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22814, 435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.-

{2)(b) Until such time as the |, | are
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 80
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 national screening
if the person returns to 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
must 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
initiat status or after a change in the person ‘s
status has been made.
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(d) An employer or a qualified entity participating
in the clearinghouse must register with and initiate
ail criminal history checks through the
clearinghouse before referring an employee ot
potential employee or a person with a current or
potential affiliation with a qualified entity for
electronic s submission to the
Department of Law Enforcement. The registration
must inciude the person ' s full first name, middle
initial, and last name; social security number; date
of birth; malling address; s and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain a social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to ensure staff are properly screened and
registered with the clearinghouse within 5
business days of employment for one
{Administrator) out of four staff sampled,

Findings included:

Arecord review of the facility's clearinghouse
revealed the Administrator was not listed on the
clearinghouse. The Administrator was hired on

at 1:30 p.m. the

During an interview on
i was not

agreed the
updated to include herself.

Photographic evidence obtained.

STATEMENT OF DEFICIENCIES (Xt) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING: COMPLETED
[o3
AL11964831 B.WING 09/10/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1701 68 STREET, NORTH
ARBOR OAKS ASSISTED LIVING FACILITY
SAINT PETERSBURG, Fi. 33710
(X4} 1D BUMMARY STATEMENT OF DEFICIENCIES [iv] PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COUPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICENCY)
22814 Continued From page 1 27814

AHCA Form 3020-0001

STATE FORM

o

D7FBAT

f continuation sheet 2 of 15




PRINTED: 09/24/2026

FORM APPROVED
Agency for Healih Care Administration
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING: COMPLETED
[o3
AL11664831 B.WiNG 09/10/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1701 68 STREET, NORTH
ARBOR OAKS ASSISTED LIVING FACILITY
SAINT PETERSBURG, Fi. 33710
o SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE o
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™e CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
22814 Continued From page 2 27814
Unclassified,
AQ00; Initial Comments A 000
A re-li and int fon
{#2026007840, #2026011825, #2026014507,
#2026014840) in conjunction with a generator
monitoring survey was conducted at Arbor Oaks
Assisted Living Facility on .
Deficiencies were identified at the time of the
survey.
A008 420.26( ) FS; 59A-36.006(2) FAC Admissions - A008

$5=D | Heaith Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a licensed advanced ptactice
registered nurse within 60 days before admission
1o the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must be
recorded on the practitioner's form or on a form
adopted. by agency rule. The medical examination
form, signed only by the practitioner, must be
submitted to the owner or administrator of the
facility, who shalt use the information contained
therein to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility. The medical
examination form may only be used to record the
practitioner's direct observation of the patient at
the time of examination and must include the
patient's medical history. Such form does not
guarantee admission to, continued residency in, or
the delivery of services at the facility and must be
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used only as an informative tool to assist in the
ination of the appropri of the
resident's admission to or continued residency in
the facility. The medical examination form,
reflecting the resident's condition on the date the
examination is performed, becomes a permanent
part of the facility's record of the resident and must
be made available to the agency during inspection
or upon request. An assessment that has been
through the Ct i
Assessment and Review for Long-Term Care
Services (CARES) Program fulfilis the
i for a medicat
subsection and s. 429.07(3)}(b)6.

under this

(6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnef within
30 days before placerment in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency. The
completed form must accompany the resident and
be submitted fo the facility owner or administrator.
Additionally, in the case of a mental health
resident, the Department of Children and Faifies
must provide documentation that the individuat has
been assessed by a psychiatrist, clinical
psychologist, clinical social worker, or,
nurse, or an individual who is supervised by one of
these professionals, and determined to be
appropriate to reside in an assisted living facility.
The documentation must be in the facility within
30 days after the mental health resident has been
admitted to the facility. An evaluation completed
upon discharge from a state mental hospital
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meets the requirements of this subsection related
to appropriateness for placement as a mental
health resident provided that it was completed
within 80 days prior to admission to the facifity.
The Department of Chidren and Families shalt
provide to the facility administrator any information
about the resident which would help the

ini meet his or her ibilities under
subsection (1). Further, Depariment of Children
and Famities personnel shall explain to the facility
operator any special needs of the resident and
advise the operator whom o cali should problems
arise. The Department of Children and Families
shall advise and assist the facility administrator
when the special needs of residents who are
recipients of |
require such assistance.

59A-36.006

(2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medical examination completed by a

health care practitioner as specified in either

paragraph {a} or (b) of this subsection.

{a) A medical examination completed within 60

days before or within 30 days after the individual's

admission 1o a faciity pursuant to Section

429.26(5), F.8. The examination must address the

following:

1. The physicat and mental status of the resident,

including the identification of any health-related

problems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the activities

of daily living,

3. Any nursing or ., services required by the

individual,

AHCA Form 3020-0001

STATE FORM

o D7EB1t #f confinuation sheet 5 of 15




Agency for Healih Care Administration

PRINTED: 09/24/2026

FORM APPROVED

4. Any special diet required by the individual,

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication,

6. Whether the individual has signs or symptoms
of ,

.. s or any other
communicable , which are likely to be
transmitted to other residents or staff,

7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and license
number of the examining health care practitioner.
{b) When a health care practitioner conducts a
medical examination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1828, Resident Health Assessment for
Assisted Living Facilities, | , which is
incorporated by reference and available onfine at:
hitpy firules. .asp?No=
Ref-13531. Faxed or electronic copies of the
completed form are acceptable. If AHCA Form
1823 is used, the form must be completed as
instructed.

1. i the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed fully,
then the omitted items may be obtained by the
adrinistrator or designee either orally or in writing
from the health care practitioner. The missing or
omitted information must be obtained and
documented in the resident’s record within 30
days after the resident’s admission to the facility.
2. Owtitted or missing information received oraily
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must include the name of the health care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided,
{¢) Medical examinations of residents placed by
the department, by the Department of Children and
Farmnifies, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
on AHCA Forrn 1823 described in paragraph (b).
(d) An assessment that has been conducted
through the Comprehensive, Assessment, Review
and Evatuation for Long-Term Care Services
{CARES) program may be substituted for the
medical examination requirements of Section
428.28, F.$. and this rule.
{e) Any orders issued by the health care

iti ing the medical
for medications, nursing services, treatments,

. . or therapeutic diets, may be attached to
the health A health care practiti
may attach a DH Form 1896, Florida

Form, for residents whe do not

tobe
or

wish N .
administered in the case of . .
{f) 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.8., is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and counted
in the facility census. A facility may not exceed its
ficensed capacity in order to accept such a
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resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain resident records with an updated
and completed copy of the Resident Health
Assessment form, AHCA Form 1823 for two
residents (Resident #9 and Resident #15) of six
sampled residents.

Findings included:

Acrecord review, conducted on '
revealed Resident #3 was admitted to the facility
on . There was an incident on

regarding Resident #8 eloping from the
facifity. Resident #9 was moved to the Memory
Care Unit due to the elopement. Resident #9's
AHCA Form 1823, which was signed and dated

, stated Resident #9 was not an
elopement risk.

During an interview on at 12:35 p.m.
the Administrator stated Resident #9 is definitely
an elopement risk.

An attempted record review of Resident #15's
AHCA Form 1823 revealed Resident #15 did not
have a current 1823 form. The 1823 that was in
Resident #15's file was from another facility dated
more than 60 days before Resident #15's
adrission to the facility. Resident #15 was
admitted on

During an interview on at 1:.30 p.m. the
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Administrator agreed the 1823 form was not

current for Resident #15 and Resident #9 was not

marked as an elopement risk.

Photographic evidence obtained.

Class Hl

A032

A 032 59A.36.007(7) FAC Resident Care - Elopement
85D standards

59A-36.007

{7) ELOPEMENT STANDARDS,

{a) Residents Assessed at Risk for Elopement. All
residents assessed af 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 heaith 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.8., 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 to determine that at risk
residents have identification on their persons that
includes their name and the facility's name,
address, and telephone number, Staff trained
pursuant to paragraph 59A-36.011(10)(a) or (¢),
F.A.C., must be generally aware of the ocation of
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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 {o alf
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being
assessed at risk for elopement subsequent fo
admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.

{b) Facility Resident Efopement Response
Policies and Procedures. The facility must develop
detailed writtens policies and procedures for
responding to 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
poticies and procedures, including specific duties
and responsibilities,

3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, health care surrcgate, 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 Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure elopement drills were conducted
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and documented per requirement which required
ail direct care staff to participate in a minimum of
two elopement drilis per year for four employees,
{Administrator, Staff A, Staff E and Staff F) out of
four sampled employees.

Findings included:

A resident record review for Resident #9, revealed
Resident #9 eloped from the factlity on

Arecord review of the facility's elopement drills

revealed no evidence the direct care staff

participated in a minimum of two elopement drills

per year for the Administrator, Staff A, Staff E and

Staff F. The Adrministrator was hired on
. Staff Awas hired on

£ was hired on

- Staff
. Staff F was hired on

During an interview on at 12:53 p.m.
The Administrator confirmed she did not have
evidence that Staff A, Staff E, Staff F, or herself
had participated in the facility's elopement drills.
Furthermore, the Administrator stated the facility
did not do a staff in-service on elopements after
Resident #9's elopement on

Class il

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained:

A032

A 180
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in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, "readily available” means the ability fo
immediately produce documents, records, or other
such data, either in electronic or paper format,
upon request.

1) EACILITY RECORDS. Facility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facifity.
{b) An up-to-date admission and discharge log
listing the names of alf residents and each
resident's:

1. Date of admission, the facifity or place from
which the resident was admitted, and if applicable,
a notation indicating that the resident was
admitted witha |, | ;and,

2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge requires
a new entry in the log. Discharge of a resident is
not required if the facility is holding a bed for a
resident who is out of the facility but infending to
return pursuant to Rule 59A-36.018, F.A.C. if the
resident dies while in the care of the facility, the
log must indicate the date of

{c) Alog listing the names of all temporary
emergency placement and respite care residents if
not included on the log described in paragraph (b).
(d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency managemment agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by faciiity staff.

{e) The facility's liability insurance policy required
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in Rule 59A-36.013, FAC.
{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FA.C,
{g) The admission package presented to new or
prospective residents (less the resident's contract}
described in Rule 59A-36.006, F.A.C.
{h) I the facility advertises that it provides special
care for persons with 's or
related . @ copy of aff such facility
advertisements as required by Section 428.177,
F.8.
(1) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.
(i) Alt food service records required in Rule
59A-36.012, F.A.C,, including menus planned and
served and county health department inspection
reports. Facilities that contract for food services,
must inciude a copy of the contract for food
services and the food service contractor's license
or certificate to operate.
(k) All fire safety inspection reports issued by the
local authority or the State Fire Marshat pursuant
to Section 428.435, F.$., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.
{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 64E-12, FAC.,
issued within the last 2 years.
{m) Pursuant to Section 428.35, F.S., all

survay, i ion and i
investigation reports, and notices of sanctions and
moratoriums issued by the agency within the last
5 years.
{n) The facility's resident elopement response
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policies and procedures.

{0) The facility's documented resident elopement
response drills.

{p) The facility's policies and procedures pursuant
o subsection 59A-36.007(10), FAC,;

{q) The facility's prevention policies and
procedures;

(1) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facifity's policy on third-party providers;
{v) The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as imited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 58A-36.022, FA.C.,
respectively,

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain an up-to-date admission and
discharge log that included the admission
information for multiple residents.

Findings included:

Acrecord review of the facility's Admission and
Discharge Log, conducted on , revealed
the Admission and Discharge Log was missing
documentation. The facility’s Admission and
Discharge Log was missing documentation of
where residents were admitted from for muitiple
residents. The Admission and Discharge log
showed there were 89 current residents, and there
were 93 residents fiving at the facility,

During an interview on at 1:30 p.m.,
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the Administrator agreed the facility's Admission
and Discharge Log was missing documentation.

Photographic evidence obtained.

Class il
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