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

0000 - Initial Comments

Assisted Living Facility

On , a biennial relicensure survey was conducted at A Tropical Paradise {Lic. #11367).
Deficient practice was identified during the survey.

P078 - Staffing Standards - Staff - 58A-5.019(2) FAC

Based on record review and interview, one of two staff sampled (8) who had been employed at least 30
days had not yet submitted a written statement from a health care provider attesting to their freedom
from signs or symptoms of communicable

Findings include:

Although a personnel file review revealed that Staff B, hired ,had a { ) assessment
from (set to expire by the end of the month), further review of the record found nc documented
evidence of any subsequent evaluation pertaining to Staff B's freedom from other communicable

. Interview with the administrator at 1:00pm on provided no clarification for this
oversight.
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