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A000 Initial Comments

Limited Nursing Services {(LNS)
monitoring conducted.

A161; 58A-5.024(2) FAC Records - Staff

(2) STAFF RECORDS.

contain, at a minimum, a copy of the origi

including .

certification;

58A-5.016, FAC,

(17} or more residents; and

F.AC.

personnel records for staff provided by a

contractor as described in Rule 58A-5.01

The facility had a deficiency found during the visit

{a) Personnel records for each staff member shall

employment application with references furnished
and verification of freedom from communicable

in addition,
records shall contain the following, as applicable:
1. Documentation of compliance with ali staff
training required by Rule 58A-6.0191, FA.C.;

2. Copies of all licenses or certifications for all
staff providing services which require licensing or

3. Documentation of compliance with level 1
background screening for all staff subject to
screening requirements as required under Rule

4. Acopy of the job description given to each staff
member pursuant to Rule 58A-5.018, F A.C., for
facilities with a ficensed capacity of seventeen

5. Documentation of facility direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 58A-5.0182(8)(c),

{b) The facility shall not be required to maintain

staffing agency or staff employed by a business
entity contracting to provide direct or indirect
services to residents and the facility. However,
the facility must maintain a copy of the contract
petween the facility and the staffing agency or

A Q00

Atet

inal

ficensed

9,

AHCA Form 3020-0001

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X8) DATE

STATE FORM

£

24811

It continuation sheet 1 of 3




Agency for Health Care Administration

PRINTED: 07/23/2012
FORM APPROVED

STATEMENT

AND PLAN OF CORRECTION

OF DEFICIENCIES (X1) PROVIDERISUPPLIER/ICLIA
IDENTIFICATION NUMBER

AL11932406

B. WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING

{X3} DATE SURVEY
COMPLETED

NAME OF PROVIDER OR SUPPLIER

ALL SEASONS ASSISTED LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

509 W, VERONA STREET
KISSIMMEE, FL 34741

X4y 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
ATE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE

A161

Continued From page 1

FAC.

{c) The facility shall maintain the facility * s written
work schedules and staff time sheets as required
under Rule 58A-5.018, F.AC., for the last 6
months.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility allowed a staff (B) to work with
residents before a level il the background
screening result was obtained and failed to
ensure 2 of 3 staff (Aand C) records included a
completed background screening.
Findings:
Review of the facility's staff schedule for at
approximately 9:45 PM revealed that staff A
worked 7 AM to 3 PM; staff B worked from 3 PM
to 11 PM and staff C worked from 11 PMto 7 AM.
Personnel record review at approximately 10 AM
for staff A revealed that her personne! records did
not contain a level |l background screening. The
staff who assisted with the survey stated staff C
was a new staff.
individual record review for staff A and C revealed
no evidence to confirm that they signed a

1t of ion requi of section
435.05(2), Florida Statutes, which state that every
employee required to undergo Level 2
background screening must attest, subject to
penalty of perjury, to meeting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if .. ___ ! for any of the disqualifying
offenses while employed by the employer.
The administrator stated over the telephone at
approximately 11 AM that staff B worked with
another staff and was in training. She thought it
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was OK for her to train as long as she was not

alone. The screening, she said was done on

but she was unable to retrieve it because
of problems with her password. The surveyor
attempted several times to obtain the results to
no avail,
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Administrator

All Seasons Assisted Living
509 W. Verona Street
Kissimmee, FL. 34741

Dear Administrator:
Re: LNS monitoring

This letter reports the findings of a state licensure survey that was conducted on 2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe. Staff from this office
will conduct a review after 2012, to verify that the necessary corrections are in place to correct the
deficiencies identified on your survey.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey
activity. This form has been placed on the Agency's website at
http://ahca.myflorida.com/Publications/Forms.shtml as a first step in providing a web-based interactive
consumer satisfaction survey system. You may access the questionnaire through the link under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process,

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Lorraine
Henry at

Sincerely,

eresa DeCanio, RN
Field Office Manager

LH/be
Enclosure
XG90

Headquarters

2727 Mahan Drive
Tallahassee, FL. 32308
hitp:Hahea myflorida.com

Qrlando Field Office

400 W. Robinson St Suite $-309
Orlando, FL 32801

Phone (407) 420-2502; Fax {407) 245-0938




