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SUMMARY STATEMENT OF DEFICIENCIES

(FINDINGS PRECEDED BY TAGS AND REGULATORY IDENTIFYING INFORMATION)

0000 - Initial Comments

staff records (Administrator)

The Findings Included:

health care provider dated

Class i

During personnel record review with the Administrator on
the individual does not have documentation from a heaith care provider stating; that the individual does
not have any signs or symptoms of communicable

An unannounced abbreviated Relicensure survey was conducted on
Living Facility, License #5485. The facility had a deficiency at the time of the visit.

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

including (

, including

at Kelly's Assisted

Based on interview and record review, it was determined the facility failed to ensure that each staff
member submit a written statement from a heaith care provider documenting that the individual is free of

signs or symptoms of communicable ) annually, for 1 of 3 sampled

for the following staff member revealed

. Last documentation by a

The Administrator was present during the survey, acknowledged and confirmed the findings and no
further documentation or information provided.
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