement response
policies and procedures.
{r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure they maintained an up-to-date

A180
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Continued From page 30

admission and discharge log.
Findings:

Review of the admission and discharge log on
at approximately 10 AM revealed that
there were only 3 names on the log,

The administrator/owner stated on at
approximately 10:15 AM that the log only included
the current residents. When asked if there were
other residents that had resided at the facility she
stated that there were other residents that had
resided at the facility and they were not listed on
the log. The administrator further stated that
there was a resident who was currently ata
hospice facility and his belongings were still at the
facility and his name was not on the log.

Class

58A-5.024(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
shail be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;

2. H

3. Race;

4. Date of birth;

5. Place of birth, if known;

8. Social security number;

7. Medicaid and/or Medicare number, or name of
other health insurance H

8. Name, address, and telephcne number of next
of kin, responsible party, or other person the
resident would like to have notified in case of an
emergency, and relationship to resident; and

9. Name, address, and phone number of health

A180

A162
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Continued From page 31

care provider, and case manager if applicable.
{b} A copy of the medical examination described
in Rule 58A-5.0181, FA.C.
{c} Any health care provider " s orders for
medications, nursing services, therapeutic diets,
, or other services to be.
provided. supervised, or implemented by the
facitity that require a health care provider ' s
order.
{d) A signed statement from a resident refusing a
thetapeutic diet pursuant to Rule 58A-5.020,
FAC.
{e} The resident record described in paragraph
58A-5.0182(1)(e), F.AC.
{fy A weight record which is initiated on
admission. Information may be taken from the
resident ' s health assessment. Residents
receiving assistance with the activities of daily
fiving shall have their weight recorded
semi-annually.
{g) For facilities which will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-56.0181, FAC,, if
such consent is not included in the resident’ s
contract,
{h} For facifities which manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, the
required medication records maintained pursuant
to Rule 58A-5.0185, F.A.C.
{i) A copy of the resident ' s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.A.C.
{j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
magde on behalf of the resident as required under

A182
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Section 420.27, F.S.
{k} For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or dus a resident, a copy of the
quarterly writien statement of funds or other
property disbursed as required under Section
429.27, F.8.
{) A copy of Alternate Care Certification for

. . ( ) Form,
CF-ES 1006, 1998, if the resident is an

recipient. The absence of this form shall not

be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
to obtain the required documentation from the
Department of Children and Family Services.
{m) Documentation of the appointment of a
health care surrogate, guardian, or the existence
of a power of attorney where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required under Rule
58A-5.0181, FA.C.
{0} For ap , duplex
single family homes that are designated for
independent living but which are licensed as
assisted living faciliies solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
fimited nursing, ot extended congregate care
service shall be limited to the following:
1. Alog listing the names of residents
participating in this arrangement;
2, The resident demographic data required under
this subsection;
3. The medical examination described in Rule
58A-5.0181, FA.C,;
4. The resident ' s contract described in Rule

or

A182
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58A-5.025, F.AC.; and

5. A health care provider ' s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meat plan offered by
the facifity.

{p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

{a) iti resident records i for
faciities holding a limited mental health, extended
oongregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5,030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have on file, a written discontinuation
order signed by the resident’s health care
provider for 1 of 2 sampled residents (#1), and
failed o ensure that 2 of 2 sampled residents who
received asslstance wnh the supervision of

ions from uni
staff, had a signed informed consent form that
indicated whether the unlficensed staff would or
would not be supervised by a nurse (#1 &2).

Findings include:

1. Resident #1's record revealed that an order
dated was present in the resident’s chart
foruse of & machine with

! 0.5-2.5 milligrarns (mg.)/3

A182

mx!lmters {ml.} to be used every 6 hours. The
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diagnosis listed on the order was

and . The order was

signed by physician A.

In an interview with the Administrator/Owner on

at 2 p.m., she stated that the resident no
fonger used a because it was no fonger
needed. Present in the resident’s medication box
were wo vial prescription boxes dated

that read: "Use 1 vial every 4
hours as needed- | . 0.5/

3.0." There was no doctor

written discontinuation orders on file.

2. Record review for resident #1 and #2 revealed
that they both required assistance with the
self-administration of medications, The
owner/administrator and the other staff member
were not nurses.

Further record review revealed that resident #1
and resident #2 did not have signed informed
consent forms that indicated whether the
unlicensed staff would or would not be supervised
by a nurse,

The administrator/owner stated on at
approximately 2 PM that she could not locate the
signed informed consent forms for the above
residents.

Class Ili

429.49 FS Records - Resident, Penalties for
Alteration

Resident records; penalties for alteration.-
{1) Any person who fraudulently alters, defaces,

A182

A183
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or falsifies any medical or other record of an
assisted living facility, or causes or procures any
such offense to be committed, commits a
misdemsanor of the second degree, punishable
as provided in s. 775.082 ors. 775.083.

{2) A conviction under subsection (1) is also
grounds for restriction, suspension, or termination
of license privileges.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility altered and faisified a medication and
food safety certificate for 1 of 2 sampled staff (A)
and the facility's menu's, and provided the
fraudulent documentation to the Agency for
Health Care Administration.

Findings:

Personnel record review conducted on at

d 1 PM for the i owner
staff A, revealed a certificate from a local training
provider. Further observations of the cerfificate
revealed that the year of the tfraining had been
altered, the handwriting was different. The
ocertificate noted other training and lines were
drawn through the trainings that were not
attended in the space for the trainers stamp and
initials. Further observation of the certificate
revealed that the space next to the 4 hour
assistance with medication course had
“completed” stamped and initials, the space next
to the 1 hour safe food handling course, white out
was used to remove the fine and "completed” was
typed date using a different font than the one that
was stamped next to the medication course.

A183

Further observations revealed that at the botiom
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of the form white out was used and the contact
hours were changed to 5.0 and the handwriting
was different than the signature of the trainer.

On at approximately 2 PM, the
administratorfowner was asked if she had
attended the medication and safe food handiing
course because the certificate had been altered.
The administrator stated at the time that she
could not remember if she had taken the courses.
She stated that she was away from the facility
and someone else was the manager and she
may have obtained the certificate. The
administrator/owner was asked several times if
she could remember attending the training in

and she stated she could not remember.
The administrator/owner stated that she would
call to schedule a class.

Atelephone call was made on the said date at
approximately 2:30 PM to the training provider.
The provider requested a copy of the certificate
for review and it was sent to the agency via
e-mail.

Atelephone call was received at approximately 3
P from the Director of Education from the
training provider who stated she had reviewed the
certificate and there was no medication training
on . She stated it was a Thursday and
redication trainings were not done that day. She
iooked at the training roster for to see if
she attended any other training and Staff A had
not, She explained that staff had attended a
Medication Training on and did not attend
a safe food handling. She stated if a training was
attended, the trainer would have written their
initial in the space next to the "completed” and
there was none next to the safe food handling

A183

course.
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Review of the menus that were posted on the
refrigerator revealed that they were cycled menus
{Week 1 through Week 4). Review of the 4
menus posted revealed that the year the menus
were reviewed had a different typed font than the
month and the day. The menu noted "
valid through . The administrator/owner
was asked at approximately 2:30 PM if the
dietitian had prepared the menus posted in

and she stated that the dietitian had
prepared them in 2012. She was advised at the
time that the year of the menu review had been
changed because it was a totally different, typed
font.

The administratorfowner stated again stated that
she was away from the facility and someone else
was the manager and she may have obtained the
menu. She observed the menu and stated she
did not know who changed the dates.

On , a telephone call was made to the
dietitian who signed the menu, and a message
was left at approximately 3:15 PM, At
approximately 3:30 PM, a telephone call was
received from the dietitian’s assistant who stated
she had reviewed her files and the only menu that
was made for the facility was in . There
were no other menus prepared for the facility
after that date.

The facility's administrator/owner attempted to
deceive the agency by placing fraudulent menus
on the refrigerator that were allegedly signed
annually by the dietitian and placing fraudulent
training documentation in the file that were not
valid. She did not obtain the required 2 hour

A183

medication update training that was required.
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She was an unlicensed staff who assistance with
the seif-administrator of medication. She
provided medication to the adults and
during the medication pass. She did not follow
the steps proper steps required when she
assisted a resident who was with his
medications.

Class Il

58A-5.025(1) FAC Resident Contracts

Resident Contracts.

{1} Pursuant to Section 429.24, F.8., prior to or at
the time of admission, each resident or legal
representative shall execute a contract with the
facility which contains the following provisions:
{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.

{b) The daily, weekly, or monthly rate.

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedute which shall be attached to
the contract.

{d) A provision giving at least 30 days written
notice prior to any rate increase.

{e) Any rights, duties, or .. of residents,
other than those specified in Section 429.28, F.8.
{f) The purpose of any advance payments of
deposit payments and the refund policy for such
advance or deposit payments.

{g) Arefund policy which shall conform to Section
429.24(3), F.S.

{h} Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility

A183
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agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care
faciity, or ., facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facitity unless the resident’ s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident " s behalf.
{i} A provision stating whether the organization is
affiliated with any refigious organization, and, if
s0, which organization and its relationship to the
facitity.
{j} A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shalt be notified in writing that
the resident must make arrangements for
transfer to a care sefting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for
if there is disag! ing the

i of pi , provisions as
outlined in Section 428.26(8), F.S., shall take
effect.

{k} A provision that residents must be assessed
upon admission pursuant 1o subsection
58A-5.0181(2), F.A.C,, and every 3 years
thereafter, or after a significant change, pursuant
to subsection {4} of that rule.

{) The facility ' s policies and procedures for
self-adminisiration, assistance with

A187
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if- in jion and inis i of
medications, if applicable, pursuant to Rule
58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures related
to a properly executed .

This Statute or Rule is not met as evidenced by:
Based on Contract review and interview the
facitity failed to ensure that 2 of 2 sampled
resident’s contracts were signed before or at the
time of admissions (#1 & 2).

Findings:

Review of the admission discharge log on

at approximately 10:30 AM revealed that resident
#1 was admitted on and resident #2 was
admitted on .

Resident #1's and resident #2's contracts were
both signed on , two months after
admission.

The administrator/owner stated on at
approximately 12:30 PM that she was not working
at the facility when both residents were admitted
and did not know why their contracts were signed
iate.

Class

408.809, 435.02(2), 435.06 Background
Screening; Prohibited Offenses

408.809, F.S.

A187
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{1) Level 2 background screening pursuant to
chapter 436 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:
{a) The licensee, if an individual.
{b} The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.
{c} The financial officer or similarly fitled
individual who is responsible for the financial
operation of the licensee or provider.
{d) Any person who is a controlling interest if
the agency has reason fo believe that such
person has been convicted of any offense
prohibited by s. 435.04. For each controliing
interest who has been convicted of any such
offense, the licensee shall submit to the agency a
iption and jon of the iction at
the time of license application.
{e} Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, contracting with a licensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients. Evidence of contractor
screening may be retained by the contractor ' s
employer or the licensee.

{2) Every 5 years following his or her licensure,
employment, or entry into a contract in a capacity
that under subsection {1) would require level 2
background screening under chapter 435, each
such person must submit to fevel 2 background

AZ815
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rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement fo forward the person ' s fingerprints
to the Federal Bureau of Investigation for a
national criminal history record check. If the
fingerprints of such a person are not retained by
the Department of Law Enforcement under s.
943.05(2)(g), the person must file a complete set
of fingerprints with the agency and the agency
shail forward the fingerprints to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the fingerprints to the Federal Bureau of
Investigation for a national criminal history record
check. The fingerprints may be retained by the
Department of Law Enforcement under s.
943.05(2)(g). The cost of the state and national
oriminat history records checks required by level
2 screening may be borne by the licensee or the
person fingerprinted, Proof of compliance with
level 2 screening standards submitted within the
previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the Agency for
Persons with , the Department of
Children and Family Services, or the Department
of Financial Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 651 satisfies the
requirements of this section if the person subject
to screening has not been unemployed for more
than 80 days and such proof is accompanied,
under penalty of perjury, by an affidavit of
compliance with the provisions of chapter 435
and this section using forms provided by the
agency.
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{3} Al fingerprints must be provided in
electronic format. Screening results shall be
reviewed by the agency with respect to the
offenses specified in s. 435.04 and this section,
and the qualifying or disqualifying status of the
person named in the request shall be maintained
in a datab The qualifying or disqualifying
status of the person named in the request shall
be posted on a secure website for retrieval by the
ficensee or designated agent on the licensee ' s
behalf.

{4} In addition to the offenses listed in s.
435.04, all persons required to undergo
packground screening pursuant to this part or
authorizing statutes must not have an

awaiting final disposition for, must not have been
found guilty of, regardless of adjudication, or
entered a plea of nolo contendere or guilty to, and
must not have been adjudicated delinquent and
the record not have been sealed or expunged for
any of the following offenses or any simitar
offense of another jurisdiction:

{a) Any authorizing statutes, if the offense was
a felony.

{b)} This chapter, if the offense was a felony.
{c} Section 408.920, relating to Medicaid
provider fraud.

{d) Section 409.9201, relating to Medicaid
fraud.

{e) Section 741.28, relating to domestic
violence.

{fy Section §17.034, relating to fraudulent acts
through matl, wire, radio, electromagnetic,
photoetectronic, or photooptical systems.

{g) Section 817.234, relating to false and
fraudulent insurance claims.

{h) Section 817.505, relating to patient

AZ815
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brokering.
{i} Section 817.568, relating fo criminal use of
personal identification information.
{j} Section 817.60, relating to obtaining a credit
card through fraudulent means.
{k} Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.
{) Section 831.01, relating to forgery.
{m) Section 831.02, relating to uttering forged
instruments.
{n} Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.
{o}) Section 831.09, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{p} Section 831.30, relating to fraud in obtaining
medicinal drugs.
{g) Section 831.31, relating to the sale,
delivery, or ion with the

intent to sell, manufacture, or deliver any
counterfeit controlied substance, if the offense
was a felony.
A person who serves as a controlling interest of,
is employed by, or contracts with a licensee on

, 2010, who has been screened and
qualified according to standards specified in s.
435.03 or s. 435.04 must be rescreened by
31, 2015. The agency may adopt rules to
establish a schedule to stagger the
implementation of the required rescreening over
the 5-year period, beginning  , , 2010,
through , 2015, If, upon rescreening, such
person has a disqualifying offense that was not a
disqualifying offense at the time of the last
screening, but is a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
duties untit the licensing agency renders a

AZ815
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decision on the application for exemption if the
person is eligible to apply for an exemption and
the exemption request is received by the agency
within 30 days after receipt of the rescreening
results by the person.

{5} The costs associated with oblaining the
required screening must be borne by the ficensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Depariment of Law Enforcement shall charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{6){a} As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional ficense
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Depariment of Health but is
not providing a service within the scope of that
ficense or certification.

{b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification fo a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regutatory
board within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

{7} The agency and the Department of Heaith
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
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screening and to implement and adopt criteria
relating to retaining fingerprints pursuant to s.
943.05(2).

{8) There is no unemployment compensation or
other monetary Hability on the part of, and no
cause of action for damages arising against, an
employer that, upon notice of a disqualifying
offense listed under chapter 435 or this section,
terminates the person against whom the report
was issued, whether or not that person has filed
for an exemption with the Department of Health
or the agency.

435.06, F.8.

{1} If an employer or agency has reasonable
cause fo believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i i ion or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.

{2){=) An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that wouid place the
employee in a role that requires background
screening untit the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
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or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employse is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b} If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a rote that requires
background screening until the is resolved
in a way that the employer determines that the
employee is still efigible for employment under
this chapter.

{c} The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i ion necessary to plete the ing,
including fingerprints if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4} There is no unemployment compensation or
other monetary liability on the part of, and no
cause of action for damages against, an
employer that, upon notice of a conviction or

for a disqualifying offense listed under this
chapter, terminates the person against whom the
report was issued or who was f
regardless of whether or not that person has filed
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for an exemption pursuant to this chapter.

435.02(2), F.S.

" Employee " means any person required by law
to be screened pursuant to this chapter.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to comply with the attestation requirements
of section 435.05(2}, Florida Statutes, which state
that every employee required o undergo Level 2
background screening must attest, subject to
penalty of perjury, to meeting the requirements
for quafifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer for 1 of
2 sampled staff {B).

Findings:

Personnel record review on at
approximately 1 PM for staff B did not reveat any
documentation to confirm that the employee, who
was required to undergo Level 2 background
screening, had completed any type of affidavit or
documentation attesting, subject to penalty of
perjury, to meeting the requirements for qualifying
for employment pursuant to this chapter and
agresing to inform the employer immediatety if

for any of the disqualifying offenses
while employed by the employer per 435.05(2),
Florida Statutes.

Staff A, the administrator/owner confirmed the
findings.
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