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0000 - Initial Comments

A Standard Biennial Survey was conducted at Hialeah Alf Inc. on s . The facility had
deficiencies identified at the time of the survey.

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

Based on record review and interview, the facility failed to ensure that within 30 days after beginning
employment, two out of eight sampled staff submitted a written statement from a health care provider
documenting that the individual did not have any signs or symptoms of communicable (Eand
F).

Findings included:

Review of the personnel records revealed that Staff E hired on and Staff F hired on
had no statement of freedom from communicable from a health care provider.

On at 2:15 PM Staff C stated Staff E and F had only the results of the test.

Class Hl

p200 - Emergency Environmentat Control - 58A-5.036 FAC

Based on record review and interview the facility failed to notify in writing the residents or their
representatives of the implementation of the emergency power plan. The facility failed to develop and
implement written policies and procedures to ensure that the assisted living facility could effectively and
immediately activate, operate and maintain the alternate power source and any fuef required for the
operation of the alternate power source.

Findings included:
Record review revealed the facility had no evidence of having notify the residents or their
representatives in written of the implementation of the emergency power plan. Revealed there were no

policies and procedures for the emergency power plan.

On at 12:30 PM Staff B stated, “I did not know | had to notify it in writing. We told them and
trained the staff.”
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at 1:30 PM Staff B stated, "l am working on the policies and procedures now.”
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