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A000; Initial Comments A 000

An Reli e with
Congregate Care (ECC) survey, Complaint
survey (#2025000090, #2025002605,
#20250043098, #2025005296, #2025005300,
#20250077486 & #2025007828), and a Generator
Monitoring survey were conducted on f
at Somerset House. The facility had
iencies related to the Rell and
Complaint {(#2025007746) identified at the time of
the visit.

A008 428.26( ) FS; 59A-36.006(2) FAC Admissions - A008
$8=0 | 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
o 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,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used fo
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
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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 fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(D)8.

(8) Any resident accepted in a facility and placed
by the Department of Chitdren and Families must
have been examined by medical personnel within
30 days before piacement 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
Farpilies must provide documentation that the
indivi has been by a p: iatrist,
clinical psychologist, clinical social worker, or
.. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted fiving facility. The documentation must
be in the facility within 30 days after the menta}
heaith resident has been admitted to the facifity.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this fon related to i for
placement as a mental health resident provided
that it was completed within 90 days prior to

AHCA Form 3020-0001
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admission to the facility. The Department of
Children and Families 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 personnet
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

N .. require such
assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

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

health care practitioner as specified in either

paragraph (a} 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 facility pursuant fo Section

428.26(5), F.S. The examination must address

the following:

1. The physicat 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 , ., services required by the

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

AHCA Form 3020-0001
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. ) or any other
communicable . which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living 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 Assessment for
Assisted Living Facilities, | , which is
incorporated by reference and available onfine at:
hitp:/hwww firules.org/Gateway/reference.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. if the health care practitioner's form does not
include alt the examination items on AHCA Form
1823 or if ARCA Form 1823 is ot 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 obltained
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

AHCA Form 3020-0001
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the department, by the Department of Children
and Farnilies, 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, £.S. and this rule.
{e) Any orders issued by the health care
practitioner conducting the medical examination
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

wish R . to be
administered in the case of or

{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
415.1051, F.S,, is exempt from the examination
reguirements of this subsection for up to 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
ptacement resident accepted for regular
admission.

This Statute or Rute is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure the health assessment
{AHCA Form 1823) was accurate for 1 out of 2

AHCA Form 3020-0001
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sampled residents (Resident #2).
The findings included:

The health assessment for Resident #2 dated

indicated that the resident required
"total” care with bathing and . butthe
resident was not on hospice; and, the resident's
required diet fo be served was not marked; and,
the resident was noted to require "administration”
of medication instead of "assistance with
self-administration” of medication in this facility
that utilized "Med Techs" (unficensed staff) to
provide medications.

AHCA Form 1823 information was not accurate
on the assessment for this resident, The
incorrect information may be obtained oraily from
the health care provider and documented on the
assessment by facility staff, with the name of the
provider, name of facility staff recording the
information, and the date the information was
provided. The assessment did not have the

i ion obtained and
The facility provided no additional information for
review at the time of the survey.

Class #ll

A 028 59A-36.007(4) FAC Resident Care - Activities of A028
88=D | Daily Living

{4) ACTIVITIES OF DAILY LIVING. Facilities
must offer supervision of or assistance with
activities of daily iving as needed by each
resident. Residents should be encouraged to be
as independent as possible in performing
activities of daily living.

AHCA Form 3020-0001
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This Statute or Rute is not met as evidenced by:
Based on record review and interviews, the
facility failed to ensure adequate assistance with
activities of daily living (ADLs) was provided to
prevent for 1 out of 3 sampled residents
{Resident #8),

The findings included:

The facility's Policy and Procedure requires
that all are documented in the progress
notes "with interventions”. The "Follow-Up” that
isrequired aftera  includes "determination if a
care plan update or  risk intervention is
required” and that “all staff involved wilt
participate in a post-  review to identify
preventive measures and reduce future risk”,

Resident #8 had a health assessment (AHCA

Form 1823) on file dated that notes the
resident requires "special precautions”, has
diagnoses including 's . gait
instability and insufficiency, has
mild decline, and requires "assistance"
with ambulation, .. fransferring, hygiene

and toifeting . Review of the resident’s progress
notes show the resident was "found on the floor
with two arm and one hematoma”
on . The incident Report shows the

oceurred unwitnessed and that the resident
was found at 5:30 PM in his room. Itis noted that
he out of his chair after falling asleep. The
investigation and action to prevent reoccurrence
is as "poor falling pl i

" and on safety p!

while in recliner”.

There was no statement on file from the resident
as to why he was trying to get out of the chair.
There was no documentation available to show

AHCA Form 3020-0601
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the resident was assisted with toileting or
transfers prior to the incident, or that the
residents’ ability to call for assistance wasn't
hindered by the call beli operation, response time
or access if applicable. There were no
documented interventions put in place following
the  such as scheduled toileting, ,

. ., assistive device assessment, assisting
the resident to bed after dinner, or other possible
preventive measures.

During interview with Resident #8's
representative on at 12:38 PM, she
stated that the resident had two while at the
facility. She stated that the staff "would not assist
him with ambulation daily for strengthening,
requiring her 1o hire a private aid from a home
health agency at a minimum cost of four hours
per day to assist the resident with his needed
walking routine”.

Class il
AD30 BOA-36.007(5) FAC,; 429.28( }FS420.27 A030
$8=D | Resident Care - Rights & Facility Procedures

59A-36.007

(5) RESIDENT RIGHTS AND FACILITY

PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 428.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.8,, the
facility must have a written grisvance procedure
for receiving and responding to resident

AHCA Form 3020-0001
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complaints and a written procedure to allow
residents to recornmend changes to facility
polictes and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible to all
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1(888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1(800)96- or 1(800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilitie:
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions,;
8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any

AHCA Form 3020-0001
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work in the facility without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone fo facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by iaw, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facifity shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c}) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including

AHCA Form 3020-0001
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receiving and sending unopened
correspondence, access to a telephone, and
visiting with any person of his or her choice, at
any time between the hours of ¢ a.m. and 9 p.m.
at a minimum, Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
. and b ion within the 8
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 428.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personat decisions, No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
the term "ad and appropri
health care” means the management of
medications, assistance in making |,
for health care services, the provision of or
arrangement of transportation 1o health care
.y , and the performance of health
care services in accordance with s. 428.255
which are consistent with established and

AHCA Form 3020-0001
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T i within the

(k) At least 45 days’ notice of relocation or
termination of residency from the facility unless,
for medical reasons, the resident is certified by a
physician to require an emergency relocation o a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally N , the guardian shall be
given at least 45 days’ notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
facility to i the resi of an indivi
without nofice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal, Each facility shal
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shalf ensure that
a written notice of the rights, . and
prohibitions set forth in this partis posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
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notice must include the statewide toll-free
telephone number and e-mall address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
council, the Elder Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access to a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Chifdren and Famities, and . Rights
Florida.

428.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

, or , under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
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the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rute is not met as evidenced by:
Based on record review and inferviews, the
facifity failed to ensure an allegation of
mistreatment by a staff member was thoroughly
i i as a gri and

responded to in a timely manner to for 1 out of 1
sampled residents (Resident #8).

The findings included:

The facility's Grievance Policy and Procedure has
documented that "all concerns and problems.
should be documented in the resident record and
a note forwarded to the Administrator” and that
the ini "shall i i the it
or request for change and issue & written
determination or decision no later than 30 days”.
It requires the facility to keep all written
grievances on file.

On . the Grievance Log was reviewed
and showed a grievance for "concerns of safety”
from Resident #8's representative documented
on . The grievance notes that Staff G
"makes (the resident) feel uncomfortable...and
that he doesn't feel safe around this aide”. The
facility's response is documented as
"ombudsman notified and left a voicemail" and
"APS {(Adult Protective Services or
DCF/Department of Children and Families)
notified and a case has been opened awaiting
results”. No subsequent steps were documented
for the written grievance that was documented 13
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days after it was initially brought to the Director of
Home Care's {DHC) attention on . There
was no documented review of Staff G's
completion and understanding of training in
Activities of Daily Living (ADLs),

MNeglect/ | {ANE) prevention,
Residents’ Rights, incident Reporting or

and Related

{ADRD). There was also no review of Staff G's
compliance with Level I criminal background
soreening requirements, or entry on to the
facility's Clearinghouse website employee roster,
or confirmed reference checks from previous
employers.

During interview with Resident #8's
representative on at 12:38 PM, she
acknowledged that conicerns were brought to the
DHC, but stated that the initial grisvance was
when Resident #8& was fearful of Staff G prior to
an incident on when she alleges he was
mistreated. A documented form of details of
events leading up to and following the afleged

mistreatment on was received by email
on at 10:32 AM. The notes include the
foliowing:

Meeting held with Resident #8's
representatsve and the DHC notifying her of the
resident's fear and treatment by Staff G that
allegedly caused this fear. The representative
expected Staff G to be "spoken to and receive
some more training” before being allowed to work
with the resident again, and was "in " when
she saw Staff G working on or

b. Resident #8 called the representative
at 3:45 AM to report Staff G "kept prying and
pushing his _ = "as he held on to the side rail
on his bed while two staff members pufled him up
AHCA Form 3020-0001
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o reposition him, and that they "slammed (him}

up against the wall (headboard)".

c. The DHC was notified by phone of

the incident reported by the resident and the

representative. There was noted Land

_ of the resident's and by the

representative.

d. 3:30 PM Assessment by a health care

provider documents that the resident's left

hasa25by25 . area. The note also

includes the resident's statement to him, that
“(Staff G} grabbed my left and squeezed
and pulled to get my off the railing .it has

happened befors". . taken with no
showing on
e. Meeting with DHC, received

information that "DCF/APS was not called due to
Human Resources (HR) instructing her not to
after investigation and no proof of "

Review of ihe resident’s closed record revealed
the following:

1. Grievance logged in grievance book
as noted above.

2. Progress Note: Resident
i charted in

book.

The facility's ANE Policy indicates that “any
patient/family member/caregiver who feels he/she
has been subjected to

report this information, to pursue his/her concerns.
through a formal process and to have the
concems investigated”.

AHCA Form 3020-0001
STATE FORM 520 oDwD11 I contingation sheat 16 of 25



Agency for Healih Care Administration

PRINTED: 10/29/2025
FORM APPROVED

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11964604 BWNG 10/09/2025
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1540 OAK HARBOR BOULEVARD
SOMERSET HOUSE
VERO BEACH, FL. 32967
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE

A030| Continued From page 16

An email was received from the local
ombudsman's office on at 3:27 PM that
they had not received any complaints to
investigate about this facility or it's staff members
since

The DCF report reviewed regarding this
occurrence showed an intake date of

with documentation of the allegation that Staff G
had mishandled Resident #8, causing Lo
his left

The personnel file for Staff G was reviewed for
documentation of compliance with the Level il
criminal background screening requirement on

. There was documentation of this
screening on file indicating Staff G was “eligible”
to work at the facility on . The same
record of this completed screening was located
on the Agency's Clearinghouse background
screening website. Staff G's employment history
on the Clearinghouse website showed no
employment at this facility, so she was not added
to the employee roster as required. During a
telephonic interview with an Agency
Clearinghouse representative on at3:10
PM, she confirmed that no other background
screening had been completed prior to the initial
screening dated .

During interview with the Director Of Home Care
on at 1:30 PM, she stated Staff G was
employed by the facility from through

. There was no documentation to show
the employes was "efigible” to work at the facility
when hired, or added to the roster within 5 days
of hire. Staff G did not have a criminal
background Leve! || screening as required when
hired on or about . She stated that the

A030
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investigation into the alleged incident on
included statements from staff and additional
information, but that the DCF/APS investigator
had the originais and the facility did not maintain
copies.,

Based on the aforementioned findings, the facility
faited to i igate an allegation of mi

filed as a grievance in a timely manner white
protecting all residents, and failed to thoroughly
investigate the incident, document the
investigation and ensure the facility had taken all
steps to prevent ANE. The facility provided no
additional information for review at the time of the
survey.

Class Hl

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 shalf
maintain personne! records for each staff
member which contain, at a minimum,
dot ion of background ing, if

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

59A-36.016
{2) STAFF RECORDS,
{a) Personne! records for each staff member
must contain, at a minimum, a copy of the
ication, with
furnished, and documentation verifying freedom
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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, FA.C.,
2. Copies 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.8,, 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 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 50A-36.010, F.A.C.
{¢) The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rute
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to maintain a personnet record
containing the required components for 1 of 4
staff (Staff D).
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The findings included:

During review of the employee fite for Staff D on

, no documentation could be found
showing evidence of compliance with a Level 2
criminal background screening, a health

i with training requi s

oran ication with . A
request for the documentation showing was
made te the Director of Home Care on
at 1:00 PM. She provided a print out of the
electronic "demographics, pay rates and taxes”
information, and acknowledged Staff D was a
caregiver at the facifity from through

. Compliance with the background
screening was verified for Staff D by checking her

employment eligibifity dated through the

Clearh Background ing website.

Class HHl
A 168 429.24(3)(a) FS; 428.27(7), FS Resident Refund A168
$8=D! Policy

428.24

{3)(a) . . . The refund policy shall provide that the
resident or responsible party is entitled to a
prorated refund based on the daily rate for any
unused portion of payment beyond the
termination date after all charges, including the
cost of damages to the residential unit resulting
from circumnstances other than normal use, have
been paid to the licensee. For the purpose of this
paragraph, the termination date shall be the date
the unit is vacated by the resident and cleared of
ail personal belongings. If the amount of
belongings does not preciude renting the unit, the
facility may clear the unit and charge the resident
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or his or her estate for moving and storing the
iterns at a rate equal fo the actual cost fo the
facility, not to exceed 20 percent of the regular
rate for the unit, provided that 14 days’ advance
written notification is given. If the resident's
possessions are not claimed within 45 days after
notification, the facility may dispose of them. The
confract shall also specify any other conditions
under which claims will be made against the
refund due the resident. Except in the case of

or a discharge due to medicat reasons, the
refunds shail be computed in accordance with the
notice of relocation requirements specified in the
contract. However, a resident may not be
required to provide the licensee with more than
30 days' notice of termination. If after a contract
is terminated, the facility intends to make a claim
against a refund due the resident, the facility shall
notify the resident or responsible party in writing
of the claim and shall provide said party with a
reasonable time period of no less than 14
calendar days to respond. ...

429.27, F8 Property and personal affairs of
residents. -

{7} In the event of the of a resident, a
ficensee shall return all refunds, funds, and
property held in trust to the resident's personal
representative, if one has been appointed at the
time the facility disburses such funds, and, if not,
to the resident's spouse or aduit next of kin
named in a beneficiary designation form provided
by the facility to the resident. If the resident has
no spouse or adult next of kin or such person
cannot be located, funds due ihe resident shalt
be placed in an interest-hearing account, and alt
property held in trust by the facility shall be
safeguarded until such time as the funds and
property are disbursed pursuant to the Florida
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Probate Code. Such funds shall be kept separate
from the funds and property of the facility and
other residents of the facility. if the funds of the
resident are not disbursed pursuant to
the Florida Probate Code within 2 years after the

resident's , the funds shail be deposited in
the Health Care Trust Fund administered by the
agency.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to include the required components
of the refund policy and procedure in the
residency agreement without additional verbiage
that negates the requirement for a prorated
refund based on the daily rate to be distributed in
the event of a resident's or discharge due
to medical reasons for 2 out of 2 sampled
residents (Residents #1 and #2).

The findings included:

On , the executed contracts between the
facility and Residents #1 and #2 were reviewed.,
The contracts contained the required wording in
the refund policy and procedure under
"Covenants (section 11.3)" that includes, "in the
event of your , your service level charge and
other optional monthly charges shall cease
immediately”. You are entitled to a prorated
refund based on the daily rate for any unused
portion of payment beyond the date you vacate
(the facility) if you are discharged for medical
reasons or upon , after belongings are
removed. However, the contract also includes a
following the afor i nten
that notes, "The basic monthly charge will
continue for a minimum of 7 days, beginning the
day following your ..". This statement of a

A188
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7 day minimum charge” nullifies the preceding
required proration of the refund amount.

The refund policy and procedure is required in the
regulations that it ensures the resident {or
representative) is provided a prorated refund
based on the daily rate from the date of or
discharge for medical reasons, and after
belongings are removed. The refund policy and
procedure is required to include the clause,
"Except in the case of or discharge due to
medical reasons, the refunds shall be computed
in accordance with the notice of relocation
requirements specified in the contract®. This
states that there is no notice required by the
resident when they are discharged for medical
reasons or if they expire, and ensures that the
refund is based on the prorated daily
rate.

The Administrator was notified of these findings
on at 2:30 PM. The facility provided no
additional information for review at this time.

Class il

AE210, 59A-36.011(8) FAC ECC - Training AE210
88=D
{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 empioyment 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
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for this training. ECC supervisors who attended
the assisted living facility core training prior to

, shall not be required to teke the
assisted iivmg 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 elderh y and

persons, or persons with
or related

{c) All direct care staff prowdmg care fo 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 facifity.
The training must address ECC concepts and
requirements, including statutory and rule
requirements, and the delivery of personal care
and supportive services in an ECC facility,

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, it was
revealed that the facility did not have an Extended
Congregate Care (ECC) supervisor with the
minimum required training for 1 out of 1 sampled
staff (Staff E).

The findings included:

On at 11:30 AM, the ECC training for the
ECC superv:sor (Staff E) was requested from the
There was no ion of

compienon of ECC training available for review at
this time for Staff E. The Administrator confirmed
that Staff E is the current ECC supervisor. The
facility provided no additiona information for
review at the time of the survey.
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Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, | are
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 . , initial 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 review of the Agency's Criminat

ing Cleard website
and an interview, the facility failed to maintain a
current employee roster for all employees of the
facility. 2 out of 5 sampled staff, Staff D and G,
were not fisted on the roster.

The findings included:

On , a review was conducted of the
facility’s employee roster located on the Agency's
Background Screening Clearinghouse website.
At this time, Staff D and G were not listed on the
roster.

During interview with the Director of Home Care
on at 1:30 PM, she confirmed that both
Staff D and Staff G had previously been
employed by the facility as direct care staff. The
facifity was unable to show that either of the staff
had been entered on fo the roster within & days of
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hire as required.

a. Steff D was employed by the facility from
through

b. Staff G was employed by the facility from
through

27815 408.809(1)( ) 435.02(2); 435.06 F$ 22815
Background Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
condusting screening under chapter 435:

{a) The licensee, if an individual.

{b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.

{c) The financial officer or similarly titled individual
who is responsible for the financial operation of
the licensee or provider.

{d) Any person who is a confrolling intersst.

{e) Any person, as required by authorizing
statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, . with a ficensee
or provider whose responsibilities require him or
her to provide personal care or personal services
directly to clients, or . with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
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screening may be retained by the contractor's
employer or the licensee.

)AL must be provided in electronic
format. Screening results shall be reviewed by
the agency with respect o the offenses specified
in's. 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database, The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensse or designated
agent on the licensee’s behalf.

{4) In addition to the offenses listed in s. 435.04,
all persons required to undergo background
screening pursuant to this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guilty
of, regardless of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinquent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

{a) Any authorizing statutes, if the offense was a
felony.

{b) This chapter, if the offense was a felony.

{c) Section 409.920, relating to Medicaid provider
fraud,

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating fo domestic violence.
{f) Section 777.04, relating to attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 784.03, relating fo battery, if the victim
isa adult as defined ins. 415,102 ora
patient ot resident of a facility licensed under
chapter 395, chapter 400, or chapter 429.
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{h) Section 817.034, relating to fraudulent acts
through mail, wire, radio, electromagnetic,
photoelectronic, or photooptical systems.

{i) Section §17.234, relating to false and
fraudulent insurance claims.

(}) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{k) Section 817.50, relating to fraudulently
obtaining goods or services from a health care
provider.

{1) Section 817.505, relating to patient brokering.
{m) Section 817.568, relating to criminal use of
personal identification information.

{n) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{0) Section 817.61, relating fo fraudulent use of
credit cards, if the offense was a fefony,

{p) Section 831.01, relating to forgery.

{q) Section 831.02, relating fo uttering forged
instruments.

{r) Section 831.07, relating to forging bank bills,
checks, drafts, or promissory notes.

{s) Section 831.08, relating to uttering forged
bank bills, checks, drafts, or promissory notes.
{t) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{u) Section 831.31, relating fo the sale,

e, defivery, or ion with the
intent to self, manufacture, or defiver any
counterfeit controlled substance, if the offense
was & felony.

{v) Section 895.03, relating to racketeering and
collection of unfawful debts.
{w} Section 896.101, refating to the Florida Money

Laundering Act.
If, upon rescreening, a person who is currently
employed or with a licensee and was

screened and qualified under s. 435.04 has a
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disqualifying offense that was not a disqualifying
offense at the time of the last screening, butis a
current disqualifying offense and was committed
before the last screening, he or she may apply for
an exemption from the appropriate licensing
agenocy and, if agreed to by the employer, may
continue to perform his or her duties until the
ficensing agency renders a decision on the
application for exemption if the person is eligible
o apply for an exemption and the exemption
request is received by the agency no later than 30
days after receipt of the rescreening results by
the person.

{5) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject to screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shalf charge the
agency for screening pursuant to s. 943.053(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{6)(a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professionat license
or certification from the Department of Heaith; or
2. Has an active professionat license or
certification from the Department of Health but is
not providing a service within the scope of that
license or certification.

{b) As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Health or a regulatory
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board within that department and that person is
providing a service within the scope of his or her
ficensed or certified practice.

{7) The agency and the Department of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 1o implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining | pursuantto s,
943.06(2).

{8) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whomn the report was issued,
whether or not that person has filed for an
exemption with the Department of Health or the
agency.

435.06 Exclusion from employment.-
{1) If an employer or agency has reasonable
cause to befieve that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a) An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is

22815
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completed and demonstrates the absence of any
grounds for the denial or termination of
employment. if the screening process shows any
grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exernption for the disqualification by the agency
as provided under s. 435.07.

{b) If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening untif the is resolved
in a way that the employer determines that the
employee is stifl eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employes in a position
for which background screening is not required
unless the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons untif the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the deniat or
termination of employment.

{3) Any employee who refuses fo cooperate in
such screening or refuses to timely submit the
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information necessary to complete the screening,
including | if required, must be
disqualified for employment in such position or, if
employed, must be dismissed.

{4) There is no reemployment assistance or other
monetary liability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whom the report
was issued or who was . regardless of
whether or not that person has filed for an
exemption pursuant to this chapter,

435.02 Definitions.-For the purposes of this
chapter, the term:

{2) "Employee” means any person required by
faw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure that 1 out of 5 sampled
staff (Staff G) who provided personal care
services for residents was in compliance with the
Levet il criminal background screening
requirements.

The findings included:

The personnel file for Staff G was reviewed for
docurnentation of compliance with the Level Il
criminal background screening requirement on

. There was documentation of this
screening on file indicating Staff G was "eligible”
10 work at the facility on . The same
record of this completed screening was located
on the Agency's Clearinghouse background
screening website. Staff G's employment history
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on the Clearinghouse website showed no
employment at this facility, so she was not added
to the employee roster as required. During a
telephonic interview with an Agency
Clearinghouse representative on at 310
PM, she confirmed that no other background
screening had been completed prior to the initial
screening dated .

During interview with the Director Of Home Care
on at 1:30 PM, she stated Staff G was
employed by the facility from through

. There was no documentation to show
the employes was "eligible” to work at the facility
when hired, or added to the roster within 8 days
of hire. Staff G did not have a criminal
background Level Il screening as required when

hired on or about . The facility provided
no additional information for review at the time of
the survey.
22875 430.5025(4 8 ) / ; zz875
Training

{4) Employees of covered providers must
complete the following training for 's
and related forms of
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employment
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
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understanding the basics about the most
common forms of , how to identify the
signs and symptoms of . and skills for
communicating and interacting with persons with
's or related forms of

. Arecord of the completion of the
training program must be made available fo 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 employee with a copy of
the record of completion consistent with the
employer's written policies.
3. An employee who has completed the fraining
required in this subsection is not required to
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personai 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
to, 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 home, 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 training in addition
to the training required in paragraphs (a) and {(b}.
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,

22875
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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

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
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through confact hours, on-the-job training, or
electronic leaming ... 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 personal care with
guidance, support, or -on experience to
help develop and refine the employee's skifis 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 raining in which
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the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
or-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.
{7) For a certified nursing assistant as defined in
$. 464.201, fraining hours completed as required
under this section may count toward the total
hours of training required to maintain certification
as a hursing 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 training required in this sectior
before |, | . Proof of completion of
equivalent training.completed before |, | ,
shall substitute for the training required in
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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 record review and an interview, the

facility failed to ensure that 3 of 3 sampled staff

{Staff A, B and C) had completed the required

training in or refated forms of
(ADRD).

The findings included:

The personnel files for Staff A, B and C were
reviewed on for training in ADRD and
did not contain documentation of any required
training.

a. Staff A was hired on . and was due to
have received written information on ADRD.

b, Staff B was hired on L and was due o
have received written information on ADRD and
to have completed 1 hour in ADRD training.

c. Staff C was hired on . and was dug fo
have written information on ADRD and to have
completed 4 hours in ADRD training.

The Administrator was notified of these findings

at 2:00 PM on . The facility provided no
additionat documentation for review at the time of
the survey.
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