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Initiat Coraments

An unannounced revisit to the Relicensure and
Complaint {(#2025013765) survey was ccnducted
at Rockwell Seniors, Inc. Il on

facility had uncorrected deficiencies related 1he
Relicensure and Complaint at the time of survey.

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

(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 communicable . The examination
performed by the health care provider must have
been conducted no earlier than 8 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
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
examination requirement, An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. i any staft member has, oris suspected of
hav:ng a c , such individual
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable
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{b) Staff must be qualified to perform their
assigned duties consistent with their level of
education, training, preparation, and experience.
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c) All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide services to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

by

This Statute or Rule is not met as evidenced by:
Based on record review and staff interviews, the
facility failed to ensure that 2 of 4 employees
reviewed (Staff C, and D) had a current physician
''s statement verifying that she was free from
communicable N -

{ ) onan annual basis. The deficient practice
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identified during the initial survey remained
uncorrected at the time of the revisit

The findings include:

Avreview of employee records indicated that Staff
C was hired on as a resident care
giver. The personnel file did not contain
documentation of a current

screening or the required annual physician's
statement verifying the employee was free from
communicable , including

Areview of employee records indicated that Staff
D was hired on as a resident care
giver. The personnel file did not contain
documentation of a current

screening or the required annuat physician's
statement verifying the employee was free from
communicable . including

No additional documentation was provided by the
Administrator during the revisit survey.
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408.821 FS Emergency Management Planning

408.821 Emergency management planning;
emergency operations; inactive license.~
(1) A licensee required by authorizing statutes
and agency rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergency operations. Such licensee shall
submit its comprehensive emergency

plan to the jocal
managerment agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 3¢
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvati of its plan by the local emergency
management agency, county health department,
or Department of Heaith.
{2) An entity subject fo this part may temporarily
exceed its licensed capacity fo act as a receiving
provider in accordance with an approved

compl plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers,

{3)(8) An inactive license may be issued to a
licensee subject to this section when the provider

22830}
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is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. 1s currently licensed,

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected 1o resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
dernonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by wiitten justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(4} ... Licensees providing residential or inpatient
services must utilize an online database

{22830}
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approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on record review, and interviews, the
facility failed to obtain and maintain an approved
C ive Ei Plan
{CEMP) to ensure the health and safety of all 6 of
the residents who reside at the Facility (Residents
#1,#2, #3, #4, #5 and #6).

The Findings include:

Areview of the local county emergency

management website on , showed the
facility's Comprehensive Emergency
Plan (CEMP) in Draft

status and had not been submitted for review.

During the revisit survey on at
approximately 9:45 AM the Administrator was
asked fo provide documentation on the CEMP
approval or submitted for review. The
Administrator stated the facility was waiting for
the fire inspection report before submitting the
plan.

The Administrator further stated they were waiting
on the county to review the plan and had been
making revision to the plan on the website. No
documentation by the Administrator was provided
during the re visit survey on to
demonstrate that the renewal plan or required
revisions had been formally resubmitted.

The facility failed to ensure compliance with
CEMP submission and approval requirements.
The deficient practice identified during the initial
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survey remained uncorrected at the time of the
revisit, leaving the facility without an approved
emergency management plan and placing
residents at continued risk during an emergency.

Class il

AHCA Form 3020-0001
STATE FORM 520 TEPTI2 1 continuation shoet 4 of 4




