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B9A-35.090(3)(c}, FAC Results of Screening &
Notification In File

59A-35.090 Background Screening.

(3) Resuilts of Screening and Notification.

{c) The eligibility results of employee screening
and the signed Attestation referenced in
subsection 58A-35.090(2), F A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to obtain the updated Level 2
Background Screening (BGS) eligibility result
notification for 1 of 5 sampled staff (A) as
required.

Findings:

Areview of Caregiver A's personnel record
revealed hire date of . The Level 2
Background Screening (BGS) results in the file
expired on (5 months ago}.

On at 3:48 PM, a review of the
Background Screening (BGS) website showed an
update screening that Caregiver A has Level 2
BGS eligible on

On at 3:50 PM, an interview with the
Administrator confirmed the finding.

{Photographic Evidence Obtained)

Unclassified

Initial Comments

li survey with Col g
Care (ECC) and a generator monitoring were

22813
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conducted at Zon Beachside on
Deficiencies were found at the time of the survey.

A032 BOA-36.007(7) FAC Resident Care - Elopement A032
88=D ! Standards

59A-36.007

(7) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopement must be identified
so 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 58A-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 exernpt 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 to determine that at
risk residents have identification on their persons
that includes their name and the facllity's name,
address, and telephone number. Staff trained
pursuant fo paragraph 59A-36.011(10)(a) or (¢),
F.AC, 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
at risk residents on file that is accessible to all
facility staff and faw enforcement as necessary.
The facitity's file must contain the resident's photo
identification upon admission or upon being
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at risk for
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 facitity
must conduct and document resident eloperment
drills pursuant to Section 429.41{1)}(k}, F.S.

to

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facitity
failed to ensure each employee participated in 2
elopement drills annually for 2 of 5 employees
reviewed. (A, C}

Findings:

1. Areview of Caregiver C's record revealed she
was hired on . Her record contained
documentation of participation in 1 elopement drill
on . Further review did not find additional
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{2) VTE CONSUMER INFORMATION.-

{(a) The Legislature finds that many |
{PEs} are preventable and that

information about the prevalence of the

could save fives.

{b) The term *, . " means a

condition in which part of the clot breaks off and

travelstothe |, possibly causing

{c) The term ™
.\ ,whichisa clot
jocated in a. deep . usually in the or arm.

The term can be used to refer to s

. . , or both.
{d) Assisted living facilities must provide a
consumer information pamphiet to residents upon
admission. The pamphlet must contain
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documentation that Caregiver C participated in 2
elopement drills in 2025.
On at 4:50 PM, the Director of Nursing
confirmed the finding.
2. Areview of Caregiver A's personnel record
review revealed hire date - Areview of the
facility's elopement drilis for 2025 revealed
Caregiver A did not participate in two elopement
drills annuaily as required.
On at 3:30 PM, an interview with the
Administrator confirmed the findings.
{Photographic Evidence Qbtained)
Class #l
A 040 429.55(2) F.S. Resident Education- A 040
$8=D v
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information about .
including risk factors and how residents can
recognize the signs and symptoms of

This Statute or Rule is not met as evidenced by;
Based on interview and record review, the facility
failed to provide a consumer information
pamphiet about s
including risk factors and how residents ca
recognize the signs and symptoms of

to 2 of 3 sampled residents
upon admission (#1 and #14).

Findings:

On at 10:50 AM, Resident #1 said he was
not provided with a consumer information
pamphiet about

On at 3 PM, Resident #14 said he was
not provided a consumer information pamphlet
about .

On at 1:10 PM, the Director of
Community Transitions said the pamphiet was
given upon admission with the residency
agreement and said there was no documentation
in the signed agreement or otherwise o show it
was given.

Class #ll

59A-36.008(8) FAC Medication - Storage and
Disposat

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage

A040

A0S5
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residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises.
Residents may also store their medication in their
rooms or apartments if either the room is kept
locked when residents are absent or the
medication is stored in a secure place that is out
of sight of other residents.
{p) Both prescription and over-the-counter
medications for residents must be centrally stored
if:
1. The facility administers the medication;
2. The resident requests central storage. The
facility must maintain a list of all medications
being stored pursuant to such a request;
3. The ication i i and
by the health care provider to be hazardous if
kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
8. The facility determines that, because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents, or
6. The facility's rules and regulations require
central storage of medication and that policy has
been provided to the resident before admission
as required in Rule 58A-36.008, F.AC.
{c) Centrally stored medications must be:
1. Kept in a locked cabinet; locked cart; or other
locked storage receptacle, room, or area at all
times;
2. Located in an area free of dampness and

e, except that a i
requiring refrigeration must be kept refrigerated.
Refrigerated medications must be secured by
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being kept in a locked container within the
refrigerator, by keeping the refrigerator focked, or
by keeping the area in which the refrigerator is
located locked;

3. Accessible to staff responsible for filling

il i assisting with self- in ion
of medication, or administering medication. Suc
staff must have ready access to keys or codes to
the medication storage areas at all imes; and,

4. Kept separately from the medications of other
residents and properly closed or sealed.

{d) ication that has been dis i but
has not expired must be returned to the resident
or the resident's representative, as appropriate,
or may be centrally stored by the facility for future
use by the resident at the resident's request. If
centrally stored by the facility, the discontinued
medication must be stored separately from
medication in current use, and the area in which it
is stored must be marked "discontinued
medication.” Such medication may be reused if
prescribed by the resident’s health care provider.
{e) When a resident’s stay in the facility has
ended, the administrator must return all
medications to the resident, the resident’s family,
or the resident's guardian unless otherwise
prohibited by law. If, after notification and waiting
at least 15 days, the resident's medications are
still at the facility, the medications are considered
abandoned and may disposed of in accordance
with paragraph (f).

{f) Medications that have been abandoned or
have expired must be disposed of within 30 days
of being determined abandoned or expired and
the disposal must be documented in the
resident's record. The medication may be taken
10 a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
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{g) Facilities that hold a Special-ALF permit
issued by the Board of Pharmacy rmay returmn

i icinal drugs to the dispensi
pharmacy pursuant fo Rute 64B16-28.870,

g
FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to centrally store
medications for 1 of 19 sampled residents (#1)
who received assistance with medications.

Findings:

On at 10:50 AM, a prescription bottle of
magic mouthwash suspension was seen ona
table in Resident #1's room. The Resident was
present and said he used it when he had frouble
swallowing.

On at 4 PM, the bottle of magic
mouthwash was still in the Resident's room. An
over-the-counter bottie of 500
milligram tablets were seen in the room.

Review of the Resident’s health assessment form
(1823}, dated , documented the Resident
needed assistance with medications.

On 3 heaith care provider ordered magic
mouthwash suspension swish and swaliow 5
millifiters by every 4 hours as needed for

. . The order did not document the
Resident was able to seif-administer it.

The Resident's record did not have an order for

On at 4 PM, the findings were discussed
with the Director of Nursing, who said she would

ensure the medications were removed from the
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{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
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 heaith care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit & 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 individual
must be immediately removed from duties untita
written statement is submitted from a health care
provider indicating that the individual does not

arisk of a

{b) Staff must be qualified to perform their
assigned duties consistent with their level of
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training, p and
Staff providing services requiring ficensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo 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, FA.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 fo residents,
pursuant to sections 408.809 and 429.174, F.8.

by

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to obtain a negative

{ )examination and a freedom of
communicable statement signed and
dated from the healthcare provider for 1 of 5
sampled staff (B) as required,

Findings:
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Avreview of Caregiver B's personnet record
revealed hire date of . There was no
documented evidence of a negative  exam and
a freedom of communicable statement
found in the file.

On at 3:40 PM, an interview with the
Administrator confirmed the findings.

Class il
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