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0000 - initial Comments

On . a Limited Nursing Services (LNS) Monitoring Survey was conducted at Mission Oaks
Assisted Living Faclility (facility license number 11808). Deficlent practice was identified during the
survey.

P078 - Staffing Standards - Staff - 58A-5.019(2) FAC

Based on record review and interview, the facility failed to ensure 3 of 3 staff (Staff A, Band C) had a
written health statement signed by a heaith care provider documenting that the employee was free from
communicable

Findings:

On , a record review of employee files revealed that Staff A, B and C 's personnel files did not
have written health statements signed by a health care provider documenting that the employees were
free from communicable

In an interview on at 11:25 AM with the Business Office Manager, she stated she was not
aware that the staff needed a health statement, but thought that they only needed a test for
employment.

In an interview with Administrator on at 11:30 AM, she stated she didn't think the employees
needed heaith forms signed by the physician that staff are free from communicable
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