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0000 - initial Comments

A Change of Ownership Revisit Survey was conducted on | 14th, 2017. Sol Assisted Living Facility
IFinc, ticense #10555, had the following uncorrected deficiency identified at time of the survey.

P08z - Training- / - 58A-5.0191(3) FAC

Based on interview and record review, the Assisted Living Facility failed to ensure that staff completed a

course on . [ Lo, ( 7 ) within 30
days of employment for one (Staff E) out of five staff sampled.

Findings included:

Review of Staff E's personnel record revealed that there was no proof of training. Staff E's hire date
was

In an interview on at 8:38 AM the Administrator revealed the Administrator did not understand
how Staff E missed the training.
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