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Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upon beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide training that is
available online at no cost, The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of , how to identify the
signs and symptoms of , and skills for
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of
the employee's completion of the training
program and, upon written request of the
employee, provide the empioyee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the training
required in this subsection is not required fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
10, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing horne, an assisted fiving facility, an
adult family-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
orn-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a nursing assistant.

{8) For a health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the total
hours of continuing education required by that
practitioner's ficensing board.

{9) Each person employed, ,or
referred to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
shall substitute for the training required in
subsection {4). Each person employed,

, or referred to provide services on or
after | | , may complete training using
approved curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 4 sampled staff
{B) completed a 1-hour training program on
and retated forms of

(ADRD) provided by the Department of
Elderly Affairs within 30 days after beginning
employment.

Findings

Review of caregiver B's personnel record
revealed a hire date of

The record had ne documentation to indicate the

caregiver completed the 1-hour training on ADRD
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provided by the Department of Elderly Affairs.
On at 4:02pm findings were
discussed with the administrator, who said he did
not know each staff personnet needed to
complete the 's training on Elder Affairs
website; he was showing the video in a group
staff meeting and would print cut a facility
certificate of completion.
Class #ll
AQ00; Initial Comments A 000
RELICENSURE
A re-licensure survey with Limited Nursing
Service (LNS} and Limited Mental Health (LMH)
and a generator monitoring was conducted at The
Islands Assisted Living Facility on with
additional information received on ,
,and . The facility had deficiencies
at the time of the survey.
A0S 429.26( ) FS; 59A-36.006(2) FAC Admissions - AO08
88=D ! Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form oron a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
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must be submitted to the owner or administrator
of the facility, who shait use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
1o o continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history, Such form
does not guarantee admission to, continued
residency in, or the defivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
facility's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fuffills the requirements for a medical
examination under this subsection and s.
428.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnet within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mentat
health resident, the Department of Children and
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Families must provide documentation that the
individual has been assessed by a psychiatrist,
clinical psychologist, clinical social worker, or
L. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
health resident has been admitied to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this ion related to i for
placement as a mental health resident provided
that it was completed within 90 days prior fo
admission to the facility. The Department of
Children and Famities shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or
her responsibilities under subsection (1). Further,
Department of Children and Families personnel
shall explain to the facility operator any special
needs of the resident and advise the operator
whom to call should problems arise. The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination compieted by a

health care practitioner as specified in either

paragraph {@} or (b} of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission to a faciity pursuant to Section

429.26(5), F.S. The examination must address
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the following:

1. The physical and mental status of the resident,
including the identification of any health-related
problems and functional limitations,

2. An evaluation of whether the individual will
require supervision or assistance with the
activities of daily fiving,
3. Any nursing or
individual,

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of s

., services required by the

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

7. Astatement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be metin
an assisted fiving facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessiment for
Assisted Living Facifities, | , which is.
incorporated by reference and available onfine at:
hitp:s firules. .asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. # the health care practitioner's form does not
include all the examination items on AHCA Form
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1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designee either orally or in
writing from the health care practitioner, The
missing or omitted information must be obtained
and documented in the resident’s record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received oraily
must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.
{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Form 1823 described in paragraph {(b}.
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.8. and this rule.
{e) Any orders issued by the health care

iti ing the medical i
for medications, nursing services, treatments,

. ., or therapeutic diets, may be attached to
the health A health care iti
may attach a DH Form 18986, Florida

Form, for residents who do not

to be
or

wish s .
administered in the case of . .
{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
418.1081, F.S., is exempt from the examination
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requirements of this subsection for up fo 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the health assessment form
{1823) was complete for 1 of 4 sampled residents

(6).

Findings:
Review of resident #6's 1823 revealed
the question as to whether the resident needed
i with ications was not
On at 1:41pm findings were
discussed with the administrator who confirmed
the findings.
Class 1l
A025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=G | . Supervision
429.26
{7) The facility shall 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

AHCA Form 3020-0001
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such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined te exist, the
facility must notify the resident's representative or
designee of the need for heatth care services and
must assist in making _, |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident’s
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to freat the
condition.

59A-36.007 Resident Care Standards.

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

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

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, 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 awarensss of the
resident's whereabouts, The resident may travel
independently in the community.

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

{e) Contacting the resident's family, guardian,
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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 facifity
failed to provide adequate supervision when 1 of
9 sampled residents (8) efoped from the facility,

Findings:

Review of resident #8's record revealed a facility
admission date of . The most recent
health assessment form (1823,) dated .
indicated he was not at risk for elopement, His
medical history included f

,and injury. He was forgetful and

. He was independent with transferring

and ambulation,

On at 2:56 AM, the administrator
documented that caregiver F called him to report
the resident was not in his room. The
administrator responded to the facility and
searched inside and outside the facility. 911 was
called at i 5 AM. At d

AM the resident was found not too far from the
facility. He had a on his right and was
soaking wet. He was transported to a hospital.

A fire rescue report indicated the
emergency call was received at 6:02 AM. The
resident was found lying on a sidewalk with a

heavily right | duefoa  andsome
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A emergency department triage note
indicated the resident was upon

arrival (93.5 degrees Fahrer;heit ) He had a right
with wr
and right anterior 2nd, 3rd, 4th, 5th, and 6th
. He was admitted fo hospice services
while in the hospital and | ,on

On at 12:50 PM, caregiver A said the
resident ofientimes had te be redirected away
from the doors because he would try to leave
saying "'m going to work" or "I'm going to the
office.”

On at 12:55 PM, caregiver D said the
resident "quite often” approached the door to
{eave. She always had to keep an , . on him. He
tried to open the door while saying "I'm going fo
the office.”

On at 2:04 PM, the administrator said the
resident did make attempts fe leave in the past
saying, "I'm going o work.” The administrator
said the resident used to be a fawyer. He was
mugged and as a result suffered a

The administrator said that when the resldent
went missing the facility's front door and wooden
gate in front of the door were left open so
paramedics could enter for another resident. The
administrator said an audible alarm sounded
while the front door was open, but caregiver F did
not respond (o it because it was opened for the
paramedics.

On at 12:44 PM, caregiver G said the
resident tried one time with her to leave. The
caregiver got him before he could. It was about
5:15 AM when she heard the front door alarm go
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off.

On at 12:46 PM, caregiver H said
sometimes the resident said he was going to
work. He would approach the front door, and she
stopped him.

On at 12:50 PM, caregiver | said the
resident always said he was going to work. He
always wanted to go to the office. The caregiver
redirected him.

On at 1:17 PM, the administrator said
since becoming the owner in 2018, he knew the
resident constantly walked around the facility.
Every now and then the resident went to the front
door, but not every day. A new elopement
assessment was not done when the resident
began exhibiting elopement behaviors because
the resident seldomly went to the door. The
resident did not have an identification (ID} on his
person. Despite the elopement behavior, the
administrator believed the resident was
appropriate for continued residency.

On at 1125 PM, caregiver G said she was
hired in . During that time the resident
made only one attempt to leave when she was
working. The caregiver never noticed if the
resident wore an 1D bracelet.

On at 1:27 PM, caregiver H said she was
hired in 2014. She said the resident exhibited
elopement behaviors since then. The resident did
not wear an 10,

On at 1:29 PM, caregiver | said she was
hired 25 years ago. Early in his stay the resident
was safe to leave the facifity by himsslf. it was

then that he wore an ID bracelet because he
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would be away from the facility. Over the years,
his progressed, and he was no longer
safe to go out. He gradually began exhibiting
elopement behaviors. He did not currently wear
ID.
On at 2:15 PM, caregiver F said that on
she last saw the resident in his bed at
around 12:10 AM. At 1 AM she could not find him.
She searched inside and outside the facility
before calling the administrator. She did not
answer additional questions.

Although multiple staff and the administrator
expressed resident #8 had frequent elopement
behaviors, there was no documentation in the
resident's record showing his attempts to leave
and his statements.

Class #

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of efopement must be identified
so staff can be alerted fo their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facility. If the resident
has had a health assessment perforrmed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children

A025

A032
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and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number, Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (¢),
F.A.C., must be generally aware of the jocation of
all residents assessed at high risk for elopement
at all times.

2. The facility must have a photo identification of
at risk residents on file that is accessible to all
facifity staff and faw enforcement as necessary .
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.

{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the policies and procedures must
provide for:

1. An immediate search of the facility and
premises,

2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
manager if the resident is not located pursuant to
subparagraph {8)(b)1.; and,
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4. The continued care of all residents within the
facility in the event of an elopement.

{c) Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41{1)(k), F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
failed to make, at a minimum, a daily effort to
determine that 1 of 1 sampled resident {8) who
was at risk for elopement, had identification (ID)
on their persons that included their name and the
facility's name, address, and telephone number.

Findings:

The facility's undated resident elopement policy
indicated the facility would identify those residents
who were at risk like those with . An
engraved medical D with the resident's name,
facility's name and telephone number, emergency
contact and family's telephone number, the
doctor's name and felephone number, .

and diagnoses would be womn around the or

Review of resident #8's record revealed a facility
admission date of . The most recent
health assessment form (1823,) dated y
indicated he was not at risk for elopement. His.
medical history included .

,and injury. He was forgetful and

. He was independent with transferring

and ambulation.

On at 2:56 AM, the administrator
documented that caregiver F called him to report
the resident was not in his room. The
administrator responded to the facility and
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searched inside and outside the facility. 911 was

called at 5 AM. At 6
AM the resident was found not too far from the
facility. He had a onhisright , andwas

soaking wet. He was transported o a hospital,

A fire rescue report indicated the
emergency call was received at 6:02 AM. The
resident was found lying on a sidewalk with a

heavily right | duetoa  and some
 tohisright
A emergency depattment friage note

indicated the resident was upon
arrival (93.5 degrees Fahrenheit.) He had a right
with -

and right antencr 2nd, 3rd, 4th, 5th, and 6th

. He was adritted o hospice services
while in the hospital and | ,on
On at 12:50 PM, caregiver A said the
resident oftentimes had to be redirected away
from the doors because he would try to leave
saying "I'm going to work" or "I'm going to the
office.”

On at 12:55 PM, caregiver D said the
resident "quite often” approached the door to
leave. She always hadto keepan |, onhim. He
tried to open the door while saying "I'm going to
the office.”

On at 2:04 PM, the administrator said the
resident did make attempts {o leave in the past
saying, "I'm going fo work." The administrator
said the resident used to be a lawyer. He was
mugged and as a result suffered a .

The administrator said that when the resxdent
went missing the facility's front door and wooden
gate in front of the door were left open so
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paramedics could enter for another resident. The
administrator said an audible alarm sounded
while the front door was open, but caregiver F did
not respond to it because it was opened for the
paramedics.

On at 12:44 PM, caregiver G said the
resident tried one time with her o leave. The
caregiver got him before he could. It was about
5:15 AM when she heard the front door alarm go
off.

On at 12:48 PM, caregiver H said
sometimes the resident said he was going to
work. He would approach the front door, and she
stopped him.

On at 12:50 PM, caregiver | said the
resident always said he was going to work. He
aiways wanted to go to the office. The caregiver
redirected him.

On at 1:17 PM, the administrator said
since becoming the owner in 2018, he knew the
resident constantly watked around the facility.
Every now and then the resident went to the front
door, but not every day. A new elopement
assessment was not done when the resident
began exhibiting elopement behaviors because
the resident seldomly went to the door, The
resident did not have an 1D on his person.
Despite the elopement behavior, the
administrator believed the resident was
appropriate for continued residency.

On at 1:25 PM, caregiver G said she was
hired in . During that time the resident
made only one atiempt to leave when she was
working. The caregiver never noticed if the
resident wore an 1D bracelet.
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On at 1:27 PM, caregiver H said she was
hired in 2014. She said the resident exhibited
elopement behaviors since then. The resident did
not wear an iD.
On at 1:29 PM, caregiver | said she was
hired 25 years ago. Early in his stay the resident
was safe to leave the facility by himself. it was
then that he wore an ID bracelet because he
would be away from the facility. Over the years,
his progressed, and he was no longer
safe to go out. He graduaily began exhibiting
elopement behaviors, He did not currently wear
[[»X
Class #ll
A 054 59A-36.008(5) FAC Medication - Records A0S54
88=D

{8} MEDICATION RECORDS.
{a) For residents who use a pill organizer
managed in subsection (2), the facility must keep
either the original labeled medication container;
ora ication fisting with the ipti
number, the name and address of the issuing
pharmacy, the heaith care provider's name, the
resident's name, the date dispensed, the name
and strength of the drug, and the directions for
use.
{b) The facility must maintain a daily medication
observation record for each resident who
receives assistance with self-administration of
medications or medication administration. A
medication observation record must be
immediately updated each time the medication is
offered or administered and include:
1. The name of the resident and any known

. theresident may have;
2. The name of the resident's health care
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provider and the health care provider's telephone
number;
3. The name, strength, and directions for use of
each medication; and,
4. A chart for recording each time the medication
is taken, any missed dosages, refusals to take
medication as prescribed, or medication errors.
{c) For medications that serve as chemical

, the facility must, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:

Based on record review and interview, the facility
failed to maintain updated medication observation
record (MOR) for 1 of 4 sampled residents (6).

Findings:

Review of resident #6's record revealed a
medication list with a start date of
for - Review of

MOR revealed no

and

On at 2:29pm findings were
discussed with Nurse E, who said Bay pharmacy
never received an order for . there is no

in the medication cart for the resident,
and the resident has never asked for the
medication.

Class il

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS, Resident records
must be maintained on the premises and include:

A054

At62
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a) Resident demographic data as follows:
. Name,

. Race,
4. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care

iti ‘s medicat ion form

in Rule 59A-36.008, F.A.C.
{c) Any orders for medications, nursing services,
therapeutic diets, ,of
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-36.012,
F.A.C., if applicable.
{e) The resident care record described in
paragraph 59A-36.007(1)(f}, FA.C.
{fHHlA _ record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident’s health assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in

{

1

2.
3.
5.
6.
7.
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writing that not be taken.
{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-36.006, FA.C,, if
stich consent is not included in the resident's
contract.
{h) For facilities 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 59A-36.008, F.A.C.
{i) A copy of the resident's contract with the
facility, including any addenduras to the contract
as described in Rule 59A-36.018, FAC.
{i) 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
the resident as required in Section 426.27, F.8.
{k) For any facility that maintains a separate frust
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,
(1) ¥ the resident is an reciplent, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. 3, CF-ES 1008,

, which is hereby incorporated by reference
and avatlable for review at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004. The absernice of this form will not be
the basis for administrative action against a
facility 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
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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 59A-36.006,
FAC.

{0) The resident's

Form 1898, if applicable,
{p) For independent fiving residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement,

{4) Except for resident contracts, which must be
retained for 6 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 longer period
of time. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

(1) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

,DH

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a record that is initiated on
admission for 1 of 4 sampled residents (8}
receiving assistance with the activities of daily
fiving (ADL) and have the . recorded
semi-annualy.

Findings:
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Review of resident #6's record revealed an
admission date of . health assessment
forms (1823) dated and ,and
hospice admission date of . The health
assessment form 1823 dated revealed
the resident needs assistance with bathing.
The record revealed no documentation of
and no documentation for
On at 1:40pm findings were
discussed with the administrator, who said the
resident is unable to be because she is
unable to stand and staff cannot hold the resident
todo because it will be inaccurate.
No additional documentation was provided.
Class #ll
A 161 429.275(2) FS; 59A-36.015(2) FAC Records - A161
$8=0 | Staff

429.275
{2) The administrator or owner of a facility shal
maintain personnef records for each staff
member which contain, at a minimum,
ion of background ing, if

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

dot

59A-36.015
{2) STAFF RECORDS,
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{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
employment application, with references
furnished, and documentation verifying freedom
from signs or symptoms of communicable

- In addition, records must contain the
following, as applicable:
1. Decumentation of compliance with all staff
training and continuing education required by
Rule 59A-36.011, FAC,,
2. Coples of all licenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with tevel 2
background screening for all 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, F.AC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.
{¢) The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.A.C.

This Statute or Rule is not met as evidenced by:
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Based on personnel record review and interview,
the facility failed to ensure 1 of 4 sampled
personnel records {B) contained a copy of the
references furnished.

Findings:

Review of caregiver B's personnel record
revealed a hire date of

The record contained a copy of the employment
application, with no references furnished.

On at 3:55pm the findings were
discussed with the administrator. No additionat
documentation was provided.

Class il
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