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0000 - Initial Comments

A Standard Biennial survey was conducted on at Our Mercy Residence. There was a
deficiency identified at time of the survey. (Lic# 9514)

p079 - Staffing Standards - Levels - 58A-5.019(3) FAC

Based on record review and interview the facility failed to have an updated employee work schedule at
the time of the survey.

Findings included:

Record review revealed that the employee work schedule for the month of 2017 was not correct.
The scheduie did not have the names of the employees.

Interviewed the Administrator on at 3:00 PM in regards to the 2017 employee

schedule. She stated, she had forgot to make the new schedule with the correct names and work
schedules for each employee.
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