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0000 - Initial Comments
A Second Follow Up Visit to a Standard Biennial Survey was conducted on . Madelin Home

Care Corp. had a deficiency identified at the time of the visit.

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

Based on record review and interview, the facility failed have evidence of a written statement from a
health care provider documenting that one out of six sampled staff (F) did not have any signs or

symptoms of communicable

Findings included:

A review of the facility's personnel file on showed no documentation of a freedom of
communicable statement for Staff F who was hired on

During an interview on at 10:29 AM, the Administrator stated, "Staff F has an

on
with her doctor to do the physical examination.”
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