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43050254 & ) / :
Training

{4) Employees of covered providers must
complete the following training for 's
and refated forms of :
{a) Upen beginning employment, sach employee
must receive basic written information about
interacting with persons who have ‘s
or related forms of
{b) Within 30 days after beginning employmeni
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
communicatlng and interacting wnh persons with
's or related forms of
. Arecord of the completion of the
training program must be made available to 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 empioyee 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 fo
repeat the program upon changing employment
to a different covered provider.
{c) Within 7 months after beginning employment
for a home health agency, nurse registry, or
companion or homemaker service provider, each
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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
0, 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 horne, 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 fraining in addition
o the training required in paragraphs (a) and (b},
The additional training must include, butis not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that adveriises
and provides, or is designated to provide,
specialized care for persons with 'S

ot related forms of , in addition
to the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,
each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additional 4 hours of

-specific training. Such training must
include, but is not limited to, understanding

and related forms of

, the stages of 's .

cc icati ies, medical ir
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and stress management,
3. Thereafter, each employee who provides
personat care must participate in at ieast 4 hours
of continuing education each calendar year
through contact hours, on-the-job fraining, or
electronic learning .- For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific training in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in &
minimum of one quarter-hour increments through
or-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning ... chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{fy1. An employee provided, assigned, or referred
by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph (e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and i ion of
the employee, if applicable, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5} before providing, assigning, or
referring an employee to a covered provider.
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{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
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 to provide services before | .
must complete the fraining required in this sectior
before . Proof of completion of
equivalent training completed before | | .
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 curricutum under paragraph (5)(d) until
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure that one out of thirty seven
sampled staff (Staff Y} received upon beginning
basic writter i ion about
interacting with persons who have ‘s
or related forms of

Findings as follow:

Review of the facility roster in the background
screening database showed Staff Y was hired on

as a non certified nursing assistant
and patient aid.

Review of Staff Y's records showed there was not
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a written documentation showing staff received
the basic written information about s or
related forms of training upon the
beginning of employment.

On at 6:25 AM Staff Y stated she had
not received all required training because she
was hired recently.

Unclassified
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Initiat Coraments

A re-licensure survey was conducted at Belmont
Village Coral Gables from through

. The Facllity had deficiencies
identified at the time of survey.

429.26( ) FS; 59A-36.006(4) FAC Admissions -
Continued Residency

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

AQ00
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who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delinsates how
the facility and the hospice will mest the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

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

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

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

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

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

3.  a facility is ficensed fe 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 Depariment of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.
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{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

B59A-36.006
{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical ination by a heatth care p
at teast 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 i by in @)b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c}, F.8.
{b) Aresident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. if the resident's condition fails to improve within
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30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c)A . #l resident who no longer meets
the criteria for continued residency may continue
to reside in the facifity if the following conditions
are met:
1. The resident qualifies for, is admitted to, and
consents 1o receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;
2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
o continued residency;
3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,
4. Docurnentation of the requirements of this
paragraph is maintained in the resident's file.
{d) The facility administrator is responsible for

ing the propri of
placement of a resident in the facility at ali times.
{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.
{f) Assisted living facility staff may provide any
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
professionat licensure or training.
{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-38.021, FAC.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11970300 B.WING 05/20/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
4111 SALZEDO ST
BELMONT VILLAGE CORAL GABLES
CORAL GABLES, FL. 33146
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A010] Continued From page 3 AQ10

AHCA Form 3020-0001

STATE FORM

XDIBH

i coninuastion sheet 4 of 23




Agency for Healih Care Administration

PRINTED: 06/30/2028
FORM APPROVED

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the continued appropriateness of
placement for forty out of forty-two sampled
residents (Resident #40). Resident #40 had
repeated and required three-person
assistance.

Findings include:

1)

Observation on at 8:42 AM revealed
Resident #40 in a wheelchair in her bathroom
being assisted by Staff Z (Pal), Staff DD
{Licensed Practical Nurse), and Staff W (Pal)
came to the door.

During an interview on at 8:45 AM
Staff W (Pal) stated Resident #40 was super
heavy didn't help when she was being assisted.
Staff W voiced two staff members previously hurt
their backs. Staff W voiced "nurses said
{Resident #40) needs to be re assessed.”

A review of Resident #40's health assessment
conducted on revealed Resident #40
required assistance with ambutation, bathing,

. eating, self-care (grooming), toileting,
and transferring.

During an interview on at 8:16 AM
Staff E (Pal} stated on she went to
Resident #40's room and tried to get Resident
#40 to stand up out of the wheelchair to pull up
Resident #40's briefs and pants after she
showered, Staff E gave out. Staff E
expressed she felt an electric and heard a
{oud pop at the bottom of her . Staff E stated

after she injured herself, "it was two pals that
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helped (Resident #40) now | hurt my its
three.” Staff E added that Staff D {Pal) was the
second staff member injured. Staff E stated she
was on fight duty and she couldn't kneel fo assist
residents.

During an interview on at 8:59 AM
Staff W (Pal) on she was with Staff Z
{Pal) and Staff DD (Licensed Practical Nurse) in
Resident #40's room. Staff W stated "we were
about to lift her from bed to wheelchair by
grabbing her by the arm." Before Staff W could
get Resident #40 up, she felt a strain on her

Staff W stated approximately 3 to 4 months ago a
nurse asked her in the past to help with Resident
#40 and Staff W would help. Staff W stated the
nurse struggled with Resident #40 and told
Resident #40 "to please stand up and take
steps.” Staff W stated that previously Resident
#40 would assist with staff, but that day Resident
#40 didn't help. Staff W stated Resident #40 was
just sitting there and to lift Resident #40 up it took
her and 2 nurses to help. Staff W stated she went
o doctor and had spasms and light duty
with no repeated bending.

During an interview on at 11:17AM
the Resident Care Director was asked if Resident
#40 had been reassessed due fo her requiring
three-person assistance. Staff HH stated that
Resident #40 does not require three staff
members, and that they reeducated staff because
every shift Resident #40 is a two-person assist.
Staff HH further stated that every other time staff
tried to transfer Resident #40, two people were
assigned and that in the morning Resident #40 is
just stiffer,

Areview of the resident care services policy
revealed the "admission criteria potential resident
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{persons) must meet the following criteria at the
time of admission. Required no more than
assistance with bathing, . eating,
grooming, and toileting. Be able to transfer and
hulate with asst , I

an ary.

2)
A review of the internal incident iog revealed
Resident #40 had on ,

Avreview of Resident #40's  risk assessment
revealed to be high-risk Resident #40 had to
score more than 10. Resident #40 total high-risk
score was 14.

Areview of Resident #40's doctors notes dated

revealed "patient is homebound due
to . and function decline with a fack of
balance and coordination. The patient is unable
to perform ADL without assistance. She is at high
risk for due to her current state and
fimitations.”

During an interview on at 11:01 PM
Staff HH stated Resident #40 care plan was
updated for rounds and checked for Resident #40
at end of shift.

Areview of Resident #40's pal approach chart
and service plan for revealed the
pal instructions are "check the resident prior to
leaving encourage to ask for assistance when
needed, pat to retum frequently. “Clear clutter
and trip hazards.” "Safety room checks wit
increase frequency dueto  risk.”

During an interview on at 10:57 AM
Staff HH stated that "if nothing is working, we will

then have a conversation with resident's family
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suggesting a higher level of care.” When asked
what will happen after care plans, assistive
devices, and physical don't work for
residents who repeatedly
Class it
ADB32) 5YA-36.007(7) FAC Resident Care - Elopement A032
§8=D! Standards

59A-36.007
{7) ELOPEMENT STANDARDS.
{a) i d at Risk for

All residents assessed at risk for slopement or
with any history of elopement must be identified
s0 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.AC., this requirement is satisfied. 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 this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort fo determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff frained
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
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al risk residents on file that is accessible to all
facility staff and faw enforcerment as necessary.
The facility's file must contain the resident’s photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident's representative.
{b) Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding fo a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for
implementing each part of the elopement
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrogate, and case
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 to Section 429.41(1)(k), F.S.

This Statute or Rute is not met as evidenced by:
Based on record review, obsetvation and
interview, the facility failed to follow its own
elopement policy.

Findings included:

A review of facility's records showed there were
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23 residents identified as elopement risk.
Areview of the facility elopement policy showed
that 'In Florida, residents assessed to be at risk of
elopement will have identification on their
persons.”
On at 11:02 AM observation showed 4
residents in the Neighborhood {memory care) that
were on the elopement list (# 28, # 31, # 33 and #
41, had no identification on their persons.
On at 1:20 PM, the Adminjstrator stated,
“They do not have an identification. Why do they
need an identification if they are in memory
care?”
Class il
A081 429.52(1 & 7) FS; 59A-36.011( ) FAC Training A081
88=D | - Staff In-Service

429.52

{1)(a) Each new assisted living facility employee
who has not previously completed core training
must aftend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
emptoyee 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.

{h) Each assisted living faclity employee must
complete the training required under s. 430.5025.
However, an employee of an assisted living
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facility licensed as a limited mental heaith facility
under . 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 orientation required under paragraph
{a).

{7) Facility staff shall participate in inservice
training relevant to their job duties as specified by
agency rule. Topics covered during the preservice
orientation are not required 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 feast 2 hours to all new assisted
living facility employees who have not previously
completed core training as detailed in subsection
1.

{b) 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,
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2. The facility's ficense type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shali 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 heaith aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and faciity
sanitation procedures, before providing personal
care to residents. The facility must use its
control policies and procedures when

offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
., .. ., 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
emergency evacuation.
{c) Staff who provide direct care fo residents, who
have not taken the core training program, shalf
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
following subjects:
1. Resident rights in an assisted living facility.
2. Recognizing and reporting resident .
neglect, and | . The facility must use its

prevention policies and procedures when
offering this training.
{d) Staff who provide direct care to residents,
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other than nurses, CNAs, or home health aides
trained in accordance with rute 59A-8.0085,
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
fiving.

{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment 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 factity staff shall be provided with a copy of
the facility'’s resident elopement response policies
and procedures.

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

i ion of the p

policies and procedures.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that its staff completed two hours
of pre-service orientation prior to interacting with
residents and further, had one hour of

control training for one out of 37 sampled staff
{Staff Y},

Findings include:
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@)

7 ). Pursuant to section
381.0035, .S, all facility employees, with the
exception of employees subject to the
requirements of section 456.033, F.S., must
complete a one-time education course on
and , including the topics prescribed in the
section 381.0035, F.8. New facility staff must
obtain the training within 30 days of employment.
Documentation of compliance must be
maintained in accordance with subsection (12), of
this rule.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
falled to demonstrate documentation of
compliance with the

IAcquired ..
{ 7/ } training requirement for one of the
thirty-seven staff sampled (Staff BB).

Findings include:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
AL11970300 B WING 05/20/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
4111 SALZEDO 8T
BELMONT VILLAGE CORAL GABLES
CORAL GABLES, FL. 33146
D SUMIMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A081! Continued From page 13 A081
During an interview on at6:21 AM
Staff Y {Caregiver) advised that she started at the
facility three days prior.
A review of Staff Y's employee record revealed
that she had a hire date of and.she
did not have documentation that two hours of
pre-service orientation was completed. Further
review revealed that she also did not have
documentation that one hour of control
training was completed.
Class il
A082 59A-36.011{4) FAC Training-  / A082
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Record review of Staff BB (Medication

Technician) hired on revealed no
! training.
On at 1115 PM the Administrator

stated that Staff BB had alt required trainings;
however, despite multiple requests, the 7
training records were never provided.

Class Hl.

A090, 59A-36.011(11) FAC Training - A090

[

TRAINING.

{a) Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facifity’s policies and
procedures regarding .
{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facifity's policy and procedures
regarding within 30 days after
empltoyment.

{c) Training shall consist of the information
included in rule 59A-36.009, F A.C.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that newly hired staff received the
required one hour of fraining on the facility's
policies and procedures regarding Do Not

Order { ) within 30 days of
emiployment.
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Findings include:
On at 6:48 AM, during an interview,
overnight Staff | (Caregiver) was not
knowledgeable about .
yand
). Staff | stated that she would wait
for the nurse to provide
On at 8:54AM During an interview
with Staff K (Caregiver) she confirmed that the
nurses are the ones who provide to the
residents.
Areview of the New Employee Training Checklist
revealed that new employees received
training at the start of employment.
Class il
A161] 429.275(2) FS; 59A-36.015(2) FAC Records - A181
$8=D ' Staff

429.275
{2) The administrator or owner of a facility shalt
maintain personnel records for each staff
member which contain, at a mnmmum.

fon of background i

of i with alf

training requirements of this part or applicable
rule, and a copy of all licenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015

{2) STAFF RECORDS.

{a) Personnel records for each staff member
must contain, at a minimum, a copy of the
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with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 50A-36.011, F.AC.,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
429.174, F.S., and Rule 59A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, F.AC.
{c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.AC.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to have a Job description for one out of
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

4. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance .
8. Name, address, and telephone number of next
of kin, legal representative, or individuat
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the

{

1
2.,
3. Race,
5

6.

7
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thirty seven staff (Administrator).
Findings as follow:
Review of the facility finder database showed the
facility was ficensed for 233 beds.
Review of the Facility's roster in the background
ing database showed the i
was hired on R
Review of the Administrator's record showed
there was not a job description available for
review.
On at 1:40 PM the Administrator
stated believed the job description was in the
record but he was unable to provide it.
Class #l
A 162 59A-36.015(3) FAC Records - Resident A162
88=D
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resident's health care practioner and case
manager, if applicable.

{b) Acopy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided; supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC, if applicable.

{e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their | recorded
semi-annually. This subsection does not apply to
residents who are recelving licensed hospice
services when such residents, their
representatives, or their physicians request in
wiitingthat | not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C., if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.A.C.

{i) A copy of the resident’s contract with the
facility, including any addendums to the contract
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as described in Rule 59A-36.018, F.A.C.
{§) For a facifity whose owner, administrator, staff,
or representative thereof, serves as an atiorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 429.27, F.S,
{k) For any facility that maintains a separate trust
fund to receive funds or other preperty belonging
1o or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1} ¥ the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ( . .), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
hitpy firules.c .asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
facility if the facllity can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Famifies.
{m) Documentation of the | | ofa
heailth care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0} The resident’s ,DH
Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living facifity, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
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record keeping may be limited to a log listing the
narmes of residents participating in this
arrangement.

{q) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
confract to retain the records for a longer period
of fime. Upon request, residents must be
provided with a copy of their records upon
departure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
ficense are provided in Rules 59A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview the facility
falled to have accurate Health Assessments for
six out of forty one sample residents { Residents
#17, #28, #31, #33, #38 and #41).

Findings as follow:

1. Areview of the facility's records showed
Residents #28, #31, #33, and #4 1 were identified
under elopement risk by facility.

Review of Resident #28's assessment date
showed the resident was not under

elopement risk.

Review of Resident #31's assessment date
showed the resident was not under

elopement risk.

Review of Resident #33's assessment date
showed the resident was not under

elopement risk.

Review of Resident #41 assessment date
showed the resident was not under
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elopement risk.

2. Areview of Resident #17's record showed the

resident was admitted to facifity on

having a history of . The pre-placement

appraisal evaluation conducted by facility on
stated the resident had a broken

duetoa . Further review of the record showed

the resident had muliiple on facility after

admitting but Health assessments available for

review dated . B

did not reflect Resident #17 was under the risk of

3. Areview of Resident #38 observation notes
showed the resident had on

A review of Resident #38 Heailth assessment
dated showed the
nursing/treatment/ ., services, physical or
sensory fimitations, and special precautions were
ieft blank.

4. Areview of Resident #40's progress notes
showed the resident had on

. and

A review of Resident #40 Health Assessment
dated showed the resident was not
under special precautions for

A review of the facility's elopement risk policy
stated "All residents (ALF and neighborhood)
should be assessed for their risk of unsafe

.. during the initial Admission
Assessment, and it aiso stated that residents who
had a history of elopement shoutd be identified
and the residents’s physician may specify that the

resident is not o leave the community without
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supervision.

In Florida, residents assessed to be at risk of
elopement wifl have identification on their
persons.

Areview of the facifity's  policy stated " All
residents will be assessed for risk of just
prior to, or at the time of move in and periodically
at the discretion of the Director of resident care
services.”

On at 1:50 PM the Administrator

the Health of
Residents identified under  and/or elopement
risk were not acourate adding Residents #28,
#31, #33, and #41 that were identified under
elopement risk did not carried credentials with
them due to they were in memory care.

Class il
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