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A1B1

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

428.275
{2) The administrator or owner of a facility shalt
maintain personnel records for each staff
member which contain, at a minimum,
do ion of background ing, if

i ion of i with alt
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
licensure 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
ication, with

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

. In addition, records must contain the
following, as applicable:
1. Dosumentation 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
429.174, 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

in icipation in resident

drills pursuant fo paragraph 59A-36.007(8)(c),

A6t
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FALC.
{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.
{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.A.C.

This Statute or Rule is not met as evidenced by:
Based on record review and inferviews, the
facility falted to ensure a written work schedule
and staff time sheets were available for review.

The findings included:

On at 9:30 AM, Staff A stated during
interview that she worked a 24 hour shift from
Sunday through Wednesday, and that Staff B
arrives on Wednesday and works untif she
returns. No other staff were mentioned as
working at the facility, including the Administrator.
Staff A stated the Administrator was not present
at this time, and did not know if he would be
returning today. A written work schedule was
requested from Staff A but unavailable for review.

During a telephoenic interview with the
Administrator on at 10:51 AM, these
findings were discussed. A census of six (6) or
more residents required a minimum of 212 hours
of direct care staff working per week. The
Administrator stated he worked at each of his
three (3) facilities twelve {12) hours weekly.
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During interview with Staff D at 1:.00 PM on
, she stated she worked at the facility two
{2) hours a day for four {4) days a week.
A staffing schedule was received by the facility in
an email on . The schedule showed an
"x" for days that individuals worked at the facility,
with a total number of hours worked weekly
noted. There were no times fisted to show a
24-hour staffing pattern as required. The total
number of hours worked was listed as 208 hours
for the week, less than the 212 minimum
required.
Class il
AL243 428.075(1) FS; 59A-36.011(9) FAC LMH - AL243

Training

429.075

{1) To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
heaith license, the facility administrator and the
staff of the facility who are in direct contact with
mental heaith residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408, Notification of approval or denial of such
request shall be made in accordance with this
part, part 1l of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.
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59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 420.075, F.S_, the

administrator, managers and staff, who have

direct contact with mental health residents ina

ficensed limited mental health facility, must

receive the following training:

1. A minimum of 6 hours of specialized training in

working with individuals with mental health

diagnoses.

a. The fraining must be provided or approved by

the Department of Children and Families and

must be taken within 6 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

health facility.

b. Training received under this subparagraph may

count onoce for 6 of the 12 hours of continuing
required for inis

managers pursuant to section 429.52(5), F.S.

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

online, or through distance learning, biennially

thereafter in subjects dealing with one or more of

the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

(1) Mental health needs, services, behaviors and

appropriate interventions;

{11y Resident progress in achieving freatment

goals;

{11} How to recognize changes in the resident's

status or sondition that may affect other services

received or may require intervention; and,

{ ) Crisis services and the

procedures.

3. For administrators and managers, the
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continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(5), F.8., and subsection {1) of
this rule.

4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shall have up
to 6 months after the effective date of this rule to
meet the training requirement,

{b) Administrators, managers and staff do not
have to repeat the initial fraining should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
subparagraph (a)2. of this subsection, are
retained in their personnet files.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure that 1 out of 2 sampled
staff {Staff A) had obtained a minimum of six (6)
hours of training in Limited Mental Health {(LMH)
within six (6) months of their date of hire.

The findings included:

The personnel fite for Staff A was reviewed for
training in LMH on and did not contain
documentation of any LMH training provided or
approved by the Department of Children and
Families and dated 8 months of hire. The
following training provided by the Administrator
was reviewed:

Staff A-Date of Hire
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1. Three (3) hour training completed
2. Three (3) hour training completed

The Administrator was notified of this finding on
at 10:51 AM. The facility provided
additional documentation for review by email on
showing Staff A completed eight (8}
hours of LMH training on this date.

Class il

A000! Initial Comments AOD

An unannounced Relicensure with Limited Mental
Heaith (LMH), Limited Nursing Services (LNS)
and a Generator Monitoring survey was
conducted on . at Vitality Spring
Resort ALF LLC. The facility had deficiencies
identified related to the Relicensure survey at the
time of the visit.

Note: There were no Limited Nursing Services
{LNS) residents at the time of the survey.

A004; 59A-36.004 FAC Licensure - Requirements A0D4

59A-36.004 License Requirements.

{1) SERVICE PROHIBITION. An assisted living
facility may not represent that it provides any
service other than a service for which it is
ficensed to provide.

{2) CHANGE IN USE OF SPACE REQUIRING
AGENCY CENTRAL OFFICE APPROVAL., A
change in the use of space that increases or
decreases a facility's capacity must not be made
without prior approval from the Agency Central
Office. Approval must be based on the
compliance with the physical plant standards
provided in Rule 59A-36.014, F. AC,, as well as

AHCA Form 3020-0001
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do jon of with fire
safety and sanitation inspection requirements
referenced in Rule 58A-36.005, F.A.C.
{3) CHANGE IN USE OF SPACE REQUIRING
AGENCY FIELD OFFICE APPROVAL. A change
in the use of space that involves converting an
area to resident use, which has not previously
been inspected for such use, must not be made
without prior approval from the Agency Field
Office, Approval must be based on compliance
with the physical plant standards provided in Rule
59A-36.014, F.A.C., as well as documentation of
compliance with applicable fire safety and

itation i ion standards r in
Rule 59A-36.005, FA.C.
{4) CONTIGUOUS PROPERTY. if a facility
consists of more than one building, all buildings
included under a single license must be on
contiguous property. “Contiguous property”
means property under the same ownership
separated by no more than a two-lane street that
traverses the property. A ficensed location may
be expanded to include additional contiguous
property with the approval of the agency to
ensure continued compliance with the
reguirements and standards of Chapters 408,
Part 1, 428, Part I, F.S. and rule Chapter 59A-35,
F.A.C., and this rute chapter.
{5) PROOF OF INSPECTIONS. A copy of the
annual fire safety and sanitation inspections
described in Rule 59A-36.005, F.A.C., must be
submitted annually to the Agency Centrat Office.
The annual inspections must be submitted no
later than 30 calendar days after the inspections.
Failure to comply with this requirement may result
in adminisirative action pursuant to Chapter 408,
part I, and Section 429,14, F.8,, and rule
Chapter 59A-35, F.A.C.
{6) RESIDENTS RECEIVING STATE-FUNDED
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SERVICES, Upon request, the facility
administrator or designee must identify residents
receiving state-funded services to the agency and
the department for monitoring purposes
authorized by state and federal laws.

This Statute or Rule is not met as evidenced by:
Based on observations, record review and
interviews, the facility maintained more than the
six (6) residents it was licensed for.

The findings included:

On at approximately 8:45 AM, the
Administrator stated during a telephonic interview
that the facility had six (6) residents plus onse (1}
day care recipient. During interview with Staff A
at :50 AM, she indicated Resident #7 was a day
care recipient.

Resident #7 stated during interview on

at 9:55 AM that he slept at the facility, poirted to
his room, and said Resident #8 was his
roommate. Observation of the resident's room at
10:15 AM revealed the room had two (2) beds
that were not made, appearing as if someone
stept in them.

Resident #3 stated during interview at 10:16 AM
that Resident #7 and #8 lived in the room next
door to hers.

Review of Resident #7's record revealed a
Durable Power of Attorney document dated

and a health assessment (AHCA Form
1823) dated that listed Resident #7's
address as this facility's address.

During an interview with Staff D on at
1:00 PM, she stated Resident #8 would be
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returning home to this facility from school later
this afternoon.

During another telephonic interview with the
Administrator on at 10:51 AM, he stated
that Residents #7 and #8 were “here for the
summer” and that they slept at the Administrator's
other facility. He stated that they were at this
facility during the day because he moved the
residents around to change their surroundings.

Class il

A 026 59A-36.007(2) FAC Resident Care - Social & A026
Leisure Activities

{2) SOCIAL AND LEISURE ACTIVITIES.
Residents shall be encouraged o participate in
social, recreational, educational and other
activities within the facility and the community.
{a) The facility must provide an ongoing activities
program. The program must provide diversified
individual and group activities in keeping with
each resident’s needs, abilities, and interests.

{b) The facility must consult with the residents in
selecting, planning, and scheduling activities. The
facility must demonstrate residents' participation
through one or more of the following methods:
resident meetings, committees, a resident
coungil, & monitored suggestion box, group
discussions, questionnaires, or any other form of
communication appropriate to the size of the
facility.

{c) Scheduled activities must be available at least
6 days a week for a total of not less than 12
hours per week. Watching television is not an
activity for the purpose of meeting the 12 hours
per week of scheduled activities unless the

AHCA Form 3020-0001
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television program is a special one-time event of
special interest to residents of the facility. A
facility whose residents choose to attend day
programs conducted at adult day care centers,
senjor centers, mental health centers, or other
day programs may count those attendance hours
towards the required 12 hours per week of
scheduled activities. An activities calendar must
be posted in common areas where residents
normally congregate.

{d) If residents assist in planning a special activity
such as an outing, seasonal festivily, or an
excursion, up to 3 hours may be counted foward
the required activity time.

This Statute or Rute is not met as evidenced by:
Based on observation, record review and
interviews, the facility failed to ensure a minimum
of 12 hours of activities weekly were scheduled
for residents, ensuring an ongoing activities
program based on residents' needs, abilities and
interests was available with demonstration of
participation.

The findings included:

On at 10:25 AM, Resident #5 stated
during interview that the facifity provided art for an
activity on Mondays.

During four of the facility on at 9:40 AM,
there was no activities calendar observed.

The Administrator was notified of this finding
during a telephonic interview on at 10:51
AM. An email was received from the facility on

showing a minimum of twelve (12)
hours per week and six (6) out of seven (7) days
of scheduled activities as required.
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AOT7, 429,176 F'S; 429.52(  ),50A-36.01(1) FAC AQT7

Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,
during the period for which a ficense is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 90 days
that the new administrator meets educational
i and has the i

core educational requirements under s. 428.52. A
facility may not be operated for more than 120

ive days without an ini who
has completed the core educational
requirements.

429.52
{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Faifure fo do 50 is a violation
of this part and subjects the violator to an
administrative fine as prescribed in 5. 429.19.

ini ficensed in e with part il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule.
{5) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010

{1) ADMINISTRATORS, Every facility must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facility including the management of all staff
and the provision of appropriate care to all

AHCA Form 3020-0001
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residents as required by chapters 408, part #
429, part i, F.S., and rule chapter 59A-35, FA.C.,
and this rule chapter.
{a) An administrator must:
1 Beatleast v

2. #f employed on or after
have at a minimum, a high school dlploma or
GED;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 420.174, F.8.;
4. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.A.C,, no later than 80 days after
becoming employed as a facility administrator.
Administrators who attended core training prior to

, are not required to take the

competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements
pursuanl to rule 59A-36.011, FAC.
A who are not in with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-comnpliance is discovered by
the agency or the department.
{b) In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph {1){a)4. of this rule, to temporarily
serve as the facility administrator for a period not
0 exceed 90 days. During the 80 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC.; and,
2. Complete all additional training requirements if
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the facility maintains licensure as an extended
congregate care or limited mental health facility.
{c) Administrators may supervise a maximum of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

inis pervising a i of three
assisted fiving facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each
other, is only required to appoint two managers to
assist in the operation and maintenance of those
facilities.
{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test

i and continub i
requirements as an administrator pursuant to
paragraph {1){a) of this rule. Managers who
attended the core training program prior to |

, are not required to take the

competency test unless specified elsewhere in
this rule. In addition, a manager may not serve as
a manager of more than a single facllity, except
as provided. in paragraph {1){(c} of this rule, and
may not , serve as an administrator
of any other facility.
{e) Pursuant to section 429,176, F.S., facility
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, , which
is incorporated by reference and available onfine
at:
hitp:/iwww firules.org/Gateway/reference.asp?No
=Ref-09393.
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This Statute or Rule is not met as evidenced by:
Based on record review and an interview, it was
determined that the Administrator of three (3)
assisted living facilities (ALFs), failed to appointa
separate qualified manager for this ALF .

The findings included:

Review of the Administrator's three faciliies’
records and information contained on
FloridaHealthFinder.gov on shows the
Administrator for this facility is also the
administrator for two other ALFs in Port St. Lucie,
Florida.

On at 10:51 AM the Administrator stated
that Staff C was the manager for this facility.

Staff C is also the Manager for the Administrator's
other two ALFs. After discussing with the
Administrator that Staff C can only be the
Manager of two of the three ALFs if all of them
are within a 15 mile . he stated that Staff C
will be the Manager of this facifity and another
Manager will be hired.

Review of the employee roster on the AHCA
Clearinghouse website on shows Staff
C's date of hire as for all three facilities.

Class il

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

{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

AQ77

AQ78
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of communicable . The examination
performed by the health care provider must have
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 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. if any staff member has, or is suspected of
having, a i , such individ
must be immediately removed from duties untif a
written statement is submitted from a health care
provider indicating.that the individual does not

i arisk of itting & icable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

ion, training, p ion, and i
Staff providing services requiring licensing 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 rule
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 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 by
the facility to provide services to residents,
pursuant to sections 408.808 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and an interview, the
facility failed to ensure 1 out of 2 sampled
employees {Staff A} had submitted a wrilten
statement from a heatth care provider
documenting that the employee does not have
any signs or symptoms of communicable

dated within six months prior to hire.

The findings included:

During review of the personnel file for Staff A,

date of hire , asigned statement by a
health care provider dated verifying this
employee was free from { )was
located.

The Administrator was notified of this finding on
at 10:61 AM. The facility provided no
additional documentation of the required
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Class Hl
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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

are

22814
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interviews, the facility failed to maintain a current
empioyee roster including 1 of 3 sampled
employees {Staff D).

The findings included:

On , @ review was conducted of the
facility's employee roster located on the Agency's
Background Screening Clearinghouse website.
At this time, Staff D was not listed on the roster.

Staff D was observed on preparing food
for residents, supervising Resident #1 while
walking with her walker, and playing games
during activities provided for residents from 11:00
AM fo 1:00 PM. Staff D stated during interview at
11:45 AM that she had worked at this facility and
the Administrator's two (2) other Assisted Living
Facilities (ALFs) for a few years. She stated that
she provides activities for the residents at this
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house two (2} hours daily for four (4) days per
week.
Staff A was notified of this finding on at
1:15 PM. A follow up review of the Clearinghouse
website was conducted on and showed

Staff D was added to the roster on
Staff D's date of hire was entered as

22875 430.5025(4 8 ) / : 22875
Training

{4) Employess 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
of 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 skifls for
communicating and interacting with 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

S

AHCA Form 3020-0001
STATE FORM 520 Ew2211 1 continuation shoet 3 of 7



PRINTED: 08/27/2028

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
AL11970047 e — 08/12/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
121 SW OAKRIDGE DR
VITALITY SPRING RESORT ALF LLC
PORT SAINT LUCIE, FL 34884
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
22875 Continued From page 3 2Z875

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 fraining
required in this subsection is not required to
repeat the program upon changing employment
1o a different covered provider.
{c) Within 7 months after beginning employment
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
to, 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 living 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
1o the training required in paragraphs {a) and {(b}.
The additional training must include, but is 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 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 erployment,
each employee who provides personal care to or
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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 s
I fcath ies, medical ir
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 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 personal 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 fraining
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
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training required in paragraph (¢), paragraph (d),
or paragraph () that is applicable fo the covered
provider and the position in which the employee
will be working. The documentation verifying the
training and inui ion of
the employee, if applicabte, must be provided to
the covered provider upon request.
2. A health care services pool must verify and
mairtain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to 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 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 foward the total
hours of continuing education required by that
practitioner’s licensing board.
{9} Each person employed, ,or
referred to provide services before ., | .
must complete the training required in this sectior
before |, | . Proof of completion of
equivalent fraining completed before |, | ,
shall substitute for the fraining 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, the facility failed to
ensure that 1 of 2 sampled staff (Staff B) had
completed the required training in ADRD

and related forms of
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»
The findings included:

The personnel file for Staff B was reviewed on
for training in ADRD and did not contain
documentation of an additional three (3) hours of
training completed within seven {7) months of
hire. The personnel file contained a certificate
showing one (1) hour of training completed on
. Staff B was hired on .

Additional training was requested from the
Administrator by emait on . The facility
provided no additional documentation for review
at the time of the survey.

Class il
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