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0000 - Initial Comments

Arevisit to the re-licensure survey was conducted on . . Golden Pond Communities, license
#9626, had a deficiency at the time of the visit.

P090 - Training - - 58A-5.0191(11) FAC

DEFICIENCY REMAINED UNCORRECTED

Based on personnel record reviews and interview, the facility faited to ensure 3 of 4 direct care staff (F,
G, and H) received at least one hour of training in the facility's policy and procedures regarding
( ) that included information in Rule 58A-5.0186, F.A.C.

Findings:
1. Caregiver F was hired on

Caregiver F's personnei record contained a 1-hour certificate of training on , dated , from
an online provider. The agenda on the certificate did not indicate that the caregiver received training in
the facility’s policy and procedures regarding

2. Caregiver G was hired on

Caregiver G's personnel record contained a 1-hour certificate of training on , dated

from an online provider. The agenda on the cerlificate did not indicate that the caregiver received
training in the facility's policy and procedures regarding . Additionally, the record contained a
signed facility policy, dated however, the document did not indicate that at least 1-hour
of fraining was given.

3. Caregiver H was hired on

Caregiver H's personnel record contained a 1-hour certificate of training on , dated

from an oniine provider. The agenda on the certificate did not indicate that the caregiver received
training in the facility's policy and procedures regarding . Additionally, the record contained a
signed facility policy, dated however, the document did not indicate that at least 1-hour
of fraining was given.
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On at 11:15 a.m. the business office manager confirmed the findings.

Photographic evidence obtained.

Class Hl
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