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408.803(5); 408.807 FS Change of Ownership

408.803 Definitions. - As used in this part, the
term:
{8) “Change of ownership” means:
{a) An event in which the licensee sells or
otherwise fransfers its ownership to a different
individuat or entity as evidenced by a change in
federal employer identification number or
taxpayer identification number; or
{b) An event in which 51 percent or more of the

ip, shares, ip, of i
interest of a licensee is in any manner transferred
or otherwise assigned. This paragraph does not
apply o a licensee that is publicly traded on a
recognized stock exchange.
A change solely in the management company or
board of directors is not a change of ownership.

408,807 Change of ownership.-Whenever a
change of ownership occurs:

{1) The transferor shall notify the agency in
writing at least 60 days before the anticipated
date of the change of ownership.

{2) The transferee shail make application to the
agenoy for a license within the timeframes
required in s. 408.806.

{3) The transferor shail be responsible and liable
for:

{a) The lawful operation of the provider and the
welfare of the clients served unti the date the
transferee is licensed by the agency.

{b} Any and all penalties imposed against the
transferor for violations occurring before the date
of change of ownership.

{4) Any restriction on licensure, including a
conditional ficense existing at the time of a
change of ownership, shall remain in effect until
the agency determines that the grounds for the
restriction are corrected,

(5) The transferee shail maintain records of the

22812
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transferor as required in this part, authorizing
statutes, and applicable rules, including:

{a) All client records.

{b) Inspection reports.

{c) All records required to be maintained pursuant
10 5. 409,913, if applicable.

This Statute or Rute is not met as evidenced by:
Based on interview and record review, the facifity
failed to maintain health inspection records of the
transferor as required for & Change of
Ownership.

Findings include:

Review of the facility's records revealed no

fon evidence of a
Department of Health inspection for the current
year.

Review of an email correspondence dated
11/17/25 from the representative of the local

of health to the ini or read, "l
will let the inspector know so he can come by."

During an interview on 02/02/26 at 01:30 PM, the
Administrator stated, "I did not have a record of
the health inspections completed before the
change of ownership. | have correspondence with
the local department of health about having a
health inspector come to the facility, but they
never came and | did not follow up on the email
senton 11/17/25."

Class il
A0Q0 Initial Comments A000

An unannounced change of ownership survey
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with Emergency Power Plan and Limited Nursing

Services monitoring was conducted at

Celebration Villa of Tavares on February 2, 2026

through February 3, 2026. Deficiencies were

identified at the time of the survey.

A078 59A-36.010(2) FAC Staffing Standards - Staff AQ78

(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 disease. The examination
performed by the heatlth 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 tuberculosis
examination must be documented on an annuat
basis. Documentation provided by the Florida
Department of Health or a licensed heaith care
provider certifying that there is a shortage of
tuberculosis testing materials satisfies the annual
? ination requi t. An
individual with a positive tuberculosis test must
submit a health care provider's statement that the
individuat does not constitute a risk of
communicating tuberculosis.
2. 1f any staff member has, or is suspected of
having, a o i disease, such individual
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
disease.

AHCA Form 3020-0001

STATE FORM

N7

i coninuastion sheet 3 of 21



Agency for Healih Care Administration

PRINTED: 02/20/2028
FORM APPROVED

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and expert
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, F.A.C.
{d) An assisted living facility contracting to
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
to each staff member; and,
2. Maintain time sheets for all staff.
{f) Level 2 background screening must be
conducted for staff, including staff contracted by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
faited to document evidence of an annual
negative tuberculosis examination for 1 of 3 staff
sampled (Staff C, Medication Technician) and
failed to ensure 2 of 3 staff sampled (Staff B,
Medication Technician and Staff C, Medication
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Technician) submitted a written statement from a
health care provider documenting that the
individual does not have any signs or symptoms
of communicable disease within 30 days after
beginning employment.

Findings include:

Review of employee records revealed Staff B,
Medication Technician, with a hire date of
09/01/25. Staff B's record did not have a written
statement from a health care provider
documenting that the individual does not have
any signs or symptoms of communicable
disease.

Review of employee records revealed Staff C,
Medication Technician, with 2 hire date of
03/07/22. Staff C's record did not have
documentation evidence of an annual
tuberculosis examination or & written statemenit
from a health care provider documenting that the
individual does not have any signs or symptoms
of communicable disease.

During an interview on 02/03/26 at 01:00 PM, the
Business Office Manager stated, "we still can't
find the records.”

Class #l

A0B1] 429.52(1 & 7) FS; 59A-36.011(2-3) FAC Training A081
- Staff in-Service

429.52

{1)(a) Each new assisted fiving facility employee
who has not previously completed core training
must aftend a preservice orientation provided by
the facility before interacting with residents. The
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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 facility must keep the signed statement in the
employee ' s personnel record.

{b) Each assisted living facility employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
facility licensed as a limited mentat heaith facility
under s. 429.075 is exernpt 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.
430.5025 before interacting with residents, such
training may count toward the 2 hours of
preservice crientation 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 to be repeated during
inservice training. A single certificate of
completion that covers all required inservice
training topics may be issued to a participating
staff member if the training is provided in a single
training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours to all new assisted
living facifity employees who have not previously
completed core training as detailed in subsection
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().
{p) New staff must complete the preservice
orientation prior to interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee’s personnel
record.

{d) In addition to fopics 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 shall provide or
arrange for the following in-service training 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 infection control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its
infection control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to bicod borne
pathogens, may be used to meet this
requirement.

{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:

1. Reporting adverse incidents.

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

{¢) Staff who provide direct care to residents, who
have not taken the core training program, shal
receive a minimum of 1 hour in-service training
within 30 days of empioyment that covers the
foliowing subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident abuse,
neglect, and exploitation. The facifity must use its
abuse prevention policies and procedures when
offering this fraining.

{d) Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
frained in accordance with rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service training
within 30 days of employment that covers the
following subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily
living.

{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 elopement response policies
and procedures.

2. Al facility staff shall demonstrate an
understanding and competency in the

i ion of the
policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facifity
faited to ensure 1 of 3 staff sampled (Staff C,
Medication Technician) receive training in
Adverse incidents reporting.

Findings include:

Review of employee records revealed Staff C,
Medication Technician, with a hire date of
03/07/22. Staff C's record did not have
documentation evidence of completed training in
reporting adverse incidents.

During an interview on 02/03/26 at 01:00 PM, the
Business Office Manager stated, "We still can't
find the records.”

Class #l

ADB4 B9A-36.011(6) FAC 429.52(6), FS Training - A0B4
Assis Self-Admin Meds & Med Mgmt

59A-36.011
(6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unficensed
persons who will be providing assistance with the
o cations as bed in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S.,
prior to assuming this responsibility. Courses
provided in fulfiiment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect fo the supervision,
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and of
medications in assisted living facilities;
procedures and technigues for assisting the
resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medmahons the imponance of
taking icati as pl ;e of
side effects and adverse reactnons and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include fons of proper i

including techniques for infection control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with self-administration in
accordance with section 429.256, F.S., and rule
B89A-36.008, F.AC., including:

a. Assist with oral dosage forms, topical dosage
forms, and topical ophthaimic, ofic and nasal
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

¢. Recognize the need to obtain clarification of an
"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident's health care provider or facility
employer of inability to assist in the administration
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of such orders;
e. Complete a medication observation record;
{. Retrieve and store medication;
g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
h. Assist residents with insulin syringes that are
prefilied with the proper dosage by a pharmacist
and insufin pens that are prefilied by the

fact by taking the inits
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;
i. Assist with nebulizers;
j. Use a glucomster to perform biood glucose
testing;
k. Assist residents with oxygen nasal cannulas
and continuous positive airway pressure (CPAP)
devices, excluding the titration of the oxygen
levels;
{. Apply and remove anti-embolism stockings and
hosiery;
m. Placement and removal of colostomy bags,
excluding the removal of the flange or
manipulation of the stoma site; and,
n. Measurement of blood pressure, heart rate,
temperature, and respiratory rate.
{c) Unlicensed persons, as defined in section
428.256(1)(b}), F.8., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
training may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
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self-administration of medication and have

4 hours of assistance
with self-administration of medication training
must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (8)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (8)(b)2.h.-n,

42852

{6) Staff assisting with the self-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of fraining
provided by a registered nurse or a ficensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 1 of 3 staff sampled (Staff B,
Medication Technician) completed the initial 6
hour training in providing assistance with
self-administration of medications and safe
medication practices.

Findings include:

Review of employee records revealed Staff B,
Medication Technician, with a hire date of
09/01/25. Staff B's record did not have
documentation evidence of completed the initial 6
hours of training on providing assistance with
self-administered medications and safe
medication practices.

During an interview on 02/03/26 at 01:00 PM, the
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Business Office Manager stated, "We still can't
find the records.”

Class il

A 200 59A-36.025 FAC Emergency Environmental A 200
Control

B9A-36.025 Emergency Environmental Controt
for Assisted Living Facilities.
(1) DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shall prepare a detailed plan ("plan") to serve as
a 1o its Col i
Plan, to address

environmental control in the event of the loss of
primary electrical power in that assisted living
facility which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
licensees of assisted living facilities will be
equipped to ensure ambient air temperatures will
be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours in the
event of the loss of primary electrical power.
1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and that is
appropriate for resident care needs and life safety

i For planning no less
than twenty (20) net square feet per resident
must be provided. The assisted living facility may
use eighty percent (80%) of its licensed bed
capagcity as the number of residents to be used in
the calculation to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
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assisted living facility's comprehensive
emergency managerent plan includes allowing a
resident fo congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in Section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shalt
include information regarding the area(s) within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shall be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabilities and needs of residents; the
type, frequency, and amount of services and care
offered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or
equipment that may be used to achieve ambient
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (98) hours in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted Hving facility and the fuel required to
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to Chapter 252, F, S. must maintain an
aiternative power source and fuel as required by
this subsection at all times when the assisted
living facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability if
evacuation is necessary.

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

. A muttistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a fiood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
flooding or storm surge damage.

{b) The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain ambient
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96} hours after the
loss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuet source and fue!
storage.

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

a. Afacility with a ficensed capacity of 16 beds or
{ess must store 48 hours of fuel onsite.

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

2. An assisted living facility located in an area ina
declared state of emergency area pursuant to
Section 252.36, F.S. that may impact primary
power delivery must secure ninety-six (98} hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
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fuel necessary for ninety-six {96) hours during the
period of a declared state of emergency.

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

4. ¥ iocal ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted fiving
facility must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a refiable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary o
maintain, and test the equipment and its functions
1o ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a carbon
monoxide atarm.

{2) SUBMISSION OF THE PLAN,

{a} Each new assisted.living facility shalt submit
the plan required under this rule prior to obtaining
alicense.

{b) Each existing assisted living facility that
undergoes any additions, modifications,
aterations, refurbishment, renovations or
reconstruction that require modification of its
systerns or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the county emergency management
agency for review and approval.

{3) APPROVED PLANS,

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

{b) Within 30 days of the approval of the plan
from the county emergency management agency,
the assisted living facility shail submit in writing
proof of the approval to the Agency for Health
Care Administration to
assistediiving@ahca.myflorida.com.

{c) The assisted living facility shall submit a
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
implementation of the assisted living facility
emergency power plans on its website within fen
{10} business days of the plan’s approval by the
county emergency management agency and
update within ten {(10) business days of
implementation.

{4} IMPLEMENTATION OF THE PLAN.

{a) Each assisted fiving facility licensed prior to
the effective date of this rule shall, no later than
June 1, 2018, have implemented the plan
reguired under this rule.

{b) Each new assisted. living facility shalt
implement the plan required under this rule prior
o obtaining a license.

{c) Existing assisted living facifities that undergo
any additions, modifications, afterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shall implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.

{8) POLICIES AND PROCEDURES.
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{a) Each assisted living facility shall develop and
implement written policies and procedures to
ensure that the assisted living facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
source. The procedures shalt ensure that
residents do not experience complications from
it jons in ambient air inside
the facility. Procedures must address the care of
residents ocoupying the facility during a declared
state of i ,a iption of
the methods to be used fo mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;
2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of G requiring refrigeration;
3. Wellness checks by assisted living facility staff
to monitor for signs of dehydration and heat
injury; and
4. A provision for obtaining medical infervention
from emergency services for residents whose life
safety is in jeopardy.
{b) Each assisted living facility shall maintain the
written policies and procedures in a manner that
makes them readily available at the licenses's
physical.address for review by a legally
authorized entity, If the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c) The written policies and procedures must be
readily available for inspection by each resident;
each resident's legal representative, designee,
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surrogate, guardian, attorney in fact, or case
manager, each resident's estate; and such
additional parties as authorized in writing or by
faw.

{8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a viokation of any part of this
rule, the Agency for Health Care Administration
may seek any remedy authorized by Chapter 428,
Part |, or Chapter 408, Part Il, F.8,, including, but
not limited to, license revocation, license
suspension, and the imposition of administrative
fines.

{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.

{a) Assisted living facilities whose comprehensive
emergency management plan is to evacuate
must comply with this rule.

{p) Each facility whose plan has been approved
shall submit the plan as an addendum with any
future submissions for approval of its

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

ission for i fon has
been granted, each resident and the resident's
{egal representative:
1. Upon the initial submission of the plan to the
county emergency management agency that the
plan has been submitted for review and approval;
2. Upon final implementation of the plan by the
assisted living facility.
3. Annual submissions and approvals of the plan
do not require notification to residents or their
{egal representatives unless a significant
medification as defined in Rute 59A-36.019,
F.A.C., has been made to the plan,
{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
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above in a manner that makes each notification
readily available at the licensee's physicat
address for review by a legally authorized entity. If
the notifications are maintai nan i
format, facility staff must be readily available to
access and produce the notifications. For
purposes of this section, "readily available”
means the ability fo immediately produce the
notifications, either in electronic or paper format,
upon request.

This Statute or Rute is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure ambient air temperatures will be
maintained at or below 81 degrees Fahrenheit for
a minimum of ninety-six hours in the event of the
loss of primary electrical power by failing to
maintain the alternate power source, the
generator and fuel as required at the facility.

Findings include:

During an observation on 02/02/26 at 12:35 PM,
the facility generator's screen read, "shutdown,”
and the Maintenance Director attempted to start
the generator. The generator did not tum on, and
the screen changed to read, "switch not in auto,”
then a red light that read "Shutdown" began to
biink. The "Ready" fight was not iffuminated
{photographic evidence obtained].

During an observation on 02/02/26 at 12:40 PM, a
propane tank near the facifity generator was
observed to be empty. The needie of the fuel dial
rested past "E" {photographic evidence obtained].

During an interview on 02/02/26 at 12:40 PM, the
Maintenance Director stated, "The generator
stopped working about a month ago. A technician
came out to assess the generator scmetime last
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week, but he could not fix it and turned on the
emergency shutoff. The propane tank diat did
read empty, and it [the propane tank] sounded
empty."

During an interview on 02/02/26 at 01:00 PM, the
Administrator stated, "The generator is not
working and | did not know that the propane tank
was empty.”

Class ill
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