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0000 - initial Comments

Assisted Living Facility

On , , 2017, an abbreviated biennial re-licensure survey was conducted at Brookdale Lutz, formerly
Horizon Bay Vibrant Ret Living 446, Deficient practice was identified during the survey.

{License # 9734)

0081 - Training - Staff In-Service - 58A-5.0191(2) FAC

Based on interview and record review, the facility fafled to provide proof of in-service training, within 30
days of employment, for staff that provided direct care to residents for one (Staff A) of four employee
records reviewed.

Findings included:

A review of employee records conducted on showed that Staff A was hired on 11/ . StaffA’s
record revealed a lack of training certificates in the subjects of reporting major and adverse incidents
{Incident Reporting) and facility emergency procedures (Emergenacy Procedures). A review of the direct
care staffing schedule for the weeks of - showed Staff A's name present.

The Business Office Manager was interviewed at 5:00 PM on concerning the fack of proof of
training in Staff A's record concerning Incident Reporting and Emergency Procedures. The Business
Office Manager reviewed records for Staff A and stated that they did not have the training certificates .

Class Hi

P084 - Training - Assis Self-Admin Meds & Med Mgmt - 58A-5.0191(5) FAC

Based on interview and record review, the facility failed to provide proof of successful completion of an
initial four hours of training for unlicensed personnel that provide assistance with self-administered
medication (Medication Assistance Training) for one (Staff A} of four employee records reviewed.
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Findings included:
A review of employee records conducted on showed that Staff A was hired on 11/ . Areview
of Staff A's record showed no proof of Medication Assistance Training.

An interview was conducted with Staff A on at 11:58 AM via phone and Staff A stated that they
provided assistance with self-administration of medications to the facility's residents.

The Business Office Manager was interviewed at 4:48 PM on concerning the fack of proof of

Medication Assistance Training in Staff A's record. The Business Office Manager stated that the
Medication Assistance Training certificate was not in Staff A's file.

Class Il

AHCA Form 5000-3547

STATE FORM Ha2L21 I continuation sheet 2 0f 2



