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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
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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. Thereafter, 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
$. 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 personnel record reviews and interview,

the facility failed to ensure 2 of 3 sampled

caregivers completed a 1-hour training program on
and Related

{ADRD) within 30 days after beginning

employment (A, B).
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Findings:

Review of Caregiver A's personnet record revealed
a hire date on and Caregiver B's hire date
on

The records did not contain documentation to
indicate the caregivers completed a 1-hour training
program on ADRD within 30 days after beginning
employment.

On at 3:45 PM, the Administrator stated
she just spoke with her assistant and the
caregivers have the level | and level I which covers
the training.

The Administrator and her assistant was made
aware of the updated one-hour training video from
Department of Elder Affairs (DOEA).

Class il
A 000 Initial Comments

Are-licensure survey was conducted at Sanctuary
By Strive - Bear Lake on . The facility had
deficiencies at the time of the visit.

AQ08 429.26( ) FS; 59A-36.006(2) FAC Admissions -
$5=D | Heaith Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced ptactice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to

22875
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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
submiited to the owner or administrator of the
facifity, who shalt 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 medicat
examination form may only be used to record the
practitioner’s direct observation of the patient at
the time of examination and must include the
patient's medical history. Such form does not
guarantee admission to, continued residency in, or
the delivery of services at the facility and must be
used only as an informative tool to assist in the
ion 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
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 Ct 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 personnef within
30 days before placerment in the facility. The
must include an of the
appropriateness of placement in a facility. The
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findings of this examination must be recorded on
the examination form provided by the agency. The
completed form must accompany the resident and
be submitted to the facility owner or administrator.
Additionally, in the case of a mental health
resident, the Department of Children and Families
must provide documentation that the individual has
been assessed by a psychiatrist, clinical
psychologist, ctinical 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
provide to the facility administrator any information
about the resident which would help the

i meet his or her ibilities under
subsection (1). Further, Depariment of Children
and Famities personnel shall explain to the facility
operator any special needs of the resident and
advise the operator whom o cali should problems
arise. The Department of Children and Famifies
shall advise and assist the facility administrator
when the special needs of residents who are
recipients of | .
require such assistance.

59A-36.006
(2) HEALTH ASSESSMENT. As part of the
adrmission criteria, an individual must undergo a
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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
of .

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

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and license
number of the examining health care practitioner.
{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1828, Resident Health Assessment for
Assisted Living Facilities, | , which is
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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 alt 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 orally 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,
{c) Medical examinations of residents placed by
the department, by the Department of Children and
Farmnifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Forrn 1823 described in paragraph (b).
(d) An assessment that has been conducted
through the Comprehensive, Assessment, Review
and Evatuation for Long-Term Care Services
{CARES) program may be substituted for the
medical examination requirements of Section
428.28, F.$. and this rule.
{e) Any orders issued by the health care

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

. . or therapeutic diets, may be attached to
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the health . Ahealth care
may attach a DH Form 1896, Florida
Form, for residents who do not
wish s . to be
administered in the case of or

{f) A resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.S., is exempt from the examination
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:
Based on record reviews and interviews, the facility
failed to ensure a health assessment form (1823)
was complete for 2 of 4 sampled residents (#1,
#2}, failed to obtain a complete hospice care plan
for 1 of 2 sampled residents (#1).

Findings:

1. Review of Resident #1's 1823 health
assessment revealed the medical certification
address, and the hospice care plan was
incomplete.

On at 2:35 PM, the Administrator stated
after review of the 1823 that she was not aware of
the missing address for the medical examiner or
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the missing hospice care plan start date. Adding,
the resident was on hospice when she moved into
the facility.

On at approximately 3:15 PM, the
Administrator stated she contacted hospice to
obtain an updated care plan.

2. Review of Resident #2's health
assessment revealed the check box for bedridden
was incomplete.

On at 2:35 PM, the Administrator stated
after review of the 1823 that the hospital completed
the form upon the residents’ return to the facility.

There was no documentation to indicate the facility
contacted a health care provider to obtain the
missing information.

On at4:20 PM, the Administrator
confirmed the findings.

{photographic evidence obtained)
Class il

A010: 420.26( ) FS; 59A-36.006(4) FAC Admissions -
88=D! Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
e ible for ining the ¥ of
admission of an individuat o the facility and for

ining the conti ppropi of
residence of an individual in the facility, A

A008

AQ10
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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
in law or rule related fo admission criteria or
continued residency for the type of license held by
the facility under this part. The following criteria
apply 1o the determination of appropriateness for
adraission and continued residency of an individual
in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment 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 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 facility
and the hospice will meet the scheduled and
unscheduled needs of the residertt, including, #
applicable, staffing for nursing care.

{d)1. Except for a resident who is receiving
hospice setvices as provided in paragraph (¢}, a
facility may niot 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
{0 a bed because of the inability to:

a. Move, turn, or reposition without total physicat
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assistance;

b. Transfer to a chair or wheeichair without total
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physical

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

3. # a facility is ficensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden 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
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 facifity.

59A-36.008

{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-
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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 Rule
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 incorporated by
reference in paragraph (2)(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 fo
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa |, |

may be retained provided that:
1. The resident contracts directly with a licensed
horme health agency or a nurse to provide care, or
the facility has a limited nursing services license
and services are provided pursuant to a plan of
care issued by a health care practitioner,
2. The condition is docurnented in the resident's
record; and,
3. #f the resident's condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged from
the facility.
{C)A . i resident who no longer meets
the criteria for continued residency may continue
1o 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 ficensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
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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
facifity, 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 fiving facility's staff which are within the
scope of the facility's license.

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense 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, record reviews, and
interviews, the administrator failed the
responsibility for determining the continued
appropriateness of placement for 1 of 2 sampled
resident. (#2)

Findings:

On at 10,40 AM, observation revealed
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Resident #2 visiting with family prior to funch in the
common area.

Review of Resident #2's 1823 health
assessment indicated physical or sensory
fimitations as total care. Her activities of daily
living reveated total care, staff completes the
action for the resident. There was no indication the
resident was receiving hospice services.

On at 1:09 PM, the Administrator stated
Resident #2 has an outside doctor and they
refused to sign the new form untita -0 is
completed due to the change of her insurance.
Adding, the family stated they had a hospice
consult, but the facility has been unable to find
any evidence that one was completed. Adding, the
resident is not receiving hospice services.

On at 3:00 PM, the Administrator stated
Resident#2 has an |, | scheduled
fornorrow with her doctor and her family will get an
updated 1823.

{photographic evidence obtained)
Class 1l

A078 59A.36.010(2) FAC Staffing Standards - Staff
88=D
{2) STAFF.

{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from 2 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

A010

AQ78
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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 fo another 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 annuat

inati Ui . An indivi witha
positive test must submit a health
care provider's statement that the individual does
not constitute a risk of -

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

ftute a risk of itting a icable

{b) Staff must be qualified to perform their
assigned duties consistent with their levet of
training, p ion, and i
Staff providing services requiring ficensing or
certification must be appropriately licensed 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 rute
chapter.
{c) All staff must comply with the training
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requirements of rule 59A-36.011, F.A.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 tirme sheets for all 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 428.174, F.8.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the facility
failed to ensure staff were qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience
when an uni caregiver (A, C) in
medications to 1 of 2 sampled residents (#2).

Findings:

Review of Resident #2's 1823 health
assessment indicated needs medication
administration.

Review of the | medication observation
record (MORs), it was unclear who administered
the medications.
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On at 1:56 PM, Unlicensed Caregiver A
stated she is a med tech and not a nurse. Adding,
she gives medications to Resident #2 and gave her
maedications today. She reviewed the medication
observation record (MORs), pointing to the initials
and dates identifying the dates for the medication
passes conducted. The dates were |, s
. ' , and

On at 2:00 PM, Unlicensed Caregiver C
stated she is a med tech and gives medications to
Resident #2. She reviewed the MORs and
identified her initials for dates on s ’

s . and

On at 2:35 PM, the Administrator stated
she was aware of the 1823. Adding, she tried fo
get an updated 1823 but the resident's doctor
refused to update unti after a o~ is
completed due to the change of insurance.

On at4:20 PM, the Administrator stated
she has reached out to the doctor to get an order
to allow the facility to administer the residents’
medication this evening. Adding, she has also
made the family aware if an order is not obtained,
they will need to return for the evening med pass.

{photographic evidence obtained)
Class 1l

A 160 59A-36.015(1) FAC Records - Facility
88=D
59A-36.015 Records.

The faciiity must maintain required records in a
manner that makes such records readily available

AQ78

A 180
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at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily available” means the ability to
immediately produce documents, records, or other
such data, either in electronic or paper format,
upon request.

(1) FACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility,
{b} An up-to-date admission and discharge log
listing the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if applicable,
a notation indicating that the resident was
admitted witha |, | ;and,

2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge requires
a new entry in the log. Discharge of a resident is
not required if the facility is holding a bed fora
resident who is out of the facility but intending to
return pursuant to Rule 59A-36.018, F.AC. if the
resident dies while in the care of the facility, the
log must indicate the date of

{¢) Alog listing the names of all temporary
emergency placement and respite care residents if
not included on the log described in paragraph (b).
{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
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be readily available by facility staff.

(e} The facifity's iability insurance policy required
in Rule 59A-36.013, FAC,

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C.

{g) The admission package presented to new or
prospective residents (less the resident's contract)
described in Rule 59A-36.006, F.A.C.

{h) I the facility advertises that it provides special
care for persons with ‘s or
related . & copy of alf such facllity
advertisements as required by Section 429.177,
F.8.

(i) A grievarice procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC,

(3} Al food service records required in Rule
59A-36.012, F.A.C., including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must include a copy of the contract for food
services and the food service contractor's license
or certificate to operate.

{k) Al fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
o Section 429.435, F.S., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.

{1) Al sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC,,
issued within the last 2 years.

{m) Pursuant fo Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions and
moratoriums issued by the agency within the last
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5 years.

{n) The facility's resident elopement response
policies and procedures.

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FAC,;

{a) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical ;

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's health department
food inspections and interview, the facility failed to
obtain a satisfactory inspection.

Findings:

On at 10:00 AM, review of the facility's

Department of Health {DOH) food service

i ion revealed an it y report dated
indicating compartment sink cannot be

used as a prep sink.

On at 11:45 AM, the Administrator stated
the DOH representative came last week and said
she was coming because the dual sink is not
for washing fruits and veggies.
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On at 4:20 PM, the Administrator
confirmed the findings.

{photographic evidence obtained)

Class 1l
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