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0000 - Initial Comments

A second revisit to the re-licensure survey was conducted on . Our House ALF, Inc. Assisted
Living Facility, license#9061 had a deficiency at the time of the visit.

p078 -~ Staffing Standards - Staff - 58A-5.019(2) FAC
DEFICIENCY REMAINED UNCORRECTED

Based on personnel record review and interview the facility failed ensure 1 of 2 sampled staff (B) had

documentation freedom from communicable signed by a health care provider.
Findings:
Personnel record review for staff B hired revealed there was no documentation from a health

care provider confirming she was free from communicable

Staff A said on at 12:30 PM, Staff B did not have her freedom from communicable
statement completed by her health care provider.
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