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

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif 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 staff record review and interview, the
facility failed to have 1 (Staff E) of 6 staff added to
the facifity roster within 10 business days.

The findings included:

CZ814
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Review of Staff E's file showed a hire date of
. Review of the facility roster showed the
staff member is not fisted.
Interview on at 3:15 p.m., with the
Business Office Manager said she hadn't done it
yet.
Unclassified.
CZ816) 408.809(2)(a-c); 59A-35.090(2)(d)-(3) cz816

Background Screening-Compliance Attestation

408.809
{2) Every 5 years following his or her licensure,
employment, or entry infe a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |,
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's ., are enrolied in the Federal
Bureau of Investigation's national retained print
notification program. Ifthe | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and (h}, the person must submit
. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The |, shall be retained by the
Department of Law Enforcement under s.
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943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Depariment of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be borme by
the licensee or the person . | .Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisionat certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.

{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
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http/iwww firules.org/Gateway/reference.asp?No
=Ref-08106, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service

d_ i ions_Forms.sht
mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified prior to 1
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section

Fs

bility resuits of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
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employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on staff record review and interview, the
facitity fatled to have compliance attestations for
packground screening for 2 (Staff C and H) of 6
staff records reviewed.

The findings included:

Review of Staff C's file showed a hire date of

. Review of level 1 background shows the
employee is efigible, but there was no compliance
attestation on file.

Review of Staff H's file showed a hire date of

. Review of level H background shows the
employee is efigible, but there was no compliance
attestation on file,

Interview on at 3:15 p.m., with the
Business Office Manager said the last day the
other company was here, they took all the
paperwork they could with them.

Unclassified
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A 000 Initial Comments AD00

An unannounced Change of Ownership survey
was conducted from through at Marls
Pointe, an assisted living facility in Venice,
Florida.

The following is description of the deficiencies.

A004) 58A-5.016 FAC Licensure - Requirements A004

{1) SERVICE PROHIBITION. An assisted living
facitity may not represent that it provides any
service other than a service for which it is
ficensed to provide,
{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL. A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 58A-5.023, F.A.C., as well as

fon of i with i fire
safety and sanitation inspection requirements
referenced in Rule 58A-5.0161, FAC.
(3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office. Approval must be based on compliance
with the physical plant standards provided in Rule
58A-5.023, F.A.C., as well as documentation of
compliance with applicable fire safety and
sanitation inspection standards referenced in
Rule 58A-5.0161, FAC.
(4) CONTIGUOUS PROPERTY. If a facility
consists of more than one building, all buiidings
included under a single license must be on

AHCA Form 3020-0001
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contiguous property. "Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A licensed location may
be to include additi i

property with the approval of the agency to
ensure continued compliance with the
requirements and standards of Part if, Chapter
408, .S, Parti, Chapter 429, F.S., Rule Chapter
59A-35, F.A.C., and this rule chapter.

{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 58A-5.0161, F.A.C., must be
submitted annually to the Agency Central Office.
The annual inspections must be submitted no
iater than 30 calendar days after the inspections.
Failure to comply with this requirement may resuit
in administrative action pursuant to Part Il,
Chapter 408, F.S., Section 429.14, F.S., and Rule
Chapter 39A-35, F.A.C.

{8) RESIDENTS RECEIVING STATE-FUNDED
SERVICES. Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on observation, records reviewed and staff
and family interviews, the facility provided
services they do not have a license to provide to
2 {Resident #3 and #9) of 3 residents' records
reviewed.

The findings included:

1. Areview of Resident #3's health assessment

dated showed he required total assistance
with ambulation, bathing, . grooming and
AHCA Form 3020-0001
STATE FORM b 401t It continuation sheet 2 of 2
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toileting. On at 10:15 a.m., his private

duty said Resident #3 requires total care from him
and the facility staff for all of his Activities of Daily
Living (ADLs). Resident #3 does not participate
in eating, . showers, grooming and
brushing. The private duty is with Resident #3
five days a week for four hours a day.

2. Areview of Resident #9's health assessment
date showed she required assistance for
all of her ADLs. On at 12:30 p.m.,
observation showed Staff G, a resident care
giver, feeding Resident #9 her lunch. Resident
#9 did not participate in this ADL. On at
1:15 p.m., Staff G and Staff H, both resident care
givers, said Resident #9 requires total care for alt
of her ADLS. She does not participate in any of
her ADLs.

3. Areview of the facility’s license posted in the
facitity showed they have a provisional standard

ficense dated through
Class Ili
A008 429.26( ) FS; 58A-5.0181(2) FAC Admissions - A008

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 facHity. The signed and completed medical
ination report shall be i tothe
owner or administrator of the facility who shal
use the information contained therein to assist in
the ination of the i of the
resident's admission and continued stay in the

AHCA Form 3020-0001
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facility. The medical examination report shal
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
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
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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 facllity.

An upon discharge from a
state mental hospital meets the requirements of
this ion refated to appropri: for

placement as 8 mental health resident providing it
was completed within 80 days prior to admission
to the facility. The applicable department shali
provide to the facility administrator any
information about the resident that would help the
ini meet his or her responsibiliti
under subsection (1). Further, department
personnel shall explain to the facility operator any
special needs of the resident and advise the
operator whom to cait shouid 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,
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2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily living,
3. Any nursing or
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 R

., services required by the

.. . or any other
communicable . which are fikely to be
transmitted to other residents or staff,

7. A statermnent on the day of the examination that,
in the opinion of the examining health care
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:
http:/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.
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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
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
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in the case of or .., . .

(g} A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415.105 or
415.1051, 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 capachly in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to ensure one (Resident #3) of three
resident health assessments reviewed was
complefe.

The findings included:

Areview of Resident #3's health assessment
dated showed the foliowing information
was not filled out: physical/sensory limitation,

. or behavioral needs, and special
precautions.

On at 10:40 a.m,, the licensed practical
nurse said he was not aware this heaith
assessment was incomplete.

Class Il

A010( 429.26(1&9) FS; 58A-5.0181(4) FAC Admissions
- Continued Residency

A008

A01Q
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429.26
{1) The owner or administrator of a facility is
ible for i the i

of admission of an individuat to the facility and for

ining the continued appropri of
residence of an individual in the facility. A
determination shall be based upon an
assessment of the strengths, needs, and
preferences of the resident, the care and services
offered or arranged for by the facility in
accordance with facility policy, and any limitations
inlaw or rule refated to admission criteria or
continued residency for the type of license held
by the facility under this part. A resident may not
be moved from one facility to another without
consuitation with and agreement from the
resident or, if applicable, the resident’s
representative or designee or the resident's
family, guardian, surrogate, or attorney in fact. In
the case of a resident who has been placed by
the department or the Department of Children
and Families, the administrator must notify the
appropriate contact person in the applicable
department.
{9 A , it resident who no longer meets
the criteria for continued residency may remain in
the facifity If the arrangement is mutually
agreeable to the resident and the facility;
additional care is rendered through a licensed
hospice, and the resident is under the care of 2
physician who agrees that the physical needs of
the resident are being met.

58A-5.0181

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
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As part of the
criteria, a resident must have a -o-
medical examination by a health care provider at
ieast every 3 years after the initial assessment, or
after a significant change, whichever comes first.
A significant change is defined in rule
58A-5.0131, F.A.C. The results of the
examination must be recorded on AHCA Form
1823, which is incorporated by reference in
paragraph (2)(b) of this rule and must be
in with that 3

Exceptions to the requirement to meet the criteria
for continued residency are:
(8) The resident may be bedridden for no more
than 7 consecutive days.
{b} A resident requiring care of a

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care provider,
2. The condition is documented in the resident's
record; and,
3. If the resident's condition fails to improve within
30 days, as documented by a health care
provider, the resident must be discharged from
the faciiity.
{c}A . ilt resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions.
are met:
1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
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to continued residency;

3. Alicensed hospice, in consultation with the
faciiity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident’s file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e} A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's ficense.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ticense and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.

{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 58A-5.030, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and staff
interview, the facility failed to ensure 2 (Resident
#3 and #9) of 3 residents were appropriate to
continue to reside in the facility.

The findings included:

1. Areview of Resident #3's health assessment

dated showed he required total care for
ambulation, bathing, . grooming and
toileting.
On at 10:15 a.m., the resident’s private
AHCA Form 3020-0001
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duty said Resident #3 requires total assistance
with all of his Activities of Daily Living (ADLs). He
has to feed Resident #3 his meals. Resident #3
also does not ambulate. 1t takes two people to
pring him from his bed to his lounge chair. Staff
also has to provide him total care for his ADLs.

On at 12:15 p.m., the licensed practical
nurse said Resident #3 requires a two person
transfer and he needs total care with all of his
ADLs.

2. Areview of Resident #9's health assessment
dated showed she required assistance
for alf of her ADLs. On at12:30 p.m.,
Staff G was feeding Resident #9. Resident #9
was not participating in helping feed herself. On

at 1:15 p.m., cbservation showed
Resident #9 was not able to manipulate her
wheelchair down the hall going to her bedroom
{ambulation). Staff G had to wheel Resident #9
to her room. Staff G said Resident #9 is not able
to wheel herself around the facliity. Staff G asked
Resident #9 to put on a sweater and Resident #9
was not able to participate in this activity. Both
Staff G and Staff H transferred Resident #9 from
her wheelchair to her bed. Resident #9 was not
able to bear on her during this
transfer. She required a two-person transfer
without participating in this activity,

On at 1:15 p.m., both Staff G and Staff H
said Resident #9 requires total care for all of the
ADLs, including bathing, grooming and toileting.

3. On at 10:45 a.m., the Weliness Director
confirmed these two residents require total
assistance with their ADLs. She said they both
have not recetved a 45 day discharge notice.
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Class Ili
A025) 429.26(7) FS; 68A-5.0182(1) FAC Resident Care AD28
- Supervision
429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an undertying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services to
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

(1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
resident diets in accordance with rule 58A-5.020,
F.AC.

{b} Datly observation by designated staff of the
activities of the resident white on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
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manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review, observation, and staff
interview, the facility failed to notify physicians
and responsible parties of significant changes for
2 (Resident #3 and #9) of 3 resident's records
reviewed.

The findings included:

1. Areview of Resident #3's medical record

showed he . . on . On
he .\ . Further review of

the record showed there was no documentation

that showed Resident #3's physician and

responsible party were notified of this

decline.

On at 12:15 p.m,, the licensed practical
nurse said be was not aware Resident #3 lost
in 6 months.

Resident #3 aiso showed a significant change in

his ADLs. His health assessment dated

showed he required assistance and supervision

for alf his ADLs. His health assessment dated
showed he required total care with five of

his ADLs. There was no documentation that

showed his physician and responsible party were
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notified of his significant decline of his ADLs.

2. Areview of Resident #9's heaith assessment
showed she required assistance for all of her
Activities of Daily Living {ADLs) dated

On at 1:15 p.m., observation showed she
required total care with her ADLs {see AQD10 for
more detailed information}. There was no
documentation in her record that showed her
decline in her ADLs and that her physician and
responsible party were notified of this significant
deciine in her ADLs.

3. On at 10:45 a.m. the Wellness Director
said she was aware these two residents require
fotat assistance with the ADLs. She has been
talking to the nurse practitioner about them.
However, there was no documentation in their
records that showed the physician and
responsible parties are notified of these
significant changes.

Class Il

A 085 58A-5.0191(7) FAC Training - Nutrition & Food A085
Service

(7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facitity. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
58A-5.020{1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
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health department sanitarian is qualified to train
assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facility failed to have documentation that Staff B
had continuing education in food service.

The findings included:

Review of Staff B's file on at 2:00 p.m.,
showed no continuing education on topics related
to food services.

During an interview on at 3:15 p.m., the
Business Office Manager said, "The training that |
have is all there. The last day the other company
was here, they took all the paperwork they could
with them.”

Class Il

A081| 58A-5.0191(12) FAC Training - Documentation &
Monitoring

{12) TRAINING DOCUMENTATION AND
MONITORING.

{a) Except as otherwise noted, certificates, or
copies of certificates, of any training required by
this rule must be documented in the facility’s
personnel files. The documentation must include
the following:

1. The title of the training program,

2. The subject matter of the training program,

3. The training program agenda,

4. The number of hours of the training program,
5. The trainee’s name, dates of participation, and
focation of the training program,

A08BS

A081
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6. The training provider's name, dated signature
and credentials, and professionat license number,
if applicable.
{b} Upon successful completion of training
pursuant to this rule, the training provider must
issue a certificate to the trainee as specified in
this rule.
{c} The facility must provide the Department of
Elder Affairs and the Agency for Health Care

ini ion with training d ion and
training certificates for review, as requested. The
department and agency reserve the right to
attend and monitor aff facility in-service training,
which is infended to meet regulatory
requirernents.

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity fatled to have staff trainings documented in
the staff files for 4 (Staff B8, C, D, and H) of 6 staff
files reviewed.

The findings included:

On at approximately 12:00 p.m., the
facitity was asked to provide complete staff files
for 5 staff members. The staff files for Staff B, C,
D, and H showed no documentation of trainings.

During an interview on at 2:30 p.m., Staff
H said she had received the training.

During an interview on at3:15 p.m,, the
Business Office Manager said, "The training that |
have is all there. The last day the other company
was here they took all the paperwork they could
with them."
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Class Ili
A 152 58A-5.023(3) FAC Physical Plant - Safe Living A152

Environ/Other

(3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

Section 429.28(1)(a), F.S.;

2. Be maintained free of hazards; and

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are rogintained in good

working order.

{b} Pursuant to Section 429.27, F.S., residents

must be given the oplion of using their own

belongings as space permits. When the facility

supplies the fumishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident;

2. A closet or wardrobe space for hanging

clothes;

3. Adresser, or other furniture designed for

storage of clothing or personal effects;

4. Atable or nightstand, bedside lamp or floor

tamp, and waste basket; and

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

{e) Facilities must make availabte linens and

personal laundry services for residents who
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require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and staff interview, the
facitity fatled to ensure their flooring is in good
condition.

The findings included:

On at 10:15 a.m., observation of
Resident #3's floor revealed it had a large patch
missing next to his front door of his room. There
were several dark spots on the floor throughout
his room. On at 10:18 a.m., Resident
#3's private duty said his floor has been in this
condition for a long time.

Observation throughout the facility showed the
hallway carpets had a dark frail in the middle of
the carpet. The carpet in front of the residents’
bedroom doors in the hallways had dark stains.

On at 9:15 a.m., the Executive Director
confirmed the carpets in the hallway were dirty
and stained.

Class Il

A181| 420.275(2) FS; 58A-6.024(2) FAC Records - Staff A161

429.275
{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of compliance with all
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training requirements of this part or applicable
rule, and a copy of all icenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

58A-5.024
{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
foliowing, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-5.0191, FA.C,;
2. Copies of all licenses or certifications for ait
staff providing services that require licensing or
certification;
3. Documentation of compliance with levet 2
background screening for alt staff subject to
screening requirements as specified in Section
429.174, F.S,, and Rule 58A-5.018, FAC,;
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant fo Rule
58A-5.018, FAC,
5. Documentation verifying direct care staff and
administrator participation in resident efopement
drills pursuant to paragraph 58A-5.0182(8)(c),
F.AC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

.. o provide direct or indirect services to

residents and the facility. However, the facility
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must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 58A-5.019, FAC.

{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule 68A-5.018,
FAC

This Statute or Rule is not met as evidenced by:
Based on record review and staff interview, the
facitity failed to have 1 (Staff H) of 6 applications
and references on file for staff record reviewed.

The findings included:

Review of Staff H's employee file showed a hire
date of . There was no application in the
file. The facility was asked to provide a complete
employee record.

During an interview on at 3115 p.m. the
Business Office Manager said that when the
previous company left they took all the files with
them.

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

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif 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 staff record review and interview, the
facility failed to have 1 (Staff E) of 6 staff added to
the facifity roster within 10 business days.

The findings included:

CZ814
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Review of Staff E's file showed a hire date of
. Review of the facility roster showed the
staff member is not fisted.
Interview on at 3:15 p.m., with the
Business Office Manager said she hadn't done it
yet.
Unclassified.
CZ816) 408.809(2)(a-c); 59A-35.090(2)(d)-(3) cz816

Background Screening-Compliance Attestation

408.809
{2) Every 5 years following his or her licensure,
employment, or entry infe a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |,
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's ., are enrolied in the Federal
Bureau of Investigation's national retained print
notification program. Ifthe | of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and (h}, the person must submit
. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The |, shall be retained by the
Department of Law Enforcement under s.
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943.05(2){g) and (h} and enrolled in the national
retained print notification program when
the Depariment of Law Enforcement begins
participation in the program. The cost of the state
and nationaf criminal history records checks
required by level 2 screening may be borme by
the licensee or the person . | .Untila
specified agency is fully implemented in the
clearinghouse created under s. 435.12, the
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
agency, the Department of Heaith, the
Department of Elderly Affairs, the Agency for
Persons with , the Department of
Children and Families, or the Department of
Financtal Services for an applicant for a
certificate of authority or provisionat certificate of
authority to operate a continuing care retirement
community under chapter 651, provided that:

{a) The screening standards and disqualifying
offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

(b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c} Such proof is accompanied, under penaity of
perjury, by an attestation of compliance with
chapter 435 and this section using forms.
provided by the agency.

59A-35.090(2) Processing Screening Requests,
Required Documents and Fees.

{d) An Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by
reference, available at
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http/iwww firules.org/Gateway/reference.asp?No
=Ref-08106, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service

d_ i ions_Forms.sht
mi, This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a pesition that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
(e} An administrator or chief financial officer must
be screened and qualified prior to 1
the position.
{3} Results of Screening and Notification.
(a} Final results of background screening
requests will be provided through the Agency's
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is focated at:
apps.ahca.myflorida.com/SingleSignOnPortal.
(b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unclaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section

Fs

bility resuits of employee screening
and the signed Attestation referenced in
subsection 59A-35.090(2), F.A.C., must be in the
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employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on staff record review and interview, the
facitity fatled to have compliance attestations for
packground screening for 2 (Staff C and H) of 6
staff records reviewed.

The findings included:

Review of Staff C's file showed a hire date of

. Review of level 1 background shows the
employee is efigible, but there was no compliance
attestation on file.

Review of Staff H's file showed a hire date of

. Review of level H background shows the
employee is efigible, but there was no compliance
attestation on file,

Interview on at 3:15 p.m., with the
Business Office Manager said the last day the
other company was here, they took all the
paperwork they could with them.

Unclassified
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