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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b) Unti such time as the are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to maintain the
employment status of all employees within the
Agency's Clearinghouse within 10 business days
of any changes in status for 2 current employees
and 1 former employee (Staff A, Staff C and Staff
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D).
The findings included:

On . & review of the facifity's current
employee roster showed only 2 employees with
dates of hire at this time: Staff B, the Relief
Person whose hire date was , and the
former Administrator, Staff D, who is no longer
employed as the Administrator of the facility, yet
whose date of discharge has not been added to
the Roster.

Staff A, a direct care aide whose hire date was

, was not listed on the Employee Roster,
but officially, it had only been 9 days since Staff
A's date of hire. The roster was checked on

to see if Staff A had been added to the
roster within the 10 day timeframe; Staff A had
not been added to the Clearinghouse Employee
Roster.

Staff C, the former Manager and current Owner
of the faciltly, had not been added to the
Employee Roster with her date of hire as the
faciity's former Manager ( ), nor had she
been added with the date of hire as the new
Administrator for the facifity {

Review of letter of resignation by former
ini of record shows resignation was

effective .

On . the Administrator (Staff C)
confirmed Staff D was no longer employed as the
Administrator, and she was now the acting
Administrator of the faciilty. The Administrator
also confirmed that Staff A had been hired on

Unclassified
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Initial Comments.

An unannounced Relicensure survey was
conducted on at Best Loving Care #1,
License #13072. The facility had deficiencies at
the time of the survey.

A 3rd revisit to Complaint #2018013180 was
conducted on in conjunction with the
Relicensure survey.

429.26( ) FS; 58A-5.0181(2) FAC Admissions ~
Health Assessment

429.26
{4) If possible, each resident shall have been
examined by a licensed physician, a licensed
physician assistant, or a licensed nurse
practitioner within 80 days before admission to
the facility. The signed and completed medical
ination report shall be i to the
owner or administrator of the facility who shalt
use the information contained therein to assist in
the ination of the i of the
resident’s admission and continued stay in the
facitity. The medical examination report shall
become a permanent part of the record of the
resident at the facility and shall be made available
to the agency during inspection or upon request.
An that has been through
the Comprehensive Assessment and Review for
Long-Term Care Services (CARES) Program
fulfiits the requi for a medical inati
under this subsection and s. 429.07(3)(b)6.
(5) Except as provided in s. 429.07, if a medical
ination has not been within 60
days before the admission of the resident to the
facitity, a ficensed physician, licensed physician
assistant, or licensed nurse practitioner shall
examine the resident and complete a medicat
examination form provided by the agency within

A0DC
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Continued From page 1

30 days following the admission to the facility to
enable the facility owner or administrator to

ine the i of the i
The medical examination form shall become a
permanent part of the record of the resident at
the facility and shall be made available to the
agency during inspection by the agency or upon
request.
{6) Any resident accepted in a facility and placed
by the department or the Department of Children
and Familles shall have been examined by
medical personnel within 30 days before
placement in the facifity. The examination shall
include an assessment of the appropriateness of
placement in a facility. The findings of this
examination shall be recorded on the
examination form provided by the agency. The
completed form shall accompany the resident
and shall be submitted to the facility owner or
administrator. Additionally, in the case of a mental
heaith resident, the Department of Children and
Families must provide documentation that the

dividual has been bya iatri
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitted to the facility.
An i upon dis froma
state mental hospital meets the requirements of
this ion related to appropri for
placement as a mental health resident providing it
was completed within 90 days prior to admission
to the facility. The applicable department shail
provide to the facility administrator any
information about the resident that would help the
ini meet his or her responsibifiti

A008
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Continued From page 2

under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
operator whom to cailt should problems arise. The
applicable department shall advise and assist the
facifity administrator where the special needs of
residents who are recipients of |

require such assistance.

58A-5.0181

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care provider as specified in either

paragraph (a) or (b} of this subsection.

{a) A medical examination completed within 80

calendar days before the individual's admission to

a facility pursuant to section 429.26(4), F.S. The

examination must address the following:

1. The physical and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of dally living,

3. Any nursing or ., services required by the

individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of ,

- B or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care

A008
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provider, the individual's needs can be met in an
assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
provider. The medical examination may be
conducted by a health care provider licensed
under chapter 458, 459 or 484, F.S.

{b} A medical examination completed after the
resident’s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
1823, Resident Health Assessment for Assisted
Living Facilities, , which is
incorporated by reference and avallable onfine at:
nttp:/iwww firules.org/Gateway/reference.asp?No
=Ref-09170. Faxed or electronic copies of the
completed form are acceptable. The form must
be completed as instructed.

1. ltems on the form that have been omitted by
the health care provider during the examination
may be obtained by the facility either orally or in
writing from the heaith care provider.

2. Omitted information must be documented in
the resident’s record. Information received orally
must include the name of the health care
provider, the name of the facility staff recording
the information, and the date the information was
provided.

3. Electronic documentation may be used in
place of completing the section on AHCA Form
1823 referencing Services Offered or Arranged
by the Facility for the Resident. The electronic
documentation must include all of the elements
described in this section of AHCA Form 1823.
{c} Any information required by paragraph (a),
that is not contained in the medical examination
report conducted before the individual's
admission to the facility must be obtained by the

A008
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in the case of

admission.

administrator using AHCA Form 1823 within 30
days after admission.

{d) Medical examinations of residents placed by
the department, by the Department of Chiidren
and Famifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph (b).
{e} An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
section 429.26, F.S. and this rufe.

{f) Any orders issued by the health care provider
conducting the medical examination for
medications, nursing, therapeutic diets, or other
services o be provided or supervised by the
facility may be attached to the heaith
assessment. A heaith care provider may attach a
DH Form 1896, Florida

Form, for residents who do not wish

to be administered

or ., . .
{g) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Farmilles pursuant to section 415.105 or
415.1061, F.S., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facitity's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular

This Statute or Rule is not met as evidenced by:
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the extent and type of

b) Section 2-B, Part B,

Based on resident record review and staff
interview, the facility failed to ensure accurate and
complete documentation on 4 of 5 Resident
Health Assessments (AHCA Form 1823)

[Residents #1, #2, #3, and #4].
The findings included:
1. On . the following issues were found

during review of Resident #2's Health
Assessment (AHCA Form 1823}

a) Section 1, Part A, Health Assessment,
Activities of Daily Living (ADL) does not explain

supervision or assistance

needed for each ADL which requires
supervision/assistance.

, Self Care and General
Oversight Assessment- Medications does not
specify the type of medication help needed (i.e

with

signed.

with self-

, Or may
without assistance); and
¢) There is no telephone number, Title of
Examiner, or Date of Examiniation included at the
end of Section 2-B (page 4); and
d) Section 3, Services Offered or Arranged by the
Faciltiy for the Resident was not completed or

2. On , the following issues were found
during review of Resident #3's Health
Assessment (AHCA Form 1823):
a) Section 2-B, Part B, Self Care and General
Oversight Assessment- Medications does not
specify the type of medication help needed (i.e

d

without assistance).

, or may

3.0n . the following issues were found
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during review of Resident #4's Health
Assessment (AHCA Form 1823):

Section 3, Services Offered or Arranged by the
Faciltiy for the Resident was not completed or
signed.

On at 2:30 PM. the Administrator was
informed of the missing documentation on the
Health Assessments for Residents #2, #3 and #4.
She acknowledged that alf Resident Health
Assessments {AHCA Form 1823) must be
reviewed to ensure the assessments are
completed accurately and completely in order for
the information to be used to assist in the

ination of the appropri of the
resident’s admission and continued stay in the
facitity.

Class Ili

A081| 58A-5.0191(.. .} FAC Training - Staff In-Service
88=D
{2) STAFF PRESERVICE ORIENTATION.

(a} Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
).

{b} New staff must complete the preservice
orientation prior to interacting with residents.

{c} Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d} In addition to topics that may be chosen by
the facifity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

A008

A081
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2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
faciiity staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
.\ .. »may be used to meet this
requirement.
(b} Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.
2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c) Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facifity.
2. Recognizing and reporting resident .
neglect, and . | . The facility must use its

prevention policies and procedures when

offering this training.

A081

AHCA Form 3
STATE FORM

20-0007

s

oR2V11

If continuation sheet 8 of 18




Agency for Health Care

PRINTED: 08/05/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL 11969250

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

07/19/2019

NAME OF PROVIDER OR SUPPLIER

BEST LOVING CARE #1 LLC

PORT SAINT LUCIE, FL 34983

STREET ADDRESS, CITY, STATE, ZIP CODE
448 SE JUSTINE TERR

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A081

Continued From page 8

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
fiving.

() Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{f) All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
(30) days of employment.

1. All facility staff shall be provided with a copy of
the facifity's resident elopement response policies
and procedures.

2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on staff record review and interviews, the
facifity failed to provide 1 of 1 new employees
who had not previously completed CORE training,
with a 2 hour pre-service orientation prior to
interacting with residents (Staff A).

The findings included:

On . the employee record for Staff A was
reviewed. Staff Awas hired on . and she
was observed being left alone at the facifity to
provide care and supervision to the current &

A081
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residents on at 9:00 AM. According to
Staff A's training recerds, she had not received a
2 hour pre-service orlentation prior to interacting
with residents which included the required topics
of Resident Rights and the Facility's license type
and services offered, in addition to any other
topics chosen by the Administrator.

On at 10:45 AM, Staff A stated she was
not aware of getting a pre-service orientation, but
the Administrator had provided her with training
on the needs of each resident.

On at 1:30 PM, the Administrator was
informed of the need for a 2 hour Pre-Service
Orientation for newly hired staff which included
Resident Rights, the facility's license type and
services offered, and any other topic of her
choosing. The Training staternent/certificate had
to be signed by the Administrator and the staff,
and the document had to be included in the
employee's record. She acknowledged
understanding of this requirement.

Class Ili

A 083 58A-5.0181(5) FAC Training - First Aid and
$8=0D
(5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to

A081
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provide training by the American Red Cross,

the American

this requirement.

The findings include:

Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part ill, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined the facility failed to ensure that a staff
member who has completed a course in First Aid
and holds a currently valid card documenting
completion of such course was in the facility at all
times, for 1 of 3 sampled staff (Staff A).

During the record review for Staff A, conducted
on . acurrently valid First Aid
certification card showing completion of an
approved First Aid course could not be found in
Staff A's employment file.

Staff A, a direct care aide whose date of hire was

. was observed to be alone in the facility
with the 5 current residents on at 9:00
AM. The only copy of a First Aid certification card
found in her employee file showed it had expired
in of 2014.

On at approximately 2:00 PM, Staff A
was asked to produce a currently valid First Aid
certification card, but was unable to do so at this
time. The Administrator acknowledged there was
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no documentation showing Staff A had completed
an approved First Aid training course and held a
currently valid certification card.

Class lli

58A-5.025 FAC; 429.24 FS Resident Contracis

58A-5.025

{1) Pursuant to Section 429.24, F.S., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

(b} The daily, weekly, or monthly rate;

{c} Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedute that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

(e) Any rights, duties, or of residents,
other than those specified in Section 429.28,
Fs;

{fy The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund policy that must conform to Section
429.24(3), F.S.;

{h} A written bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, health care

A083
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facitity, or . ., facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from retumning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
faciiity unless the resident's medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident's behalf;

{i) A provision stating whether the facility is

affiliated with any refigious organization and, if so,

which organization and its relationship to the
facility;
{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident’s representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. If there is
i ing the appropri

placement, provisions outlined in Section
429.26(8), F.S., will take effect;
{k} A provision that residents must be assessed
upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection {4} of that rule;
{I) The facility's policies and procedures for
seif-administration, assistance with

if-admi ion, and inistration of
medications, if applicable, pursuant to Rule

of
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58A-5.0185, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant o subsection (8) of that rule; and

{m) The facility’s policies and procedures related
to a properly executed DH Form 1898,

{2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

(3} The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident’s representative
must be furnished in advance with an ftemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
confract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident’s legal representative and a copy
given to the resident or resident's representative.

42924 FS

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and .. of the residents,
other than those specified in s, 429.28; and other
matters that the parties deem appropriate. Anew
service or accommodation added fo, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
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Whenever money is deposited or advanced by a
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:

{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
iocated; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financial statements; and shall be used, or
otherwise expended, only for the account of the
resident.

(b} The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facitity's policy on advance deposits.

(3)a) The contract shall include a refund policy to
be implemented at the fime of a resident's
transfer, discharge, or

{b} If a licensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited to, a nursing home,
heaith care facility, or, facility, the
resident or his or her responsible party shall notify
the licensee of any change in status that would
prevent the resident from returning to the faciiity.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

(4} The contract shall state whether or not the
facility is affiliated with any religious organization
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and, if so, which organization and its general
responsibility to the facility.
{5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

" imposed upon it by this part or rules
adopted under this part.
{6} In lieu of the provisions of this section,
facitities certified under chapter 851 shall comply
with the requirements of s. 651.065.
(7) Notwithstanding the provisions of this section,
facitities which consist of 80 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
1 of chapter 83, provided that the lease is
terminated automatically without financial penalty
inthe event of a resident's or relocation
dueto, ., hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shait be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or fike
residential units.
{8) The department may by rule clarify terms,
establish procedures, clarify refund policies and
contract provisions, and specify documentation
as necessary to administer this section.

This Statute or Rule is not met as evidenced by:
Based on resident record review and staff
interview, the facility fatled to have a contract
executed by the resident or the resident's legal
representative before or at the time of admission
for 2 of 3 resident contracts reviewed (Resident
#2 and #4).
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The findings included:

During review of the facility's contract with
Resident #2 and Resident #4, it was noted that
the contracts did not contain specific terms of the
agreement, such as the period for which the
contract was to begin and end, the date on which
bills are to be paid each month, and the total
monthly cost to be paid for the services provided.
These areas were left blank.

The section in the contract with outlines additional
items to be included in the monthly fee are not
{abeled with the specific amounts (l.e.
transportation costs, special diets,

care, and 24 hr attendant care arranged by the
facility), and paragraph regarding Bed Hold Policy
does not specify amount that wilt be charged by
the Provider to hold the bed..

The section containing spaces for the signature
of Resident/Responsible party contains only a
written by the ini: of this

facitity which states, “Seif and fact team." The
Name and signature of person to be responsible
for the payment of the bills only contains a
handwritten note made by the Administrator which
reads, "Fact team/self"

An addendum to the contract entitled, FINANCIAL
ARRANGEMENTS, is missing the name, address
and phone number of the financially responsible
party, and the amount for the monthly rate of the
rooms. Where the signature of the resident
should be, the administrator has written, "seif".
Where the signature of responsible party should
be, the administrator has written, "Fact team”,

and where the facility representative signature
should be, the administrator has written, "Fact
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team.” There is no place on the facility contract
that was been signed or initialed by the resident
or resident's representative.

On at 2:40 PM. the lack of signatures on
the facifity contract showing the contract was
executed between the facility and the

resid

appropriate parties.

Class Il

prior to ission was

discussed with the Administrator. The
Administrator stated she understood and would
see that the contracts were signed by the
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