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SUMMARY STATEMENT OF DEFICIENCIES
(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 - Initial Comments
Assisted Living Facility

On , 2018, an abbreviated biennial re-licensure survey was conducted at Lifetides Home, Inc.
Deficient practice was identified during the survey.

{License #9832)

p078 - Staffing Standards - Staff - 58A-5.019(2) FAC

Based on record review and interview, the facility failed to provide proof of a written statement from a
heaith care provider, within 30 days of employment, that individuals did not have any signs or symptoms
of a communicable {Communicable Statements) for two {Staff A and Staff B) of three
employee records reviewed.

Findings included:

A review of employee records conducted on showed that Staff A had a date of hire of

and Staff B was hired on . Areview of Staff A’s and Staff B's records showed no proof of
Communicable Statements.

An interview was conducted with the Administrator at 1:43 PM on concerning the fack of
Communicable Statements in Staff A's and Staff B's records. The Administrator reviewed the

two records and acknowledged that the Communicable Statements were not present.
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