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0000 - Initial Comments

ASSISTED LIVING FACILITY

On , 2018, an abbreviated biennial re-licensure survey in conjunction with a complaint survey
{CCR#2018007726) was conducted at Southern Live-In of Brandon assisted living facliity. Deficient
practice was identified during the survey.

{License # 9890)

0083 - Training - First Aid and - 58A-5.0191(5) FAC

Based on record review and interview, the facifity failed to ensure 1 (Administrator) of 3 direct care staff
who worked alone in the facility had completed courses in , . { )and
held a currently vatid card documenting completion of such courses.

Findings included:

Areview on of the personnel record for the Administrator revealed a hire date of 11/ and
a card issued on with a recommended renewal of

During an interview with the Administrator, conducted on at 1:36 pm the Administrator confirmed
that she had not been certified in and that she had worked alone with no other staff who were
certified in . The Administrator stated "l didn't get it. {'ve been so busy. 1 usually would have it. I'll get
iL"At2:13 pmon , the Administrator stated "l have occasionally worked some nights alone.”

Class il
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