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NEURORESTORATIVE FLORIDA

AGO0 Initial Comments AQ00

Are-licensure sutvey, an extended congregate
care visit, a complaint investigation {complaint
number; 2025017341), and a generator monitoring
visit were conducted at Neurorestorative Florida
ALF on . Deficiencies were identified at
the time of survey,

A00B 420.26( ) FS; 50A-36.006(2) FAC Admissions - A008
S5+D. Health Assessment

429.26
{5) Each resident must have been examined by a
licensed physician, a licensed physician
assistant, or a licensed advanced practice
registered nurse within 60 days before admission
to 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 or on 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
facifity, 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 to record the
practitioner's direct observation of the patient at
the time of examination and must include the
patient's medical history. Such form does not

ission to, i i in, or
the delivery of services at the facility and must be
used only as an informative too! to assist in the

ination of the appropri of the

resident’s admission to or continued residency in
the facility. The medical examination form,
reflecting the resident's condition on the date the
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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 assessment that has been
through the Cc i

Assessment and Review for Long-Term Care
Services (CARES) Program fulfilis the

i for a medicat ination under this
subsection and s. 429.07(3)(b)6.

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

rust 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 subrmitted to the facility owner or administrator.
Additionally, in the case of a mental health
resident, the Department of Children and Famifies
must provide documentation that the individual has
been assessed by a psychiatrist, 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 living facility.
The documentation must be in the facility within
30 days after the mental heaith resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mental hospital
meets the requirements of this subsection related
to appropriateness for placement as a mental
health resident provided that it was completed
within 80 days prior to admission to the facifity.
The Department of Chidren and Families shalt
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provide to the facility administrator any information
about the resident which would help the

i meet his or her ibifities under
subsection (1). Further, Depariment of Children
and Families personnet shall explain to the facility
operator any special needs of the resident and
advise the operator whom o 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 | o
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 1o a facility pursuant to Section

429.26(5), F.8. 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 fimitations,

2. An evaluation of whether the individual will

require supervision or assistance with the activities

of daily living,

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
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of s

.. B or any cther
communicable , which are fikely to be
transraitted 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 metin
an assisted fiving facility; and,
8. The date of the examination, and the name,
signature, address, telephone number, and license
nurmber 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: firules. .asp?No=

Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. ¥ the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed fully,
then the omitted items may be obtained by the
administrator or designee either oraily or in writing
from the health care practiioner. The missing or
omitted information must be obtained and
documented in the resident's record within 30
days after the resident’s admission to the facility.
2. Omitted or missing information received orally
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,
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{¢) Medical examinations of residents placed by
the department, by the Department of Children and
Famifies, 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
428.28, F.8. 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 practiti
may attach a DH Form 1896, Florida

Form, for residents who do not

wish to be

adrinistered 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
requirements 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
ficensed capacity in order to accept such a
resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:

AHCA Form 3020-0001
STATE FORM

o

EBHDT

f continuation sheet 5 of 18



Agency for Healih Care Administration

PRINTED: 04/27/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11668997

(X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY

A BUILDING:

BWING

COMPLETED

04/15/2026

NEURORESTORATIVE FLORIDA

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
321 BRADEN AVE
SARASOTA, FL. 34243

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

o
PREFIX
™G

PROVIDER'S PLAN OF CORRECTION (X8
{EACH CORRECTIVE ACTION SHOULD BE CO‘DA;LEUE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

A008! Continued From page 5

Based on record review and interview, the facility
failed to obtain a health assessment with the date
on it for one (Resident #3) of one samped resident.

Findings included:

Arecord review for Resident #3, conducted on

, revealed there was no date on
Resident #3's health assessment form. The
previous one was dated and was no
jonger valid.

During an interview on at 10:10 AM the
Campus Director and Administrator both agreed
there was no date on Resident #3's health
assessment form.

Class il

A 032 59A.36.007(7) FAC Resident Care - Elopement
88D standards

59A-36.007

{7) ELOPEMENT STANDARDS,

{a) Residents Assessed at Risk for Elopement. All
residents assessed at risk for elopement or with
any history of 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
emergency basis by the Department of Chiidren

A008

A032
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and Families pursuant to Section 415.105 or
415.1051, F.8., is exempt from this requirement
for up to 30 days,

1. As part of its resident elopement response
poticies 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 narme,
address, and telephone nurber. Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (¢},
F.A.C., must be generally aware of the location 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 fo alf
facility staff and law 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 fo
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 policies and procedures rmust
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 dufies
and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
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manager if the resident is not located pursuant to
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 fo Section 429.41(1)(k}, F.S.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure elopement drills were participated
in by all direct care employees and administration
for four {Administrator, Staff A, Staff B, and Staff C)
of five sampled employees.

Findings included:

Areview of the elopement drills, conducted on

, revealed that elopement drills were
performed on s , B
and . The Administrator, Staff A, Staff
B, and Staff C had not participated in any of the
elopement drills.

An employee record review for the Administrator,
Staff A, Staff B, and Staff C, conducted on
, revealed the Administrator was hired

on . Staff Awas hired on .
Staff B was hired on . Staff C was hired
on

During an interview on at 10:10 AM the

Campus Director and the Administrator both stated
there were some issues with the elopement drills
and the Administrator, Staff A, Staff B, and Staff C
had not participated in any of the elopement drills.
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AQ78

A078 59A-36.010(2) FAC Staffing Standards - Staff
88=0
{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

i . The inati

performed by the health care provider must have
been conducied no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee iransferring without
a break in service from one facility to ancther when
the facility is under the same management or
ownership,

1. Evidence of a negative examination
must be documented on an annual 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

inati i An indivi witha
positive test must submit a health

care provider's statement that the individual does
not constitute & risk of

2. if any staff member has, or is suspected of
having, a i , such individ
must be immediately removed from duties untii a
written sfatement is submitted from a heaith care
provider indicating that the individual does not

i a risk of itting a i

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
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education, training, preparation, and experience.
Staff providing services requiring licensing or
certification must be appropriately ficensed or
certified. Al 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 . 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 alf staff.

{f) Level 2 background screening rmust 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, the facility
failed to obtain a negative annually for
one {Staff D) of one employee.

Findings included:
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Arecord review for Staff D, conducted on

. revealed Staff D's last
examination was on . There were no
other examinations in Staff D's
employee record. Staff D was hired on

During an interview on at 2:15 PM the
Campus Director and the Administrator both
agreed Staff D had no other in the

employee record.

Class Hl

SAS“!? 59A-36.018 FAC; 429.24 FS Resident Contracts A167
59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S,, the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the following provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthiy rates, or a reference to a
separate fee schedule that must be attached to
the confract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.S,;
{f) The purpose of any advance payments or

AHCA Form 3020-0001
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deposit payments, and the refund policy for such
advance or deposit payments;

{g) A refund policy that must conform fo section
429.24(3), F.S.;

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to reserve a bed for a resident
who is admitted to a nursing home, heaith care
facility, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident’s medical condition
prevents the resident from giving written
notification, such as when a resident is comatose,
and the resident does not have a responsible party
to act on the resident's behalf,

(1) A provision stating whether the facility is
affiiated with any refigious organization and, if so,
which organization and its relationship to the
facility;

(i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for transfer
10 a care setting that is able to provide services
needed by the resident. In the event the resident
has no one to represent him or her, the facility
must refer the resident to the social service
agency for placement. If there is disagreement
regarding the appropriateness of placement,
provisions outlined in section 429.26(8), F.S., will
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take effect;
(k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
o subsection (4), of that rule;
(1) The facifity's policies and procedures for
self-administration, assistance with

If- ini ion, and inis ion of
medications, if appficable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule; and,
{m) The facifity's policies and procedures related
1o a properly executed DH Form 18986,

(2) The resident, or the resident's representative,
must be provided with a copy of the executed
contract.

(3) The facility may not levy an additional charge
for any supplies, services, or accornmodations
that the facifity has agreed by contract to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative must
be furnished in advance with an itemized written
statement setting forth additionat charges for any
services, supplies, or accommodations avallable
to residents not covered under the contract. An
addendum must be added to the resident contract
fo reflect the additional services, supplies, or
accommodations not provided under the original
agreement. Such addendum must be dated and
signed by the facility and the resident or resident's
iegal representative and a copy given to the
resident or resident’s representative.

429.24 F$
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(1) The presence of each resident in a facility shalf
be covered by a@ contract, executed at the time of
admission or prior thereto, between the licensee
and the resident or his or her designee or legal
representative. Each party to the contract shall be
provided with a duplicate original thereof, and the
licensee shall keep on file in the facility all such
contracts. The licensee may not destroy or
otherwise dispose of any such contract untit 5
years after its expiration.

{2) Each contract must contain express provisions
specifically setting forth the services and
accommodations to be provided by the facility; the
rates or charges; provision for at least 30 days'
written notice of a rate increase; the rights, duties,
and of the residents, other than those
specified in s. 429.28, and other matters that the
parties deem appropriate. A new service or

ion added to, or i ina
resident's contract for which the resident was not
previously charged does not require a 30-day
written notice of a rate increase. Whenever money
is deposited or advanced by a residentin a
contract as security for performance of the
contract agreement or as advance rent for other
than the next immediate rental period:
{a) Such funds shall be deposited in a banking
institution in this state that is jocated, if possible,
in the same community in which the facifity is
located; shall be kept separate from the funds and
property of the facility; may not be represented as
part of the assets of the facility on financial
statements; and shall be used, or otherwise
expended, only for the account of the resident.
{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
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resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident’s
transfer, discharge, or .

(D) I a licensee agrees 1o reserve a bed fora
resident who is admitted to a medicat facility,
including, but not limited to, a nursing home,
health care faciiity, or | facility, the
resident or his or her responsible party shail notify
the licensee of any change in status that would
prevent the resident from refurming to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{¢) The purpose of any advance payment and a
refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facility.

(5) Neither the contract nor any provision thereof
relieves any licensee of any requirement or

- imposed upon i by this part or rules
adopted under this part.

(6) In liew of the provisions of this section, facilities
certified under chapter 651 shall comply with the
requirements of s. 851.055.
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{7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part Il
of chapter 83, provided that the lease is terminated
automatically without financial penalty in the event
of a resident's or relocation due to

- hospitatization o to medical reasons
which necessitate services or care beyond which
the facility is licensed to provide. The date of
termination in such instances shall be the date the
unitis fully vacated, A lease may be substituted
for the contract if it meets the disclosure
requirements of this section. For the purpose of
this section, the term "apartment” means a room
or set of rooms with a kitchen or kitchenette and
favatory located within one or more buildings
containing other similar or like residentiat units.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facility
failed to have a contract for execution by the
resident or responsible party before or at the time
of admission for two (#2 and #3) of two sampled
residents.

Findings included:

Arecord review for Residents #2 and #3,
conducted on , revealed the residents
did not have a contract in thelr resident records,
Resident #2 was admitted on

Resident #3 was admitted on

During an interview on
Campus Director and

at 2:15 PM the
revealed both
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could not find the resident contracts for Residents
#2 and #3.
Class Hl
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 employment in & currently licensed ECC
facility as an administrator or ECC supervisor.
Successful completion of the assisted living
facility core training shall be a prerequisite for this
training. ECC supervisars who attended the
assisted living facility core training priorto | s

, shall not be required {o take the assisted
living facility core training competency test.
{b) The administrator and the ECC supervisor, if
different from the administrator, must complete a
minimum of 4 hours of continuing education every
two years in topics relating to the physical,
.. . . orsocial needs of frail eldedy and

persons, or persons with
or related

{c) All direct care staff providing care fo residents
i an ECC program must complete at least 2
hours of in-service training, provided by the facility
administrator or ECC supervisor, within 6 months
of beginning employment in the facility. The
training must address ECC concepts and
requirements, including statutory and rule
requirements, and the delivery of personal care
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and supportive services in an ECC facility.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
fafled to ensure staff had obtained four-hours of
{raining regarding extended congregate care
services for one (Administrator} of one sampled
employee.

Findings included:

Acrecord review for the Administrator, conducted on

, reveated the Administrator had not
completed the four-hours of training regarding
extended congregate care services within three
months of employment.

During an interview on at 02:15 PM the
Campus Director and the Administrator both
agreed the Administrator had not completed the
four-hours of training regarding extended
congregate care. The Administrator stated that she
had not taken the four-hours training yet.

Class il
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43050254 & ) / .
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
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
understanding the basics about the most common
forms of . how to identify the signs and
symptoms of , and skills for
commumcatlng and mteracnng 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 training
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

s

22875
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for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of training in addition to the
training required in paragraphs (a) and (b}. The
additional training must include, but is not limited
1o, 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 fo
the training required in paragraphs (a) and (b). The
additional training must include, but is not limited
{0, behavior management, promoting the person's
independence in activities of daily living, skills in
working with farmilies and caregivers, group and
individual activities, maintaining an appropriate
environment, and ethical issues.
{e) For an assisted fiving facility, adult family-care
home, or adult day care center that advertises and
provides, or is designated to provide, specialized
care for persons with " or
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 empioyment,
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 empioyment,
each employee who provides personal care must
complete an additionat 4 hours of

-specific training. Such training must
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include, but is not limited to, understanding
and retated forms of

, the stages of 's s
communication strategies, medical information,
and stress management.
3. Thereatter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic iearning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facifity
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to help
develop and refine the employee's skills for caring
for a person with or a related
form of . The continuing education must
cover at least one of the topics included in the

-speciic training in which 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 on-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.
{f)1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (c), paragraph {d}), or
paragraph {e} that s applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of the
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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 {0 a covered provider.

(7) For a certified nursing assistant as defined in
8. 464.201, training hours completed as required
under this section may count toward the totat
hours of training required to maintain certification
as a nursing assistant.

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

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

, or referred to provide services on or
after . may complete training using
approved curriculum 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 interview, the facility
failed to ensure within thirty days of employment
employees completed a one-hour online training
with the depariment regarding 's

and related forms of for three
of three employees (Administrator, Staff A and
Staff D). Furthermore, the facility failed to ensure
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employees completed a three hours training
regarding s and related forms of

within seven months for five of
five employees (Administrator and Staff A, Staff B,
Staff C, and Staff D).

Findings included:

An employee record review for the Administrator,
Staff A, Staff B, Staff C, and Staff D, conducted on
, revealed the Administrator, Staff Aand
Staff D's employee records did not contain
evidence the employees completed the one-hour
online training regarding 's and
related forms of within thirty
days of employment. The Administrator , Staff A,
Staff B, Staff C, and Staff D did not complete an
additional three hours of training regarding
and refated forms of
within seven months of employrment. The

Adrrinistrator was hired on . StaffA
was hired on . Staff B was hired on
. Staff C was hired on . Staff

D was hired on

During an interview on at 10:10 AM the
Campus Director and Administrator both agreed
the and related forms of

trainings were not completed
within the specified timeframes.

Class Hl
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