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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person 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.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record reviews, and interviews, the
facility failed to provide an up-to-date Background
Screening Clearinghouse for 2 of 4 sampled
employees {Administrator & C).

Findings:

On while conducting records review it
was observed that employee C had an initial hire
date of and had an end date of

On while conducting a records review it
was observed that the administrator had a hire
date of and was not placed on the
packground screening clearinghouse roster.

On at 4:33pm the administrator stated
that employee C did not have a break in

employment, but did confirm that employee C did
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{8) EXTENDED CONGREGATE CARE (ECC)
TRAINING.

{a) The administrator and ECC supervisor, if
different from the administrator, must complete
core training and 4 hours of initial training in
extended congregate care prior to the facility
receiving its ECC license or within 3 months of
beginning employment in a currently licensed
ECC facility as an administrator or ECC
supervisor. Successful completion of the assisted
fiving facility core training shall be a prerequisite
for this training. ECC supervisors who attended
the assisted living facifity core training prior to
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have an end date of . She stated that
she does not know who placed it there, but she
would fix it as soon as possible. The
administrator stated that the business office
manager should have placed her on the roster
the very day she entered the facility. This writer
stated that the facility had ample time to place
employee C and herself on the roster, and
per the regulation she should have been placed
on it 5 days after being hired.
On at 4:45pm the administrator did
confirm the findings.
Class #l
{A 000} Initial Comments {A 000}
Are-visit survey and generator monitoring was
conducted at Palm Cottages of Rockledge in
Rockledge Florida on . The facility had
deficiencies at the time of the visit.
{AE210}, 59A-36.011(8) FAC ECC - Training {RE210}
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| , shalf not be required to take the
assxsted living facility core training competency
test.
{b) The administrator and the ECC supervisor, if
different from the administrator, must complete a
minimum of 4 hours of continuing education
every two years in topics relating to the physical,
. orsocial needs of frail elderly and
persons, or persons with s
or related
{c) All direct care staff prov;dlng care to residents
in an ECC program must complete at least 2
hours of in-service training, provided by the
facility administrator or ECC supervisor, within 8
months of beginning employment in the facility.
The training must address ECC concepts and
requirements, including statutory and rule
requirements, and the defivery of personal care
and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on record review and interview the facility
failed to ensure staff completed the mandatory
ECC training within 6 months of hire for 1 of 4
staff sampled (B).

Areview of unlicensed caregiver B file revealed
she was hired on . Her record did not
contain documentation of participation in ECC
training.

On at 4:45pm the administrator
confirmed the finding.
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