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A 181 59A-36.019(2) FAC Emergency Plan Approval A181
88=D
{2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
focal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in Rule
59A-36.014, F.AC., and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

(¢} The facility must review its emergency
managerment plan on an annual basis. Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

{d) The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted fiving
facilities.

{e) Any plan approved by the local emergency
management agency s considered to have met
all the criteria and conditions established in this
rule.

This Statute or Rule is not met as evidenced by:
Based on facility record review and interview the
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facility failed to ensure the Comprehensive
Emergency Management Plan (CEMP) was
reviewed yearly and submitted for approval to the
Office of Emergency Management.

Findings:

In an interview with the administrator on

at 11 AM, who said she was unable to
focate the last letter of approval for the CEMP,
She had recently taken the position of
administrator. She provided a letter dated

that indicated the Emergency Power
Pian (EPP) was reviewed and approved and was
valid untit . The letter indicated that
going forward the EPP must be included in the
annual CEMP submission and that the CEMP
needed to submit annually.

An opportunity was provided to the administrator
to locate the lasted letter of approval for the
CEMP,

The administrator stated on at 2:45 PM
that did not find any additional documentation.

Class Il

A 200 59A-36.025 FAC Emergency Environmentat
88=D| Control

59A-36.025 Emergency Environmental Control

for Assisted Living Facilities.

{1) DETAILED EMERGENCY ENVIRONMENTAL

CONTROL PLAN. Each assisted living facility

shall prepare a detailed plan ("plan”) to serve as

a supplement to its Comprehensive Emergency
Plan, to address

environmental control in the event of the loss of

A181
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primary electrical power in that assisted fiving
facifity which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ficensees of assisted living facilities wilt be
equipped to ensure air temperatures wilt
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power.

1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shall
include information regarding the area(s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shail be located in an area(s) in accordance with

A200
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{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabifiies and needs of residents; the
type, frequency, and amount of services and care
cffered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 262, ¥, S. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
tiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

b. Assisted living facilities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility's
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

<. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.
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{b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours after the
ioss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
tess must store 48 hours of fuel onsite.

b. Afacility with & ticensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {96) hours
of fuel. The assisted fiving facility may utiize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (36) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. if local ordinances or other regulations fimit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facitity must develop a plan that includes
maximum onsite fuel storage aliowable by the
erdinance or regulation and a reliable method to
obtain the maximum additional fuel at teast 24
hours prior to depletion of onsite fuel.

{c} The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the

A200

AHCA Form 3
STATE FORM

20-0007

s

7EUBTT

If continuation sheet § of 1




PRINTED. 08/06/2021

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967421 B.WING 06/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1471 SUNGATE DRIVE
GOOD SAMARITAN SOCIETY-KISSIMMEE VILLAGE
KISSIMMEE, FL 34746
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A200| Continued From page 5 A200

alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a
monoxide afarm.

{2) SUBMISSION OF THE PLAN.

(a} Each assisted living facility licensed prior to
the effective date of this rule shall submit its plan
to the local emergency management agency for
review within 30 days of the effective date of this
rule. Assisted living facility plans previously
submitted and approved pursuant to emergency
Rule 88AER17-1 will require resubmission only if
changes are made to the plan.

(b} Each new assisted living facility shall submit
the plan required under this rule prior to obtaining
a license.

{c} Each existing assisted living facility that

4 any additions, ificati

alterations, refurbishment, renovations or

rect fon that require ification of its
systems or equipment affecting the facility's
compliance with this rule shalt amend its plan and
submit it to the local emergency management
agency for review and approval.

{3} APPROVED PLANS.

(a} Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity, if the plan is maintained in an
electronic format, assisted living facility staff must
be readily available to access and produce the
plan. For purposes of this section, “"readily
available” means the ability to immediately
produce the plan, either in electronic or paper
format, upon request.

{b} Within two (2) business days of the approval
of the plan from the locat emergency
management agency, the assisted living facility
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shail submit in writing proof of the approval to the
Agency for Health Care Administration.
{c} The assisted living facility shall submita
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
imptementation of the assisted tiving facility
emergency power plans on its website within ten
{10) business days of the plan's approval by the
iocal emergency management agency and
update within ten (10) business days of
implementation.
{4} IMPLEMENTATION OF THE PLAN.
(a} Each assisted living facility licensed prior to
the effective date of this rute shall, no fater than

. , have implemented the plan
required under this rule.
(b} The Agency shall allow an extension up fo

P to providers in compliance with
paragraph (¢} below and who can show delays
caused by necessary construction, delivery of
erdered equipment, zoning or other regulatory
approval processes. Assisted living facilities shal
notify the Agency that they will utilize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
no unnecessary delays. If an assisted fiving
facility can show in its quarterly progress reports.
that unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approvat processes will
occur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.S.
{c} During the extension period, an assisted living
facitity must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
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requirements of subsection {1) {a) for a minimum
of ninety-six (96} hours.

1. An assisted living facility not located in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the alternative power source and no less
than ninety-six (86) hours of fuel stored onsite.
2. An assisted living facility located in an
evacuation zone pursuant to chapter 252, F.S.
must either:

a. Fully and safely evacuate its residents prior to
the arrival of the event; or

b. Have an alternative power source and no less
than ninety-six (86) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
iving facility.

{d) Each new assisted living facility shalt
imptement the plan required under this rule prior
to obtaining a license.

(e) Existing assisted fiving facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rute shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.

{f) The Agency for Health Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure
implementation of the pian in compliance with this
ne.

A200
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{6} POLICIES AND PROCEDURES.
(a) Each assisted living facility shali develop and
implement written poticies and procedures to
ensure that the assisted [iving facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shall ensure that
residents do not experience complications from

fons in air es inside
the facility. Procedures must address the care of
residents oceupying the facility during a declared
state of A ifi ,a iption of
the methods te be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the

e of ich requiring
3. Weliness checks by assisted living facility staff
to monitor for signs of . and heat

injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

(b} Each assisted living facility shali maintain the
written policies and procedures in a manner that
makes them readily available at the licensee’s
physical address for review by a legally
authorized entity. If the policies and procedures
are maintained in an electronic format, assisted
tiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
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each resident's legal representative, designee,
surrogate, guardian, attorney in fact, or case
manager,; each resident's estate; and such
additional parties as authorized in writing or by
faw.

(8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this
rule, the Agency for Health Care Administration

part 1, or chapter 408, part I, F.S., including, but
not fimited to, ticense revocation, license
ion, and the & ition of ini

fines.
(7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

planis to 30
must comply with this rule,
{b) Each facility whose pian has been approved
shail submit the plan as an addendum with any
future submissions for approval of its

plan.

comp
(8) NOTIFICATION.
{a) Within five (5) business days, each assisted
fiving facility must notify in writing, unless

ission for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the focal
emergency management agency that the plan
has been submitted for review and approval;
2. Upon final implementation of the pian by the
assisted living facility.
(b} Each assisted living facility must maintain a

above in a manner that makes each notification
readily available at the licensee's physical

the are inan

may seek any remedy authorized by chapter 429,

{a) Assisted living facilities whose comprehensive

copy of each notification set forth in paragraph (a)

address for review by a legally authorized entity. If
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format, facility staff must be readily available to
access and produce the notifications, For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to develop and implement policies and
procedure pertaining to the Emergency Power
Plan to ensure that the assisted living facifity can
1. effectively and immediately activate, operate
and maintain the alternate power source and any
fuel required for the operation of the alternate
power source, 2. The use of refrigeration and
freezers to produce ice and appropriate

for the of
requiring refrigeration; 3. Description of the
methods to be used to mitigate the potential for
heat refated injury and 4. The care of the
residents during a declared state of emergency
and that the written policies and procedures ina
manner that makes them readily available either
in electronic or paper format, upon request.

Findings:

On at 11:30 AM during review of the
Emergency Power Plan the administrator said
she needed to look the for policy for the EPP
plan.

In an interview on at 3115 PM the
administrator said she had looked and could not
find the policy.

In an interview on at 2:30 PM then
administrator cortfirmed that she was unable to
iocate the EPP policies and procedures.
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Class Ili

58A-35.090(3)(c), FAC Resuits of Screening &
Notification in File

59A-35.090 Background Screening.

{3) Results of Screening and Notification.

{c} The eligibility results of employee screening

and the signed Attestation referenced in

subsection 59A-35.090(2), F.A.C., must be in the
's file, mainta by the

provider.

This Statute or Rule is not met as evidenced by:
Based on interview and electronic personnel
record review the facifity failed to ensure that
electronic records were accessible for inspection
and contained evidence that 4 of 5 sampled staff
records (A, B, C, and D) contained the results of
the tevel l| BGS results.

Findings:

In an interview with the administrator on

at 10 AM who said the facifity kept
electronic personnel records. She had been given
access to them.

At12 PMon the administrator
attempted to access the personne! record for staff
A -hired 12 , staff B- hired '
staff C- hired in 2017 and staff D - hired 2018.
Once the files were opened there was no
evidence of the results of a level | BGS.

The Agency's BGS indicated on at2:07
PM that staff A, B, C, and D were all eligible to
work in an assisted living facility. StaffA - was

A200

cz813
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eligible , staff B on , staff Con
and staff D on
In an interview on at 2:30 PM then
administrator confirmed that she was unable to
{ocate the needed documentation.
Unclassified
€Z814| 435.12(2)(b-d), FS Background Screening cz814

Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse .~
{2)({b} Until such time as the . | are
enroled in the national retained print
noftification 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 all employees within the clearinghouse.
Initiat 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

D for i - ission o
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
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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 maintain the employment status of all
employees within the background screening
{BGS) clearinghouse.

Findings:

In an interview with staff Aon at 1 PM
who stated she started to work at the facility on

In an interview on at 2 PM with staff B
who said she was hired

In an interview on at 10 AM with staff D
who said she was hired in 2018.

Review of the facility's BGS roster revealed staff
A, B, D were not listed on the roster.

Review of the staff schedule dated /to

revealed 4 additional staff were not
fisted on the roster. The BGS roster was reviewed
with the administrator on at 2 PM whe
said there were at least 12 or more individuals
fisted on the roster that were unknown to her,
they no longer worked in the facility.

Unclassified

CZ816) 408.809(2) 435.05(2) 59A-35.090(2d-3b)
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-

CZ814

CZ816
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{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
ticense 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.
943.05(2)(g) and (h} and ensolled in the national
retained print natification 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 ficensee or the person |, | . 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 ficensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
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certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening and

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 penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.

{2) Processing Screening Requests, Required

Documents and Fees.

(d) An ion of Compliance with

Screening Requirements, AHCA Form

3100-0008, . , herein incorporated by

reference, available at

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
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that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position 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 quafified prior to | | to
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 located 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
unciaimed, 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
435.06(3), F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and electronic personnel
record review the facility failed to ensure that
electronic records were accessible for inspection
and contained evidence that 4 of 5 sampled staff
{A, B, C and D) records contained an Attestation
of Compliance with Background Screening
Regquirements, AHCA Form 3100-0008,
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Findings:

In an interview with the administrator on

at 10 AM who said the facility kept
electronic personnel records. She had been given
access to them.

At12 PMon the administrator
attempted to access the personnel record for staff
A -hired 12 , staff B~ hired '
staff C- hired in 2017 and staff D - hired 2018.
Once the files were opened there was no
evidence to confirm the staff had completed an
Attestation of Compliance with Background
Screening Requirements, AHCA Form
3100-0008, . .

In an interview on at 2:30 PM then
administrator confirmed that she was unable fo
{ocate the needed documentation.

Classified

A 000 Initiaf Comments

Are-licensure survey was conducted at Good
Samaritan Society- Kissimmee Village on

and . Deficiencies were identified at the
time of survey

A010[ 429.26( ) F'S; 59A-36.006(4) FAC Admissions -
$8=D| Continued Residency

429.26

{1) The owner or administrator of a facility is
ible for ining tl ppropri

of admission of an individual to the facility and for
ining the conti appropri of

CZ816
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residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, 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. The following
criteria apply to the determination of
appropriateness for admission and continued
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if aff requirements for providing
that service or treatment are met by the facility or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.
{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facliity may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
upervision. For purposes of this the
term "bedridden” means that a resident is
confined to a bed because of the inability to:
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a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelichair without
personal assistance or a physical

2. Aresident may continue to reside ina facs ity if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. If a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.
(2) Aresident may not be moved from one fagility
to another without consultation with and
agreement from the resident or, if applicable, the
resident ' s representative or designee or the
resident ' s family, guardian, surrogate, or
aftorney 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 depariment.

{3}A ici ician assistant, or

practice regls(ered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the cntena for

ission. As part of the i
criteria, a resident must have a -to-
medical examination by a heaith care provider at
{east every 3 years after the initial assessment, or
after a significant change, whichever comes first.
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A significant change is defined in rule
59A-36.002, 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 N

Exceptions to the requirement to meet the criteria
for continued residency are:
{a) 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 facifity.
{c} A , it resident who no [onger 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 1o 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
to continued residency;
3. Alicensed hospice, in consultation with the
facitity, develops and implements a
interdisciplinary care plan that specifies the
services being provided by hospice and those
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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 alf times.
{e) A hospice resident that meets the
quatifications 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 license.

{f} Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daity
tiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

(g} Continued residency criteria for facilities
holding an extended congregate care ticense are
described in rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure it developed and implemented an
interdisciplinary plan of care that specified the
services being provided by hospice and those
being provided by the facility for 1 of 2 residents
who received hospice services (#5); and failed to
ensure that 1 of 2 residents (#6) had a

-to- medical examination by a bealth
care provider after he developeda
. which was a significant change.

Findings:

During the facility entrance on at 9:30
AM resident #5 was identified as being under
care of hospice and resident # 6 was identified as
receiving home health services for care to a

AD10
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1. Resident record review for resident # 5
revealed a hospice admission date of

The continued review revealed no evidence to
confirm that an interdisciplinary plan of care that
specified the services being provided by hospice
and those being provided by the facility had been
developed.

2. Resident record review for resident #6
revealed he was admitted to home health
services on . The review revealed his
{ast health assessment report was dated

. There was no evidence to confirm a
revised health assessment was obtained after the
development of the |

In an interview on at 11:30 AM with the
administrator who said she did not have the
interdisciplinary ptan available for resident #5 or a
new health assessment for resident #6.

Class Ili

A026) 59A-36.007(2) FAC Resident Care - Social &
$8=D| Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged to participate in
social, recreational, educationat and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.
{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facitity must demonstrate residents' participation

AD10
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through one or more of the following methods:
resident meetings, committees, a resident
council, a monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facitity,

{¢) Scheduled activiies must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the
television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senior centers, mental heaith centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

(d} If residents assist in planning a special activity
such as an outing, seasonat festivity, or an
excursion, up to 3 hours may be counted toward
the required activity time.

This Statute or Rule is not met as evidenced by:
Based on observations and interviews the facility
failed to ensure it provided diversified individual
and group activities in keeping with each
resident's needs, abilities, and interests, 6 days a
week or a total of not less than 12 hours per
week.

Findings:

Observations on from 9:30 AM to 4:00
PM noted no group activity had taken place.
Resident #2 was the only resident noted to be in
the common area in the afternoon; he watched
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television.

Observations on from 8 AM to 3:00 PM
noted again no group activities going on.
Resident #2 was the only resident noted to be in
the common area watching television,

Review of the activity calendar posted by the
common area and dining area noted to have an
array of activities in addition to monthly events.
The monthly events were not conducted in the
assisted living.

In an interview with the administrator on

at 2:45 PM who said the facility no
ionger had an activity director, the residents could
join activities conducted at the campus’
community hail not in the assisted living facility.

The campus hall was in another area of the
community. The residents would need
assistance to go there and come tothe
faciiity.

Class i

A 031 59A-36.007(7) FAC Resident Care - Third Party
$8=D| Services

59A-36.007

{7) THIRD PARTY SERVICES.

(a) Nothing in this rule chapter is intended to
prohibit a resident or the resident's representative
from independently arranging, . and
paying for services provided by a third party of the
resident’s choice, including a ficensed home
health agency or private nurse, or recelving
services through an out-patient clinic, provided
the resident meets the criteria for admission and

A026

A031

AHCA Form 3020-0001
STATE FORM

s

7EUBTT

f continuation sheet 25 of 5




PRINTED. 08/06/2021

FORM APPROVED

Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967421 B.WING 06/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1471 SUNGATE DRIVE
GOOD SAMARITAN SOCIETY-KISSIMMEE VILLAGE
KISSIMMEE, FL 34746
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFEX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A031| Continued From page 25 AD031

continued residency and the resident complies
with the facility's policy relating to the delivery of
services in the facility by third parties. The
facility's policies must require the third party to
coordinate with the facility regarding the
resident's condition and the services being
provided.

{b) When residents require or arrange for
services from a third party provider, the facifity
administrator or designee must allow for the
receipt of those services, provided that the
resident meets the criteria for admission and
continued residency. The facility, when requested
by residents or representatives, must coordinate
with the provider to facilitate the receipt of care
and services provided to meet the |

resident's needs.

(c) If residents accept assistance from the facility
in arranging and coordinating third party services,
the facility's assistance does not represent a
guarantee that third party services will be
received, If the facility's efforts to make
arrangements for third party services are
unsuccessful or declined by residents, the facility
must include documentation in the residents’
record explaining why its efforts were
unsuccessful. This documentation will serve to
demonstrate its compliance with this subsection.

This Statute or Rule is not met as evidenced by:
Based on facility record and interview the facility
failed to ensure it developed policies and
procedures regarding third party providers.

Findings

Ir an interview on at 11:00 AM with the
administrator who said she did not have third
party provider policies and procedures available.
She would try to locate the policy. She added that
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she just implemented a sign in and out for third
party providers.
In an interview on at 2:30 PM the
administrator confirmed that she was unable to
focate third party provider policies and
procedures.
Class i
A 078 59A-36.010(2) FAC Staffing Standards - Staff AO78

$8=D
(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
examination must be documented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed heslith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a ¢ i . such indivi
must be immediately removed from duties untit a
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written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
training, pre fon, and experit
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
quatifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.
{c} All staff must comply with the training
requirements of rule 59A-36.011, F.AC.
{d) An assisted living facility Lo
provide setvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor wifl provide to residents,
{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview, staff schedule review,
resident record review and electronic personnet
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record review the facility failed to ensure that: 1.
staff were assigned duties consistent with their
tevel of education, training, preparation, and
experience and allowed unlicensed staff to
administer medications to 1 of 2 sampled
residents (#6) 2. electronic records were

for i fon and ined evidence
from communicable for 4 of 5 sampled
staff (B, C, D and E} and failed to ensure that
evidence of a negative examination

was documented on an annual basis for 2 of 5
sampled staff (C and D).

Findings:

Review of the facility staff schedule dated to
revealed the facility did not have
ficensed nurses 24 hour a day x 7 days a week.
Unlicensed staff assisted residents with
seif-administration of medications.

1. Resident record review for resident #6
revealed a health assessment report 1823 dated
that listed diagnoses of high

B , and wedge
of L1, According fo the assessment he
needed i with fon, supervision

with bathing and grooming and was independent
with eating, toileting and transferring. He needed
administration of medications. The continued
review revealed that unlicensed staff gave
resident #6 his medications, as evident by their
staff initials on the Medication Observation
Record (MOR).

In an interview with the administrator on
at 11AM who confirmed the findings.

2. In an interview with the administrator on
at 10 AM who said the facifity kept
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A 081
$8=0D

Continued From page 29

electronic personnel records. She had been given
access to them.

At12 PMon the administrator
attempted to access the personnel record for staff
B- hired . staff C- hired in 2017, staff D,
- hired 2018 and staff E - . . Once the
files were opened there was no evidence to
confirm the staff had provided a statement that
they did not have any signs or symptoms of
communicable - Nor was there evidence
that freedom for  was documented yearly for
staff C and D. Nor was there evidence that
freedom for  was documented yearly for staff
CandD.

I an interview on at 2:30 PM then
administrator confirmed that she was unable to
focate the needed documentation.

Class i

429.52(1 & 7) FS; 58A-36.011(. ) FAC Training
- Staff In-Service

429.52(1)

{1)Each new assisted living facility employee who
has not previously completed core training must
attend a preservice orientation provided by the
facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon compietion, the
employee and the administrator of the facility
must sign a statement that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

A078
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(7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{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,

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
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Continued From page 31

hour in-service training in contral,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

effering 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, shalt
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.
{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 53A-8.0098,
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

A081
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receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.

{fy 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 facility'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 interview and electronic personnel
record review the facility failed to ensure that

ic records were ible for i i
and contained certificates of training for 5 of 5
sampled staff (A, B, C, D, and E).

Findings:

In an interview with the administrator on

at 10 AM who said the facility kept
electronic personnel records. She had been given
access to them.

At12 PMon the administrator
attempted to access the personnel record for staff

A- hired B- hired , C- hired in
2017, D, - hired 2018 and E - .
Once the files were opened there was no
evidence to confirm the staff had received any of
the required in-service training.
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1. There was no evidence to confirm that staff A
received a:
2- hour preservice orientation provided by the
facitity before interacting with residents.
1- hour in-service training regarding Reporting
adverse incidents. 2. Facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation.
| - hour in-service regarding 1. Resident rights in
an assisted living facility.2. Recognizing and
reporting resident , neglect, and

. The facility must use its
prevention policies and procedures when offering
this training.
A minimum of 1-hour-in-service training in safe
food handling practices.
An in-service training regarding the facility's
resident elopement response policies and
procedures.
There was no evidence she attended core
training and was therefore exempt from the
preservice orientation, safe food handling
practices and Resident rights in an assisted living
facitity.

2. There was no evidence fo confirm that staff B
received a:
2- hour preservice orientation provided by the
facitity before interacting with residents.
3- hours of in-service training regarding 1.
Resident behavior and needs. 2. Providing
assistance with the activities of daity living.
1- hour control including universal

and facility sanitati i
1- hour in-service training regarding Reporting
adverse incidents. 2. Facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation.
1 - hour in-service regarding 1. Resident rights in
an assisted living facility.2. Recognizing and
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reporting resident . neglect, and

. . The facility must use its
prevention policies and procedures when offering
this training.
A minimum of 1-hour-in-service training in safe
food handling practices,
An in-service training regarding the facility's
resident elopement response policies and
procedures.
There was no evidence she attended core
training and was therefore exempt from the
preservice orientation, safe food handiling
practices and Resident rights in an assisted living
facility. Nor was there evidence she was a Home
Health Aide {HHA), Certified Nursing Assistant
{CNA) or a nurse therefore exempt for the 3-
hours of in-service training regarding 1. Resident
behavior and needs. 2. Providing assistance with
the activities of daily living.

3. There was no evidence to confirm that staff C
received a:
3- hours of in-service training regarding 1.
Resident behavior and needs. 2. Providing
assistance with the activities of daily living.
4 hour control including universal
precautions and facility sanitation procedures,
1- hour in-service training regarding Reporting
adverse incidents. 2. Facility emergency
procedures including chain-of-command and staff
rales relating to emergency evacuation.
1 - hour in-service regarding 1. Resident rights in
an assisted living facility.2. Recognizing and
reporting resident , neglect, and

. The facility must use its
prevention policies and procedures when offering
this training.
A minimum of 1-hour-in-service training in safe
food handiing practices.
An in-service training regarding the facility's
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resident elopement response policies and
procedures.

There was no evidence she attended core
training and was therefore exempt from the
preservice orientation, safe food handling
practices and Resident rights in an assisted fiving
faciiity. Nor was there evidence she was a Home
Health Aide (HHA)}, Certified Nursing Assistant
{CNA} or a nurse therefore exempt for the 3-
hours of in-service training regarding 1. Resident
behavior and needs. 2. Providing assistance with
the activities of daily living.

4. There was no evidence to confirm that staff D,
who was identified as a Registered Nurse (RN)
received a:

1- hour in-service training regarding Reporting
adverse incidents. 2. Facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation.
1 - hour in-service regarding 1. Resident rights in
an assisted living facliiity.2. Recognizing and
reporting resident , neglect, and

; . The facility must use its
prevention policies and procedures when offering
this training.
An in-service training regarding the facility's
resident elopement response policies and
procedures.
3- haurs of in-service training regarding 1.
Resident behavior and needs. 2. Providing
assistance with the activities of daily living.
4 hour control including universal
precautions and facility sanitation procedures
There was no evidence she attended core
training and was therefore exempt from the safe
food handling practices and Resident rights in an
assisted living facility. Nor was there evidence
she a nurse therefore exempt for the 3- hours of
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in-service training regarding 1. Resident behavior
and needs. 2. Providing assistance with the
activities of daily living.

The administrator stated in an interview on

at 12:30 PM that she assisted
residents with activities of daily living, whenever it
was necessary. She was not a nurse.

V. There was no evidence to confirm that staff E
received a

2- hour preservice orientation provided by the
facitity before interacting with residents

3- hours of in-service training regarding 1.
Resident behavior and needs. 2. Providing
assistance with the activities of daity living.

1- hour control including universal
and facility sanitati i
1- hour in-service training regarding Reporting

adverse incidents. 2. Facility emergency
procedures including chain-of-command and staff
roles relating to emergency evacuation.

An in-service training regarding the facility's
resident elopement response policies and
procedures.

There was no evidence she was a Home Health
Aide (HHA), Certified Nursing Assistant (CNA) or
a nurse therefore exempt for the 3- hours of
in-service training regarding 1. Resident behavior
and needs. 2. Providing assistance with the
activities of daily lving.

The administrator made some phone calis to
inquire as where was the documentation required
by the Agency. She was told to put a request in
writing listing what documentation was needed,
and it would be sent to her in an & mail. She then
received an e- mail from her supervisor. The
e-mail contained the same documentation
originally reviewed.
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Class I
A 085 59A-36.011(7) FAC Training - Nutrition & Food A 085

88=D| Service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsibie 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
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
heaith 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 interview and personnel record review
the facitity did not ensure the person designated
by the administrator as responsible for the
facitity's food service and the day-to-day
supervision of food service staff obtained,
annually, a minimum of 2 hours continuing
education in topics pertinent to nutrition and food
service in an assisted living facility.

Findings:

Ir an interview with the administrator on

at 10 AM who said the facility kept
electronic personnel records. She had been given
access to them.
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At12PMon the administrator
attempted to access the personnel record for staff
F, who was responsible for the day -to day food
service and was unsuccessful. There was no
evidence he attended 2 hours continuing
education in topics pertinent to nutrition and food
service in an assisted living facifity.
I an interview on at 2:30 PM then
administrator confirmed that she was unable to
iocate the needed documentation.
Class Ili
A090| 59A-36.011(11) FAC Training - A090

$8=0D

an

TRAINING.

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on interview and electronic personnel
record review the facility failed to ensure that
electronic records were accessible for inspection
and contained evidence that 5 of 5 sampled staff
{A, B, C, D, and E) receive at least 1-hour of
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A 090 | Continued From page 39

training in the facility's policy and procedures
regarding { )

Findings:

In an interview with the administrator on

at 10 AM who said the facility kept
electronic personnel records. She had been given
access to them.

At12 PMon the administrator
attempted to access the personnel record for staff
A- hired 8- hired , C- hired in
2017, D - hired 2018 and E - . . Once
the files were opened there was no evidence to
confirm the staff had received least 1-hour of
training in the facility's policy and procedures
regarding

In an interview on at 2:30 PM then
administrator confirmed that she was unable to
{ocate the needed documentation.

Class Ili

A 160| 59A-36.015(1) FAC Records - Facility
§8=D
The facility must maintain required records in a
manner that makes such records readily available
at the licensee'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
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1} FACILITY RECORDS. Facility records must

A0S0

A160
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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 | ;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 59A-36.018,
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 59A-36.019, F.A.C., that must
be readily available by facility staff.

(e} The facility's liability insurance policy required
in rule 59A-36.013, FAC.

{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rute 59A-36.006, F.A.C.
() If the facility advertises that it provides special
care for persons with s or
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related . a copy of alf such facifity
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
59A-36.007, F.AC.
{j) Alt food service records required in rule
59A-36.012, 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
ficense or certificate to operate.
{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 428.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years,
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC,,
igsued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and
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
59A-36.020, 59A-36.021 and 59A-36.022, FAC,,
respectively.

This Statute or Rule is not met as evidenced by:
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Based on facility record review and interview the
facility failed to ensure a fire inspection was
conducted yearly by the local authority or the
State Fire Marshat pursuant to section 429.41,
F.8., and rule chapter 69A-40, F A.C.

Findings:

Ir an interview with the administrator on
at 9:30 AM who said she was new; she
had become the facility administrator in .

. She provided a fire inspection report that
was dated and added there had been
no fire inspection in 2021. She had attempted to
make as ., as the local fire department
required but had not been successful.

In an interview on at 2:30 PM then
administrator confirmed that there had been no
fire inspection in 2021.

Class Il

A181] 429.275(2) FS; 59A-36.015(2) FAC Records -
88=D| gtaff

429.275

{2} The administrator or owner of a facility shalt
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if
applicable, documentation of compliance with all
training requirerments of this part or applicable
rule, and a copy of alf licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015

A180

A181
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Continued From page 43

{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
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by rule
59A-36.011, FAC,,
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 alf staff subject to
screening requirements as specified in section
429.174, F.S,, and rule 59A-36.010, 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 to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident efopement
drills pursuant to paragraph 59A-36.007(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
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in rule 59A-36.010, FA.C.
{c} The facility must maintain the written work
schedutes and staff time sheets for the most
current 8 months as required by rute 59A-36.010,
FAC,

A8t
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This Statute or Rule is not met as evidenced by:
Based on interview and electronic personnel
record review the facility failed to ensure that
electronic personnel records were accessible for
inspection and contained all the mandated
documentation for 5 of 5 sampled staff (A, B, C D
and E).

Findings:

Ir an interview with the administrator on

at 10 AM who said the facility kept
electronic personnel records. She had been given
access to them.

At12 PMon the administrator
attemnpted to access the personnel record for staff
A - hired , B- hired , C- hired,
D - hired 2018 and £ - . . Once the
files were opened there was no evidence of job
applications with references, job description,
certificates of training, licenses or certifications,
documentation of compliance with level 2
background ing for all staff,

verifying freedom from signs or symptoms of
communicable

The administrator made some phone calls to
inquire as where was the documentation required
by the Agency. She was told to put a request in
writing listing what documentation was needed,
and it would be sent to her in an e mail. She then
recelved an e- mail from her supervisor. The
required documentation was not included in the
files.

In an interview on at 2:30 PM then
administrator confirmed that she was unable fo
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Class Il
A 167| 59A-36.018 FAC; 429.24 FS Resident Contracts A167

88=D
59A-36.018 Resident Contracts.

(1) Pursuant to section 428.24, 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} A list 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 schedule 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, F.S.;
{f) 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
facility, or , facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
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Continued From page 46

resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facitity 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 religious organization and, if so,
which organization and its relationship to the
facitity;
{j) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facitity 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
facitity must refer the resident to the social
service agency for placement. If there is
disagreement regarding the appropriateness of
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
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
to subsection {4), of that rule;
{) The facility's policies and procedures for
self-administration, assistance with

if-admi ion, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter {OTC) products
pursuant o subsection {8) of that rule; and,
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{m) The facility's policies and procedures related
to a properly executed DH Form 1896,

{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 itemized
written statement setting forth additional charges
for any services, supplies, or accommodations
available fo residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommedations 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

{1} The presence of each resident in a facility
shail be covered by a contract, executed at the
time of admission or prior thereto, between the
ticensee and the resident or his or her designee
or legat representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility all
such contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration,

{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

AHCA Form 3020-0001
STATE FORM

s

7EUBTT

f continuation sheet 48 of 5




PRINTED. 08/06/2021

FORM APPROVED
Agency for Health Care
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
AL11967421 R ———— 06/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1471 SUNGATE DRIVE
GOOD SAMARITAN SOCIETY-KISSIMMEE VILLAGE
KISSIMMEE, FL 34746
(X430 SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX. (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
A 167 | Continued From page 48 A187

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. A new
service or accommodation added o, 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.
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 shali, 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 time of a resident's
transfer, discharge, or .

(b} If a ficensee agrees to reserve a bed fora
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
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prevent the resident from returning to the facility.
Untif 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
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.

{8} In lieu of the provisions of this section,
facitities certified under chapter 651 shall comply
with the requirements of s. 651.065.

{7} Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
11 of chapter 83, provided that the lease is
terminated automatically without financial penalty
in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
peyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. Alease 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
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more buildings containing other simifar or ke
residential units.

This Statute or Rule is not met as evidenced by:
Based record reviews and interview the facility
failed to ensure the contracts for 2 of 2 sampled
residents (#5 and 6) contained a complete refund
policy.

Findings:

Individual resident record review for residents #5
and 6 revealed the contract did not indicate that
the facility must provide a refund to the resident
or responsible party within 45 days after the
transfer, discharge, or of the resident.

In an interview with the administrator and
administrative staff on 0630/2021 at 11 AM who
said the contract information was overlooked.

Class Il

AHCA Form 3020-0001
STATE FORM o 7EUB1 §f continuation sheet. 51 of 51



