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{A 000} Initial Comments A 000}
A 4th revisit to a re-licensure survey was
conducted at Little Havana Living 1L.C on
. . A deficiency was identified at the time

of the survey.
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408.809(2)(a-c) FS Background
Screening-Compliance Attestation

{2) Every 5 years following his or her ficensure,
employment, or entry info a contract in a capacity
that under subsection (1) would require level 2
packground 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
contractuat 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. If the 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 shal be retained by the
Department of Law Enforcement under s.
943.05(2)(g} and (h} and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by level 2 screening may be borne 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 levet 2 screening standards submitted within
the previous 5 years to meet any provider or

CZ818
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Continued From page 1

professional licensure requirements of the
agency, the Department of Heaith, the
Department of Eiderly Affairs, the Agency for
Persons with . the Department of
Children and Families, or the Department of
Financiat Services for an applicant for a
certificate of authority or provisional certificate of
authority to operate a continuing care retirement
community under chapter 6561, provided that:

(8) The screening and ifyi
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 compiiance with
chapter 435 and this section using forms
provided by the agency.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that one out of three sampled
staff members received a new level Il background
screening every five years.

Findings included:

A review of Staff A's employee records showed a
hired date of and his last background
screening was completed on . There was
no documentation of a new background
screening completed.

A review of the background screening database
revealed that Staff D's determination status
stated "A New Screening is Required”.

On at 12:32 pm, the Administrator stated
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"} started as administrator sometime in .,

| would go ahead anddomy |, | again,

That's not a problem. | just don't understand why

it doesn't show if I did them in , of this

year".

Unclassified
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