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814 - Background Screening Clearinghouse - 435.12(2)(b-d), FS$

Based on record review and interview, the facility failed to maintain an up-to-date Background Screening
Clearinghouse employee roster for all employees who are currently working at the facility.

Findings included:

Arecord review of the Agency Clearinghouse Employee Roster during the survey revealed that no
employees, currently working at the facility, were included on the Employee Roster.

During an interview with the administrator, on at 10:20 a.m., the administrator stated that she
was not aware of any backgrounds screening roster untif just recently and has not completed this
process yet. Surveyor reviewed the facility active staffing schedule with administrator and confirmed all
staff who provide care {o residents were not listed on the bakcground screening roster. No further
documentation was provided at this time.
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0000 - initial Comments
Assisted Living Facility

survey.

{License # 9893)
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Abiennial state licensure survey was conducted at Bloomfield Manor, Assisted Living Facility, on
. Bioomfield Manor, Assisted Living Facility, had deficient practice identified at the time of the
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