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A080 429.52( ) FS; 59A-36.011(1) FAC Training - A0B0
88=D| Core & Competency Test

429.52
{2) Administrators and other assisted fiving facility
staff must mest minimum training and education
requirements established by the agency by rule.
This training and education is intended to assist
facilities to appropriately respond to the needs of
residents, fo maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shall develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core
compatency test must cover at least the following
topics:
{a) State law and rules relating fo assisted living
facilities.
{b) Resident rights and identifying and reporting
.neglect, and | .

{¢) Special needs of elderly persons, persons with
mental finess, and persons with .

and how to meet those needs.
{d) Nutrition and food service, including
acceptable sanitation practices for preparing,
storing, and serving food.
{e) icati ing, and
proper technigues for assisting residents with
self-administered medication.
{f) Firesafety requiremenits, including fire

drill.p and other
procedures.
{g) Care of persons with
related

59A-36.011
(1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
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COMPETENCY TEST.

(a) The assisted living facility core training
requirements established by the department
pursuant to section 429.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.

{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passing score for
the testis 75%. i who
have attended core training prior to

and managers who attended the core training
program priorto | . , shall not be
required to take the competericy test.
Administrators ficensed as nursing home
administrators in accordance with chapter 468,
part I, F.8,, are exempt from this requirement.
{c) Administrators and managers shall participate
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d) A newly hired administrator or manager who
has successfully completed the assisted living
facility core training and continuing education
requirements, shali not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirernents and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test.

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
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competency test fee shall be remitted fo the entity
administering the test. Anew fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility falled fo ensure the
Administrator had completed 12 hours of
continuing education.

The findings included:

Review of the facility’s employee personne! file
revealed the Adminisirator hire date of

, CORE training and Exam dated

- Further review revealed no
documentation in file for the last or most recent
continuing education of 12 hours within the last 2
years.

During an interview on at
approximately 11:30 AM the Administrator was
informed to provide documentation for the last or
most recent sontinuing education of 12 hours.

A second request was made at approximately
2:45 PM to provide documentation for the last or
most recent continuing education of 12 hours. At
this time, during an interview at 2:59 PM the
Adminsitrator stated she was not sure where she
placed her documentation. No additional
documentation was provided during the survey.

Class #ll

A 083 59A-36.011(5) FAC Training - First Aid and A083
88=D
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{5) FIRST AID AND
( ). A staff member who
has completed courses in First Aid and and

holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part lil, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facitity
falled to ensure one staff member who holds a
currently valid First Aid certification card is always
in the facility during each shift for 2 out of 3
sample staff (Staff B and C).

The findings included:
1) Staff B, who was hired , works from
7:00 AM to 7:00 PM did not have a valid First Aid

certification card in her file.

2) Staff C, who was hired , works from
7:00 PM to 7:00 AM did not have a valid First Aid

certification card in her file.
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Review of the facility's staffing schedule
confirmed each worked independently on various
days.

During an interview on at
approximately 11:00 AM, the Administrator was
informed the facility must have at least 1
employee on each shift that holds a valid First Aid
certification card. She was asked to produce
proof of compliance.

During an interview on at
approximately 3:00 PM, a second request was
made to the Administrator to provide
do ion for at least 1 on each
shift that holds a valid First Aid certification card
showing compliance with this regulatory

i No additional d ion was
provided at this time.

Class il

AD085 59A-36.011(7) FAC Training - Nutrition & Food A0BS
88=D | service

{7) NUTRITION AND FOOD SERVICE. The
administrator or person designated by the
administrator as responsible for the facility's food
service and the day-to-day supervision of food
service staff must obtain, annually, a minimum of
2 hours continuing education in topics pertinent to
nutrition and food service in an assisted living
facility. This requirement does not apply to
administrators and designees who are exempt
from training requirements under paragraph
59A-36.012(1)(b). A certified food manager,
ficensed dietician, registered dietary technician or
health department sanitarian is qualified to train
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assisted living facility staff in nutrition and food
service.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, it was
determined that the facility failed to ensure the
Person responsible for the facility's Food Service
had completed Nutrition/Food Service Training for
1 out of 3 sample staff (Staff A}

The findings included:

During an interview with the Administrator on

at approximately 11:45 AM, she
stated she was the person responsible for the
food service and supervision. At this time, she
was informed to provide training for 2 hours of
continuing education annually.

Review of personnel file for the Administrator with
hire date of revealed she did not have
Nutrition and Food Service/Food Service
Designee training in her employee file or
designation of duties.

During an interview on at
approximately 4:30 PM the Administrator
acknowledged the findings. No additionat
documentation was provided during the survey.

Class #ll

A 152 59A-36.014(3) FAC Physical Plant - Safe Living A152
$5=0 ' Environ/Other

{3) OTHER REQUIREMENTS.
{a) All facilities must:
1. Provide a safe living environment pursuant to
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section 429.28{(1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b) Pursuant to section 429.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

suppfies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. A dresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms o be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.

(e) Facilities must make available linens and

personat laundry services for residents who

require such services. Linens provided by a

facility must be free of tears, stains and must not

be .

This Statute or Rule is not met as evidenced by:
Based on observations and interview, the facility
failed to establish and/or maintain a safe, clean
and decent living environment for the residents.
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The findings included:

During a tour conducted on between
8:30 AM and 3:00 PM, this surveyor observed the
following physical plan concerns:

1. Dinning Area

a) dining table, approximately 6 brown chairs
were dirty, discolored, stained, loose and two
broken seats.

b) stained wall {yellow markings) near window.

2. Common Area (near kitchen)

a) brown sofa with leather covering like, was
cracked and ripped.

b) three Geri chairs with leather covering like
{provide comfort, support and mobility to the
residents) were cracked and ripped.

3. Kitchen
a) approximately 15 dining plates and bowis
chipped and cracked.

4. Master room

a) bathroom, wall near the toilet had yellow
stains.

b) bedroom had a broken light switch near the
night table.

©) resident's closet was used as storage for
emergency water.

5. Common area bathroom
a) toilet seat had scuff marks on the fid.

6. Resident #2's room had approximately a 7-
cable that was coiled on the floor near night table.

During an interview on at
approximately 4:30 PM the surveyor met with the
Administrator. She was informed of the physical
AHCA Form 3020-0001
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plan concerns mentioned above, She
acknowledged the findings.
Class #l
A000 Initiat Comments A000
An unannotnced Reficensure with Limited
Nursing Services (LNS) and Generator
Monitoring survey was conducted on
at Sunny Residence, LLC. The facility had
deficiencies at the time of the survey,
A010 428.26( ) FS; 59A-36.006(4) FAC Admissions - AQ10

$8=D | Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the i ppropri of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations.
i law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{a) A facifity may admit or retain a resident who
receives a health care service or freatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
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a third party.

{b) A facility may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facifity and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without totai physical
assistance;

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

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

2. A resident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. i a facility is licensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
pedridden for no more than 14 consecutive days.

{2) A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the

AHCA Form 3020-0001
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resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs {(a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first, A significant change is defined in Rute
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is i by in @)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1){(c}, F.S.
{b) Aresident requiring care ofa | |

may be retained provided that:

AHCA Form 3020-0001
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1. The resident contracts directly with a licensed
horme health agency or a nurse fo provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
pian of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,

3. if the resident’s condition fails to improve within
30 days, as decumented by a health care
practitioner, the resident must be discharged
from the facility.

{c}A , il resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at all times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f) Assisted living facility staff may provide any

AHCA Form 3020-0001
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nursing service permitted under the facility's
license and total help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional licensure or training.

{g} Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, it was determined that the facility failed to
ensure & Resident's Health Assessment form
{AHCA form 1823) was accurate and reflective of
the Resident's current care needs and diagnosis,
for 1 out of 2 sampled residents {Resident# §).

The findings included:

An observation made during breakfast revealed
that Staff B (Caregiver) was feeding Resident #4.

During an interview with Staff B on at
7:84 PM she was asked if Resident #5 can feed
herself and she stated " no”. Staff B stated,
Resident #5 required total care and not able to
feed herself.

During an interview with the Administrator on

at approximately 8:30 AM, she was
requested to provide a list of residents receiving
third party services (hospice) and their Health
Assessment (AHCA 1823 form).

Areview of Resident #5's file documented that
she was admitted on further review
revealed a Health Assessment dated
documented the following:

a) Diagnoses: .

AHCA Form 3020-0001
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{AMS), Visual . .

b) Physical or sensory firitations as ambulates
via wheelchair.

c) Activities of Daily Living (ADLs) as: supervision
for eating, i with i i
toileting and transfer. Total care for bathing and

In reviewing the Health Assessment form dated

, itwas noted that the Health
Assessment failed to list ADLs as total care {staff
completed the action for the resident)

During an interview on at
approximately 4:30 PM, the Administrator
acknowledged the findings. No additionat
information was provided.

Class #ll

A 032 59A-36.007(7) FAC Resident Care - Elopement A032
$8=0 Standards

59A-36.007

{7) ELOPEMENT STANDARDS.

(a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for slopement or
with any history of elopement must be identified
so staff can be alerted to 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 performed 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

AHCA Form 3020-0001
STATE FORM b E7TWG1 f continuation sheet 14 of 25



PRINTED: 11/21/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11966029 e — 10/06/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9001 SW 20TH STREET
SUNNY RESIDENCE, LLC
MIRAMAR, FL. 33025
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A032] Continued From page 14 A032

emergency basis by the Department of Chiidren
and Families pursuant to Section 415.105 or
418.1081, 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 58A-36.011(10)(a) or (c),
F.A.C., must be generally aware of the iocation 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 ail
facility 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
Palicies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. At a
minimum, the poticies 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, heaith care surrcgate, and case
manager if the resident is not located pursuant to

AHCA Form 3020-0001
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subparagraph (8)(b)1.; and,

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 interview and record review, it was
determined that the facility failed to provide
documentation of staff participation in Elopement
Drills conducted twice a year for 2 out of 3
sample staff (Staff B and C).

The findings included:

During an interview on at
approximately 9:30 AM the Administrator was
informed to provide documentation for the
facility's Elopement Drills conducted twice a year.

1)Review of the facility's personnel file for Staff B
{Caregiver) with hire date of revealed
Staff B had no documentation of participating
twice in Elopement Drills conducted in 2024.
Further review revealed Elopement Drills for the
year 2024 documented Staff B participated only
on .

2) Review of the facility's personnet file for Staff C
{Caregiver) with hire date of revealed
Staff C had no documentation of participating
twice in Elopement Drills conducted in 2024,
Further review revealed Elopement Drills for the
year 2024 documented Staff C participated only
on .

During an interview on at
AHCA Form 3020-0001
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approximately 4:30 PM the Administrator
acknowledged the findings. No additionat
documentation was provided during the survey.

Class #ll

A 054 59A-36,008(5) FAC Medication - Records A054
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 listing with the 1 iptit
number, the name and address of the issuing
pharmacy, the health 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
1ons or medication adminisirat

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

. the resident may have;
2. The name of the resident's health care
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

ication as i or ication errors.
{c) For medications that serve as chemical

. the facility must, pursuant to Section

428.41, F.S., maintain a record of the prescribing
physician's annual evaluation of the use of the
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medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, it was determined that the facility failed
to ensure that Staff assisting residents with
self-administered medications, foliowed the
physician orders as shown on the medication
label, 1 out of 1 sample residents (Resident#3).

The findings included:

A Medication Observation Record (MOR}) must
include the name of the resident, the name of
each medication prescribed, the strength and
direction of use.

Observation on at 8:06 AM Resident
#3 was observed eating breakfast.

During an interview on at
approximately 8:30 AM the Administrator was
asked if medication pass was conducted and she
stated around 7:00 AM. At this time, she
confirmed Resident #3 had received her
medication before her breakfast. The
Administrator was informed to provide the MOR
for Resident #3.

Record review of the MOR dated

through for Resident #3 revealed
medication with physician orders as shown on the
medication iabel.

a) Hydrochior 1000 mg tablet, take one
tablet by twice a day with meals, 8:00 AM
and 8:00 PM

b) . 5 myg tablet, take one tablet by

once a day in the morning with meals, 8:00
AM
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During an interview on at 8:50 AM the
Administrator was asked why she was not
following medication parameters (direction of
use). At this time, she acknowledged the findings.
Class #Hl
A 078 59A-36.010(2) FAC Staffing Standards - Staff AQ78
8§8=D

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

2. 1f any staff member has, or is suspected of
having, & i , stch individual
must be immediately removed from duties untii a
written statement is submitted from a heatth care
provider indicating that the individual does not
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A078 Continued From page 19

constitute a risk of fransmitting a communicable

{h) Staff must be qualified to perform their
assigned duties consistent with their level of
education, fraining, preparation, and experience.
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, FA.C.

{d) An assisted living facility Lo

provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
1o each staff member; and,

2. Maintain time sheets for alf staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed to ensure staff
had documented evidence of a negative

{ )examination and

AQ78

AHCA Form 3020-0001
STATE FORM

L E7TWG11

1 contingation sheat 20 of 25



Agency for Healih Care Administration

PRINTED: 11/21/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11666029

BLWING

{X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A, BUILDING:

COMPLETED

10/06/2025

NAME OF PROVIDER OR SUPPLIER

SUNNY RESIDENCE, LLC

FL 33025

STREET ADDRESS, CITY, STATE, ZIP CODE
9001 SW 20TH STREET
MIRAMAR,

[
PREFIX
THG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

AQ78

A081
$8=D

Continued From page 20

Communicable Status for 3 outof 3
sampled Staff (Steff A, B and C).

The findings included:

1)Review of the personnel file for Staff A

{Administrator) with a hire date of .

Further review revealed Staff A d(d not have

do evidence of Ct bl

Status {one time statement) and annual negative
for the years 2023, 2024 and 2025 in her

employee file

2)Review of the personnel file for Staff B
{Caregiver) with a hire date of

Further review revealed Staff B, last annual
negative  was documented on no
additional documentation was provided for the
years 2023, 2024 and 2025 in her file.

2)Review of the personnel file for Staff C
{Caregiver) with a hire date of

Futther review revealed Staff C, last annual
negative was documented on no
additional documentation was provided for the
years 2023, 2024 and 2025 in her file.

During an interview on at
approximately 4:560 PM the Administrator
acknowledged the findings. No additional
documentation was provided during the survey.

Class il

429.52(1 & 7) FS; 59A-36.011( ) FAC Training
- Staff in-Service

AQ78

A081
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429.52

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

{b) Each assisted living facility employee must
complete the fraining required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mental health facility
under s. 429.075 is exempt from the training
requirements under s. 430.5025{4)(d).

{c} If an assisted living facility employee
completes the 1-hour training required under s.
430.50286 before interacting with residents, such
training may count toward the 2 hours of
preservice orientation required under paragraph
(a@).

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

59A-36.011
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{2) STAFF PRESERVICE ORIENTATION.,
(a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
fiving facility employees who have not previously
completed core training as detailed in subsection
().
{h) New staff must complets the preservice
orientation prior to interacting with residents.
{c) Once complete, the employee and the facllity
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facility administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's ficense type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shail provide or
arrange for the following in-service fraining to
facility staff:
{a) Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control pelicies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to bome
, . . may be used fo meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
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training within 30 days of employment that covers

the following subjects:

1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c) Staff who provide direct care to residents, who

have not taken the core training program, shalf

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident '

neglect, and | . The facility must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home heaith aides

trained in accordance with rule 59A-8.0085,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of empioyment in safe food

handling practices.

{f) All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30} days of employment.

1. Al facility staff shall be provided with a copy of

the facility's resident elopsment response policies

and procedures.,

2. Al facility staff shall demonstrate an

understanding and competency in the

Ac8t
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implementation of the elopement response
policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, it was
determined that the facility failed-to ensure direct
care staff had completed Preservice Orientation
Training and Nufritional and Safe Food Handling
training for 2 out of 3 sample staff (Staff B and C).

The findings included:

1)Review of the personnel file for Staff B
{Caregiver) with a hire date of . Staff B
did not have Preservice Orientation and
Nutritional and Safe Food Handling training
documentation in her employee file.

2)Review of the personnel file for Staff C
{Caregiver) with a hire date of . Staff C
did not have Preservice Orientation and
Nutritional and Safe Food Handling training
documentation in her employee file,

During an interview on at
approximately 4:50 PM the Administrator
acknowledged the findings. No additionat
documentation was provided during the survey.
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