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Initiat Coraments

A follow-up survey was completed at Adam Home
#2 Inc. on . Defeciences were
identified during the survey.

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilittes must:

1. Provide a safe living environment pursuant to

section 429.28{1)(a), F.S.;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurienances are maintained in good

working order,

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

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or sleeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a maitress no

less than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
1o ensure easy access by the resident,

2. A closet or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or floor

lamp, and waste basket; and,

5. A comfortable chair, if requested.

{c) The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

use.
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{e) Facilities must make available linens and
personat laundry services for residents who
require such services. Linens provided by a
facility must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to provide a safe living environment, free of
hazards for three out of twelve sampled residents
{Resident #4, #5, #6)

Findings included:

Observation on at 6:47 am, revealed
a dark continuous of black disclororation
along the lower portion of the wall near the
baseboard. Further observation revealed a loose
wood panel leaning against the wall, and a glass
bottle sitting on the floor adjacent to the wall.
{photographic evidence obtained)

Interviewed on at 6:47am, Staff B
{Caregiver) stated that the loose wood panel
belonged to Resident #4.

Class ill

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

428.275

{2} The administrator or owner of a facility shalf
maintain personnel records for each staff
member which contain, at a minimum,

dos fon of background ing, if
applicable, documentation of compliance with alt
training requirements of this part or applicable
rule, and a copy of all licenses or certification held
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by each staff who performs services for which
licensure or certification is required under this
part or rule.

59A-36.015
(2) STAFF RECORDS.
{a) Personne! records for each staff member
must contain, at a minimum, a copy of the
ication, 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 59A-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
428.174, F.S., and Rule 50A-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 purstiant 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, FAC.
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{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, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility falled to assure one out of
four sample staff (Staff B) signed an attestation of
compliance with the background screening.

Findings include:

On at 6:46am Staff B was observed
caring to residents within the facility.

Areiew of Staff B's pesonnel files revealed that
the staff had been hired on . Further
review of the personnel file showed there was no
signed attestation of compliance with the
background screening requirements.

On at 7:50 am, during a phone
interview, the Aministrator stated the Staff B did
not have a signed attestation sign the attestation
of compliance with the background screening
requirements on file.

Class Hl

AHCA Form 3020-0001

STATE FORM

DLBR13

1 continuation shoet 4 of 4



