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AQCQ] Initial Comments

A re-icensure survey was conducted at Davisito's
2inc.on . The provider had
deficiencies at the time of survey.

A025| 429.26(7) FS; 58A-5.0182(1) FAC Resident Care
$8=D| . 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 underlying 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} Monttoring of the quantity and quality of
resident diets in accordance with rule 58A-5.020,
FAC.

{b} Daily observation by designated staff of the
activities of the resident while 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
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A025 | Continued From page 1

and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
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 ilinesses
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 and interview the facility
failed to offer personat supervision to one out of
six sampled residents who needed
precautions (Resident #1). The resident . and
her . The facility also failed to
maintaining a written record, updated as needed,
of any significant changes or ilinesses that
resulted in medical attention and the provision of
additional services to Resident #1.

Findings as follow:

On at 1:00 PM the Administrator
stated that sometime in . at about
9:30 PM (she did not recall the day), Resident #1
slipped from her bed. She stated the that resident
was found sitfing on the floor. She stated the
rescue transported resident to the hospital where
she had surgery for a . The
Administrator stated after that . the facility
changed the Resident’s bed for a hospital bed.
The Administrator further stated that she believed
she had the notes about Resident #1's

incident, but she did not provide any.
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Continued From page 2

Review of Resident #1's health assessment
dated showed a diagnosis of

e, y , 8/p (status post) right
surgery, . . sip MD,

. Further review showed that the physical
sensory limitations section stated the resident
was 'status postright | surgery and limited
ambulation”. The resident needed assistance with
ADL (Activities of Daily Living), and she needed

precautions.

Further review of Resident #1's previous health
assessment dated showed the
resident had diagnoses of , dyslipidemia,

ook . . -

, angiopiasty, . and D
deficiency. The resident needed supervision for
ambulating and needed to use a walker. The
resident needed . precautions.

The Administrator stated the facility had no
incident report log and she also stated she did not
complete an adverse incident report.

Class i

429.256(. ), 58A-5.0185 (3) Medication -
Assistance with Self-Admin

429.256

{3} Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, inctuding
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

{b} In the presence of the resident, reading the
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iabel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.
{c} Placing an orat dosage in the resident ' s
or placing the dosage in another container and
helping the resident by fifting the container to his
or her .
{d) Applying medications.
{e) Returning the medication container to proper
storage.
{f) Keeping a record of when a resident receives
assistance with self-administration under this
section.
(g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
prescribed premeasured dose of medication into
the dispensing cup of the .
{hyUsinga , to perform ~
tevel checks.
{i) Assisting with putting on and taking off
stockings.

{i) Assisting with applying and removing an

e but not with titrating the
prescribed seftings.
(k) Assisting with the use of a continuous positive
afrway pressure device but not with titrating the
prescribed setting of the device.
{I) Assisting with measuring vital signs.
(m) Assisting with . bags.

{4) Assistance with self-administration does not
include:
(a} Mixing, s s converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.
{b) The preparation of syringes for injection or the
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administration of medications by any injectable
route,

{c} Administration of medications by way of a tube
inserted in a , of the body.

{d) Administration of , preparations.

(e} Irrigations or debriding agents used in the
treatment of a skin condition.

) .or _  preparations.

()3 Medlcallons ordered by the physician or
health care professional with prescriptive
authority to be given "as needed,” unless the
order is written with specific parameters that
preclude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

{h) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

58A-5.0185 (3)
ASSISTANCE WITH SELF-ADMINISTRATION.
{a) Any unficensed person providing assistance
with self-administration of medication must be

.- Or older, trained to assist with self
admmlstered medication pursuant to the training
requirements of rule 58A-5.0191, F A.C., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.266, F.S.
and this rule
(b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.
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{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container.

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

(e} When a resident who receives assistance with
medication is away from the facility and from
tacitity staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,

2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facility, with this fact noted in the resident's
medication record,

3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or

4. icat may be p i and
dispensed in an easier to use form, such as unit
dose packaging.

{f) Assistance with self-administration of
medication does not include the activities detailed
in section 420.256(4), F.S

1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
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resident is cognizant of when a medication is

required and understands the purpose for taking

the medication.

2. As used in section 429.256(4)(h), F.S., the

terms “judgment” and “discretion” mean
preting vital signs and evaluating or

assessing a resident's condition.

{g) All trained staff must adhere to the facility's

control policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to follow the correct
procedure when assisted one out of six residents
with self administration of medications (Resident
#2).

Findings as follow:

On at 1:32 PM the Administrator

assisted Resident #2 with self- administration of

12:00 noon medications 0.25 mg and
, ER 48.75 mg as follow:

She washed her and put gloves on, took
the medication box to the dining table where the
resident was. Water was served. She called the
resident by name, identified the medication to the
resident, dropped the medication into the bottle
cap, and then dropped the medication in a napkin
that she placed on the table. Resident #2 took the
pills and swallowed them. Staff observed him
swallow the medications, and marked in the MOR
{medication Observation Record) that the
medication was given.

On at 1:40 PM the Administrator
ged she gave the icat to

A05B2

AHCA Form 3
STATE FORM

20-0007

s

D3UPT

If continuation sheet 7 of 19




Agency for Health Care

PRINTED. 08/23/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERISUPPLIERICLIA
DENTIFICATION NUMBER:

AL 11968533

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

07/29/2019

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

13701 SW 71 LANE

DAVISITOS 2 INC

MIAMI, FL

33183

0@y D
PREFIX
TAG

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

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

o]
PREFIX
e

(xe
COMPLETE
DATE

A052

A152
88=D

Continued From page 7

Resident #2 late because the Resident fiked to
follow his own schedule to bathe and eat, and
that he disorganized her with his medication
schedule.

Class Il

58A-5.023(3) FAC Physical Plant - Safe Living
Environ/Cther

{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 maintained in good

working order.

(b} Pursuant to Section 429.27, F.8., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. A clean, comfortable bed with 2 mattress no

fess than 36 inches wide and 72 inches long, with

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

2. Acloset 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 1o be used in the

event of an emergency.
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Continued From page 8

{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
require such services. Linens provided by a
facliity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview the facility
failed to be in good repair.

Findings as follow:

On at 9:00 AM, it was observed that
the bathroom door in # had peeling wood
at the bottom. At the same room's entrance, the
door had broken wood at the bottom,

On at 9:00 Am the Owner stated the
bathroom door was new but 'they’ threw water in
the bathroom and had broken it. The Owner also
acknowledged that they had to reptace

# 's bath and entrance doors.

Class It

58A-5.024(1) FAC Records - Facifity

The facility must maintain required records in a
manner that makes such records readily available
at the ficensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available" means the ability to
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Continued From page 9

immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facility records must
include:

(a) The facility's license displayed in a
conspicuous and public place within the facility.
{b} An up-to-date admission and discharge log
fisting the names of all residents and each
resident’s:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | | s and
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to return pursuant to Rule 58A-5.025,
F.A.C. If the resident dies while in the care of the
facitity, the log must indicate the date of

{c} Aleg listing the names of all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 58A-5.026, F.A.C., that must
be readily available by facility staff.

(e) The facility's liability insurance policy required
in Rule 58A-5.021, FAC,;

{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 58A-5.021, FAC.

{g) The admission package presented to new or
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prospective residents (less the resident's
contract) described in Rule 58A-5.0181, FA.C.
{h} If the facility advertises that it provides special
care for persons with s or
related . a copy of all such facility
advertisements as required by Section 429.177,
F.8.

{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
58A-5.0182, FAC.

{j) Alt food service records required in Rule
58A-5.020, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate,

{k} Al fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to Section 429.41, F.S., and Rule Chapter
B89A-40, F.A.C., issued within the last 2 years.

{) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.S., and Chapter 84E-12, FAC,,
igsued within the last 2 years.

{m) Pursuant to Section 428.35, F.8., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.

{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p} For facilities licensed as fimited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
58A-5.029, 58A-5.030 and 58A-5.031, FA.C,,

A180
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respectively.
This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to have a satisfactory fire inspection.
Findings as follow:
Review of the fire inspection report conducted on
showed the facility had two viclations:
no fire drills or evacuation capability forms. #t
showed also the facility had to comply
by08/14/2018.
On at 10:00 AM the facility owner
stated the facility already conducted the fire drilis
and had the evacuation capability forms
completed and showed the documentation.
Class Ili
A 162| 58A-5.024(3) FAC Records - Resident A162

§8=D
(3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;

2. H

3. Race;

4. Date of birth;

5. Place of birth, if known;

8. Social security number;

7. Medicaid and/or Medicare number, or name of
other health insurance B

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for natification in case
of an emergency; and

9. Name, address, and telephone number of the
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health care provider and case manager, if
applicable.

{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 described in Rule
58A-5.0181, FA.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider ' s order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-5.020,
F.A.C., if applicable.

(e} The resident care record described in
paragraph 58A-5.0182(1)(e), F.AC.

{fiA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
recelving assistance with the activities of daily
{iving must have their | recorded
semi-annually.

(g) For facilities that will have unlficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FA.C., if
such consent is not included in the resident’s
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 58A-5.0185, F.A.C.

{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in Rule 58A-5.025, FAC.

{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of

A162
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the resident as required in Section 429.27, F.S.
(k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{l) If the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for .
. ), CF-ES 1008,

. which is hereby incorporated by reference
and avaitable for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facitity if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n} For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 58A-5.0181,
F.AC.
{0) The resident’s B
DH Form 1896, if applicable.
(p} For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personat, limited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:
1. Alog listing the names of residents
participating in this arrangement;
2. The resident demographic data required in this
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paragraph;

3. The health assessment described in Rule
58A-5.0181, FAC.;

4. The resident’s contract described in Rule
58A-5.025, F.AC.; and

5. A heaith care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

(a} Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

(r) Additional resident records for
faciiities holding a limited mental health, extended
congregate care, or limited nursing services
{icense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a completed health assessment for
one out of six residents (Resident #4).

Findings as follow:

Review of Resident #4's health assessment
dated showed it did not specify
whether the resident was under elopement risk or
not.

On at 2:00 PM the Administrator
stated she did not realized that section of
Resident #4's health assessment was not
marked.

A162
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Class Ili

420.23( & ) F8; 58A-5.0241 FAC Risk
Mgmt & QA; Adverse Incident Repert

429.23 Internal risk management and quality
assurance program; adverse incidents and
reporting requirements.~
{1) Every facility licensed under this part may, as
part of its administrative functions, voluntarily
establish a risk management and quality
assurance program, the purpose of which is to
assess resident care practices, facility incident
reports, deficiencies cited by the agency, adverse
incident reports, and resident grievances and
develop plans of action to correct and respond
quickly to identify quality differences.
{2) Every facility licensed under this partis
required to maintain adverse incident reports. For
purposes of this section, the term, "adverse
incident” means:
{a) An event over which facifity personnel could
exercise control rather than as a result of the
resident’s condition and results in:
2. or
3. Permanent o

. or of bones or joints;
5. Any condition that required medical attention to
which the resident has not given his or her
consent, including failure to honor advanced
directives;
6. Any condition that requires the transfer of the
resident from the facility to a unit providing more
acute care due fo the incident rather than the
resident ' s condition before the incident; or
7. An event that is reported to law enforcement or
its personnel for investigation; or
{b} Resident elopement, if the elopement places

damage;

A162
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the resident at risk of harm or injury.

(3) Licensed facilities shalt provide within 1
business day after the occurrence of an adverse
incident, by electronic mail, facsimite, or United
States mail, a prefiminary report to the agency on
alt adverse incidents specified under this section.
The report must include information regarding the
identity of the affected resident, the type of
adverse incident, and the status of the facility's
investigation of the incident,

{4) Licensed facilities shall provide within 15
days, by electronic mail, facsimile, or United
States mail, a full report to the agency on alt
adverse incidents specified in this section. The
report must include the resuits of the facility's
investigation into the adverse incident.

{8) . neglect, or . must be
reported to the Department of Children and
Families as required under chapter 415,

{7} The information reported to the agency
pursuant to subsection {3} which relates to
persons licensed under chapter 458, chapter 459,
chapter 461, chapter 464, or chapter 465 shall be
reviewed by the agency. The agency shall
determine whether any of the incidents potentially
involved conduct by a health care professional
who is subject to disciplinary action, in which
case the provisions of s. 456.073 apply. The
agency may investigate, as it deems appropriate,
any such incident and prescribe measures that
must or may be taken in response to the incident.
The agency shall review each incident and
determine whether it potentially involved conduct
by a health care professional who is subject to
disciplinary action, in which case the provisions of
s. 456.073 apply.

{8) If the agency, through its receipt of the
adverse incident reports prescribed in this part or
through any investigation, has reasonabie belief

A185
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that conduct by a staff member or employee of a
ficensed facility is grounds for disciplinary action
by the appropriate board, the agency shall report
this fact to such regutatory board.

{9} The adverse incident reports and preliminary
adverse incident reports required under this
section are confidential as provided by law and
are not discoverable or admissible in any civil or
administrative action, except in disciplinary
proceedings by the agency or appropriate
regulatory board.

{10) The Department of Elderly Affairs may adopt
rules necessary to administer this section.

58A-5.0241 Adverse Incident Report.

{1) INITIAL ADVERSE INCIDENT REPORT. The
preliminary adverse incident report required by
Section 429.23(3), F.S., must be submitted within
1 business day after the incident pursuant to Rule
59A-35.110, F.A.C., which requires online
reporting.

(2) FULL ADVERSE INCIDENT REPORT. For
each adverse incident reported in subsection (1)
above, the facility must submit a full report within
15 days of the incident. The full report must be
submitted pursuant to Rule 58A-35.110, FAC,,
which requires online reporting.

This Statute or Rule is not met as evidenced by:

Based on record review and interview the facility

failed to submit an incident report within 1

business day when one out of six residents had a
with a broken bone (Resident #1) .

Findings as follow:

Review of Resident #1's health assessment

dated showed a diagnosis of

, status post right
,and

surgery,

A185
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Physical/Sensory limitations stated resident was

status post right , surgery and limited

ambulation. The resident needed assistance with

Activities of Daily Living (ADL) and she needed
precautions.

On at 1:00 PM The Administrator
stated that on . at about 9:30 PM
{she did not recall the day), Resident #1 slipped
from her bed, She stated that resident was found
sitting on the fioor. Stated that Resident did not
show and the rescue transported
resident to the hospital where she had a surgery
for . The Administrator stated after
that the facility changed the resident's bed fo a
hospital bed.

The Administrator stated the facility had no
incident report log and she also stated she did not
complete the incident report.

The Administrator stated that she believed she
had the notes about the incident, but she did not
provide them.

Review of the incident report database showed
the facifity did not report the incident.

Class i

A185
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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 record review and interview the facility
failed to update the employment status of two out
of seven staff on it's roster in the background
screening clearinghouse database (Staff F and

CZ814
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Findings as follow:

Clearinghouse database Roster review showed

Staff F { hired on yand G ( hired on

) were facility employees.

On at 12:08 PM the Administrator

stated Staff F and G were not working in facility

anymore but she forgot to update the facility

roster,

Unclassified
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