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0000 - Initial Comments

Assisted Living Facility

On N a complaint survey (CCR#2018014589) was conducted at Bloom at St.
Petersburg. At the time of the survey the facility had deficiencies.

{License #12498)

0081 - Training - Staff In-Service - 58A-5.0191( ) FAC

Based on record reviews and interviews, the facility failed to ensure that 3 (Weliness Director, Staff A
and Staff B) of 3 direct care staff selected for record review completed the required training within 30
days of employment.

Findings included:

Arecord review conducted on 11/13/18, revealed that the Wellness Director had a hired date of
and no documentation of training in Resident Rights {1 hour) and Incident Reporting (1 hour).

Arecord review conducted on 11/13/18 revealed that Staff A (Resisdent Assistant) had a hire date of
and no documentation of training in Resident Rights (1 hour), Incident Reporting (1 hour) and
Activities of Daily Living and Behavioral Needs (3 hours).

Arecord review conducted on 11/13/18, revealed that Staff B (Resident Assistant) had a hire date of

and had documentation of training in Resident Rights (1 hour) on . Incident Reporting (1
hour) on and Activities of Daily Living and Behavioral Needs (3 hours) on , howver the
training was not completed within 30 days of employment.

During an interview conducted on at 12:33pm, the Administrator confirmed the training was not
completed within 30 days of employment. The Administrator stated "We don't have that training for those
staff within the 30 days of hire."
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