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

435.12(2) Care Provider Background Screening
Clearinghouse.-

{b)Untif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee 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.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling 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 maintain an updated employee roster
within the background screening clearinghouse
database for three out of eight (Staff £, F and G)
sampled staff.
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Findings included:

Review of background screening clearinghouse
database showed that Staff G was listed hired on
. Staff E was listed with an end date
, and Staff F was not listed.

Interviewed on at 12:10 PM,
Administrator stated Staff E had been working on
weekends and was rehired two weeks ago, and
Staff G had not been working in the facility for six
months.

Interviewed conducted on at 1:50 PM
said she had been working in the facility for about
two months. She stated she worked from Friday
evening untit Monday evening.

Unclassified

C2815( 408.809; 435.02(2); 435.06 FS Background cz815
88=C| Screening; Prohibited Offenses

408.809 Background screening; prohibited
offenses.-

{1) Level 2 background screening pursuant to
chapter 435 must be conducted through the
agency on each of the following persons, who are
considered employees for the purposes of
conducting screening under chapter 435:

{a) The licensee, if an individual.

(b) The administrator or a similarly titled person
who is responsible for the day-to-day operation of
the provider.

{c} The financial officer or similarly titled individuat
who is responsible for the financial operation of
the licensee or provider.

{d) Any person who is a controlting interest.

{e) Any person, as required by authorizing
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statutes, seeking employment with a licensee or
provider who is expected to, or whose
responsibilities may require him or her to, provide
personal care or services directly to clients or
have access to client funds, personal property, or
fiving areas; and any person, as required by
authorizing statutes, . with a licensee
or provider whose responsibifities require him or
her to provide personal care or personal services
directly to clients, or . with a licensee or
provider to work 20 hours a week or more who
will have access to client funds, personal
property, or living areas. Evidence of contractor
screening may be retained by the contractor's
employer or the licensee.

QyAn ., must be provided in efectronic
format. Screening results shall be reviewed by
the agency with respect to the offenses specified
in s. 435.04 and this section, and the qualifying or
disqualifying status of the person named in the
request shall be maintained in a database. The
qualifying or disqualifying status of the person
named in the request shall be posted on a secure
website for retrieval by the licensee or designated
agent on the licensee's behalf.

{4) In addition to the offenses listed in 5. 435.04,
all persons required to undergo background
screening pursuant {o this part or authorizing
statutes must not have an awaiting final
disposition for, must not have been found guiity
of, regardiess of adjudication, or entered a plea of
nolo contendere or guilty to, and must not have
been adjudicated delinguent and the record not
have been sealed or expunged for any of the
following offenses or any similar offense of
another jurisdiction:

(a} Any authorizing statutes, if the offense was a
felony.
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{b) This chapter, if the offense was a felony.

(c) Section 409.920, relating to Medicaid provider
fraud.

{d) Section 409.9201, relating to Medicaid fraud.
{e) Section 741.28, relating to domestic violence.
(f) Section 777.04, relating fo attempts,
solicitation, and conspiracy to commit an offense
fisted in this subsection.

{g) Section 817.034, relating to frauduient acts
through mail, wire, radio, electromagnetic,
photoetectronic, or photooptical systems.

{h) Section 817.234, relating to false and
fraudulent insurance claims.

(i) Section 817.481, relating to obtaining goods by
using a false or expired credit card or other credit
device, if the offense was a felony.

{j) Section 817 .50, relating to fraudulently
obtaining goods or services from a health care
provider.

{k} Section 817.505, relating to patient brokering.
{l) Section 817.568, relating to criminat use of
personal identification information.

{m) Section 817.60, relating to obtaining a credit
card through fraudulent means.

{n} Section 817.61, relating to fraudulent use of
credit cards, if the offense was a felony.

{0} Section 831.01, relating to forgery.

{p) Section 831.02, relating to uttering forged
instruments.

(q) Section 831,07, relating to forging bank bills,
checks, drafts, or promissory notes.

{r} Section 831.09, relating to uttering forged
pank bills, checks, drafts, or promissory notes.
(s) Section 831.30, relating to fraud in obtaining
medicinal drugs.

{t) Section 831.31, refating fo the sale,
manufacture, delivery, or possession with the
intent to sell, manufacture, or deliver any
counterfeit controlled substance, if the offense

AHCA Form 3020-0001
STATE FORM i 104111 If continuation sheet 4 of 10



Agency for Health Care

PRINTED: 09/26/2019

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11967380

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

09/18/2019

NAME OF PROVIDER OR SUPPLIER

CRESTA COMFORT LIVING, INC

MIAMI GARDENS, FL 33056

STREET ADDRESS, CITY, STATE, ZIP CODE
18610 NW 21 AVENUE

0@y D
PREFIX
TAG

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

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

CZ815

Continued From page 4

was a felony.
() Section 895,03, relating to racketeering and
collection of unfawful debts.
{v} Section 896.101, relating to the Florida Money
Laundering Act.
If, upon rescreening, a person who is currently
employed or with a licensee as of
, and was screened and qualified

under ss. 435.03 and 435.04, has a disqualifying
offense that was not a disqualifying offense at the
time of the last screening, but is a current
disqualifying offense and was committed before
the fast screening, he or she may apply for an
exemption from the appropriate licensing agency
and, if agreed to by the employer, may continue
to perform his or her duties until the licensing
agency renders a decision on the application for
exemption if the person is eligible to apply for an
exemption and the exemption request is received
by the agency no later than 30 days after receipt
of the rescreening results by the person.
(5} A person who serves as a controlling interest
of, is employed by, or contracts with a licensee on

. . who has been screened and
qualified according to standards specified in s.
435.03 or s. 435.04 must be rescreened by

. , in compliance with the following
schedule. If, upon rescreening, such person has
a disqualifying offense that was nota
disqualifying offense at the time of the last
screening, butis a current disqualifying offense
and was committed before the last screening, he
or she may apply for an exemption from the
appropriate licensing agency and, if agreed to by
the employer, may continue to perform his or her
duties untit the licensing agency renders a
decision on the application for exemption if the
person is eligible to apply for an exemption and
the exemption request is received by the agency
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within 30 days after receipt of the rescreening
results by the person. The rescreening schedule
shail be:
{a) Individuals for whom the last screening was
conducted on or before . B
must be rescreened by |, | .
{b} Individuals for whom the last screening
conducted was between . , and

, must be rescreened by ..

{c} Individuals for whom the last screening
conducted was between . B
through .., . . must be rescreened by

{6) The costs associated with obtaining the
required screening must be borne by the licensee
or the person subject o screening. Licensees
may reimburse persons for these costs. The
Department of Law Enforcement shall charge the
agency for screening pursuant to s. 943.063(3).
The agency shall establish a schedule of fees to
cover the costs of screening.

{7)a) As provided in chapter 435, the agency
may grant an exemption from disqualification to a
person who is subject to this section and who:

1. Does not have an active professional license
or certification from the Department of Health; or
2. Has an active professional license or
certification from the Department of Health but is
not providing a service within the scope of that
ticense or certification.

{b} As provided in chapter 435, the appropriate
regulatory board within the Department of Health,
or the department itself if there is no board, may
grant an exemption from disqualification to a
person who is subject to this section and who has
received a professional license or certification
from the Department of Heaith or a regulatory
board within that department and that person is

CZ815
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providing a service within the scope of his or her
ticensed or certified practice.

{8) The agency and the Depariment of Health
may adopt rules pursuant to ss. 120.536(1) and
120.54 to implement this section, chapter 435,
and authorizing statutes requiring background
screening and to implement and adopt criteria
relating to retaining | pursuant {o s.
943.05(2).

(9} There is no reemployrment assistance or other
monetary liability on the part of, and no cause of
action for damages arising against, an employer
that, upon notice of a disqualifying offense listed
under chapter 435 or this section, terminates the
person against whom the report was issued,
whether or not that person has filed for an
exemption with the Department of Heaith or the
agency.

435.06 Exclusion from employment.~
{1} If an employer or agency has reasonable
cause to believe that grounds exist for the denial
or termination of employment of any employee as
a result of background screening, it shall notify
the employee in writing, stating the specific
record that indicates noncompliance with the
standards in this chapter. it is the responsibility of
the affected employee to contest his or her

i ification or to request ion from
disqualification. The only basis for contesting the
disqualification is proof of mistaken identity.
{2)(a} An employer may not hire, select, or
otherwise allow an employee to have contact with
any person that would place the
employee in a role that requires background
screening until the screening process is
completed and demonstrates the absence of any
grounds for the denial or termination of
employment. If the screening process shows any

CZ815
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grounds for the denial or termination of
employment, the employer may not hire, select,
or otherwise allow the employee to have contact
with any person that would place the
employee in a role that requires background
screening unless the employee is granted an
exemption for the disqualification by the agency
as provided under s. 435.07.

{b} If an employer becomes aware that an
employee has been for a disqualifying
offense, the employer must remove the employee
from contact with any person that
places the employee in a role that requires
background screening until the is resolved
in a way that the employer determines that the
employee is still eligible for employment under
this chapter.

{c) The employer must terminate the employment
of any of its personnel found to be in
noncompliance with the minimum standards of
this chapter or place the employee in a position
for which background screening is not required
uniess the employee is granted an exemption
from disqualification pursuant to s. 435.07.

{d) An employer may hire an employee to a
position that requires background screening
before the employee completes the screening
process for training and orientation purposes.
However, the employee may not have direct
contact with persons until the
screening process is completed and the
employee demonstrates that he or she exhibits
no behaviors that warrant the denial or
termination of employment.

{3) Any employee who refuses to cooperate in
such screening or refuses to timely submit the

i jon necessary {0 plete the ing,
including | | if required, must be
disqualified for employment in such position or, if

CZ815
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employed, must be dismissed.

(4} There is no reemployrment assistance or other
monetary lability on the part of, and no cause of
action for damages against, an employer that,
upon notice of a conviction or fora
disqualifying offense listed under this chapter,
terminates the person against whorm the report
was issued or who was , regardless of
whether or not that person has filed for an
exemption pursuant to this chapter.

435.02 Definitions.-For the purposes of this
chapter, the term:

(2} "Employee” means any person required by
{aw to be screened pursuant to this chapter,
including, but not limited to, persons who are
contractors, licensees, or volunteers.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure that all the
staff had an eligible leve! I background screening
for one out of eight (Staff F} sampled staff.

Findings include:

Staff record review showed that there was no
documentation of Staff F level il background
screening.

Background screening database showed Staff F
did not have an eligible levet il background
screening.

Interview conducted on at 1:50 PM said
she had been working in the facility for about two

CZ815
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Unclassified

months. She stated she worked from Friday
evening until Monday evening.
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Initial Comments.

A compliant investigation (complaint number
2019014265) was conducted at Cresta Comfort
Living, Inc on through .
Deficiencies were identified at the time of survey.

429.26(7) FS; 58A-5.0182(1) FAC Resident Care
- Supervision

429.26
{7) The facility must notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility shall arrange, with the appropriate health
care provider, the necessary care and services o
treat the condition.

58A-5.0182

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with rule 58A-5.020,
F.AC.

(b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

A0DC

A025
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{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to provide adequate
supervision to one of five sampled residents, who
was not seen by the staff for eleven hours before
her {Resident #1).

Findings Include:

1) Adverse incident report review showed
Resident #1 was found on at

i 7:05 AM by her 1 . The
report showed that the resident was found with a
plastic bag over her . The report further
stated that the resident had committed

Interviewed on at 10:15 AM, Resident
#5 {Resident #1's roommate) stated Resident #1
had a plastic bag over her when she woke
up. She said she informed Staff B who removed
the plastic bag, but the resident was
unresponsive. Resident #5 stated "Resident #1
wanted to die all the time and asked me to kilt her
on several occasions. All the people knew that
she wanted to die.” Resident #5 further stated
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that Resident #1 had the bag over her all
night, because she had seen it when she woke
up 1o go to the bathroom.

Areview of Resident #1's health assessment
done on showed diagnoses of
. P L and .- The

resident was independent with eating, needed

upervision with ion and ing and
assistance with bathing, _ and toileling. A
review of the resident record showed the resident
wore adult briefs and there was no
documentation that she was checked or changed
for the eleven hours between when she went to
bed, unti she was found the foliowing
morning. A review of facility records showed no
documentation that Resident #1 or any resident
was checked during the night.

Interviewed on at 10:19 AM, Staff B
stated Resident #1 went to bed at 8:00 PM on

. She said Resident #5 told her in the
morning that Resident #1 had a plastic bag over
her . Btaff B further stated she went to
Resident #1's room and saw the resident with a
plastic bag over her that was not tied. Staff
B said she removed the plastic bag and checked
her | . She stated Resident #1 did not have
.\ and was pale, then she called the
administrator to inform her of what happened.
On further interview, Staff B stated regarding
Resident #1 "Sometimes she said that she
wanted to die." A review of Resident #1's record
showed no documentation that the resident
stated she wanted to die.

Interviewed on at 12:45 PM, the
Administrator said she received a phone call from
Staff B stating Resident #1 was early in the
morning. She stated Staff B explained she found

A025
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Resident #1 with a plastic bag over her .
Staff B told her Resident #1 was to the
touch, blue and looked fike she hours age in
the middie of the night.
Interviewed on at 11:08 AM, the
Homicide Detective stated Resident #1's
was classified an unexplained because the
bag was not tied to resident's and was not
over her when they arrived, He further
stated that the resident's remains were sent to
the medical examiner's office.
Class |
A027| 58A-5.0182(3) FAC Resident Care - Arrangement A027

$8=J| for Health Care

{3) ARRANGEMENT FOR HEALTH CARE. in
order to facilitate resident access to health care
as needed, the facility must:

{a) Assist residents in making |, and
remind residents about scheduled ., ,

for medical, dental, nursing, or mental health
services.

{b} Provide transportation to needed medical,
dental, nursing or mental health services, or
arrange for transportation through family and
friends, volunteers, taxi cabs, public buses, and
agencies providing transportation.

{c} The facility may not require residents to
receive services froma | health care
provider.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to coordinate health care services for a
resident that said wanted ic die and asked her
roommate to kill her for at least one month prior
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to her for one out five (Resident #1)

sampled residents. The facility falsified

documentation of contact with the resident's

heaith care provider for one out of five (Resident

#1) sampled residents. Resident #1 was found
in the facility.

Findings Include:

Adverse incident report review showed Resident
#1 committed and was found by her
roommate with a plastic bag over her

on at 7:05 AM.

Acreview of Resident’s #1 record showed the
health assessment done on indicated
the resident was diagnosis with . f

S . s s

. - L dry

and .. The resident was independent with
eating, needed supervision with ambutation and
transferring and assistance with bathing,

and toileting.

Areview of Resident #1 record showed that on
the resident was hospitalized for

e, behavior and returned on

According to additional notes in the resident

record, on , the Administrator contacted

the resident’s nurse because the resident refused

to take her medications, eat or get out of bed.

The notes stated that on the health care

provider sent a nurse to the facility.

Areview of the health care provider's progress
notes for Resident #1 documented that on

the resident was admitted to the hospital
for . The resident was

A027
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discharged on to the facility. Further
provider progress notes showed that on s
the Assisted Living Facility Administrator notified
the provider that Resident #1 refused to take her
medications, shower or let staff them change her
adult brief or her clothes. Another progress note
showed that on facility's administrator
called the heaith care provider to report that the
resident refused to take her PM medications and,
that in the morning, the resident just took some of
them.

Interviewed on at 12:55 PM, the health
care provider's Nurse Practitioner, who was the
on-call duty staff, stated she did not receive a call
from the facility on and she did not go to
the facility on . She stated she received a
call from the facility on and she
explained to them they needed to contact 911 and
Resident #1 needed to be sent to crisis unit
because she was aggressive. She said assisted
the facility by facilitating a mobite crisis service to
go to the site, and she call the facility next
day to know if the patient received adequate
supervision. Interviews with the Program and
Medical Directors, as well as the resident's social
worker, from the health care provider's office on

at 11:35 through 12:52 pm confirmed that
the nurse practitioner was on call on 198,
and that the provider had no contacts with the
facility about Resident #1 during this time.

Medication Observation Record review showed
Resident's #1 medications scheduled at 9 AM, 1
PM and 5 PM were signed off as givenin

despite the observation notes stating that
the resident had not taken them.

Interviewed on at 10:15 AM, Resident
#5 stated that her roommate (Resident #1) put a

A027
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plastic bag over her alf night, and that

Resident #1 stilt had the plastic bag over her

when she woke up the next. She said she
called Staff B who removed the plastic bag, but
the resident was unresponsive. She added
"Resident #5 wanted to die all the time and asked
me to kill her in several occasions. All the people
knew that she wanted to die.”

Interviewed on at 10:19 AM, Staff B said
Resident #5 reported to her that her roommate
had a plastic bag over her in the moring.
Staff B further stated she went to the room and
observed Resident #1 lying on the bed with a
plastic bag over her . She stated she
removed the plastic bag, checked the resident’s
.\ and contacted the Administrator. She stated
the administrator called 911, rescue and police
went to the facility. Staff B said Resident #1
refused to take her medications sometimes and
they informed her program about the situation all
the time. (including . 25mg/ N
250mg for s | 150
myg for primary . . 10 mg for

p 3x/daily) In addition, she stated
"Resident #1 said she wanted to die sometimes.”

Interviewed on at 12:45 PM,
Administrator stated Resident #1 refused to take
her medications sometimes. She stated she
contacted resident's #1 program every time the
resident refused her | medications and
the program contacted the resident. She said
Resident #1 refused her medications and
wouldn't get out of bed on , she
contacted resident's program and they sent a
nurse to speak with her. She said that Resident
#1 said that she wanted to die to the staff in the
past and she informed resident's program.
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Interviewed on at 11:35 AM, Resident's
#1 physician stated they did not received a call
from the facility's administrator on ,and
no nurse went to the location on . She

said the facility's administrator and/or staff never
informed them that Resident #1 said she wanted
to die.

Class |

A052 429.256(. ) 58A-5.0185 (3) Medication - A052
$8=D| Assistance with Self-Admin

429.256

{3} Assistance with self-administration of
medication includes:

{a) Taking the medication, in its previously
dispensed, properly labeled container, inctuding
an syringe that is prefilled with the proper
dosage by a pharmacist and an . thatis
prefilled by the manufacturer, from where itis
stored, and bringing it to the resident.

{b} In the presence of the resident, reading the
{abel, opening the container, removing a
prescribed amount of medication from the
container, and closing the container.

{c} Placing an oral dosage in the resident's

or placing the dosage in another container and
helping the resident by lifting the container to his

or her .

{d) Applying .., .. medications.

(e} Returning the medication container to proper
storage.

{f} Keeping a record of when a resident receives
assistance with self-administration under this

section.

{g) Assisting with the use of a , including
removing the cap of a , opening the unit
dose of solution, and pouring the
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prescribed premeasured dose of medication into
the dispensing cup of the .
{hyUsinga , to perform ~
tevel checks.
{i) Assisting with putting on and taking off
stockings.

{i) Assisting with applying and removing an

e but not with titrating the
prescribed . . seftings.
(k) Assisting with the use of a continuous positive
afrway pressure device but not with titrating the
prescribed setting of the device.
{I) Assisting with measuring vital signs.

(m) Assisting with . bags.
{4) Assistance with self-administration does not
include:

(a} Mixing, . . converting, or

. medication doses, except for
measuring a prescribed amount of fiquid
medication or breaking a scored tablet or
crushing a tablet as prescribed.

{b) The preparation of syringes for injection or the
administration of medications by any injectable
route.

{c) Administration of medications by way of a tube
inserted in a , of the body.

{d) Administration of preparations.

{e) Irrigations or debriding agents used in the
treatment of a skin condition.

, ,or preparations.

{g) Medications ordered by the physician or
health care professional with prescriptive
authority to be given "as needed," unless the
order is written with specific parameters that
preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

{h) Medications for which the time of
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administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

58A-5.0185 (3)

ASSISTANCE WITH SELF-ADMINISTRATION.
{a) Any unficensed person providing assistance
with self-administration of medication must be

. or older, trained to assist with self
administered medication pursuant to the training
requirements of rule 58A-5.0191, F A.C., and
must be available to assist residents with
seif-administered medications in accordance with
procedures described in section 429.266, F.S.
and this rule.

(b} In addition to the specifications of section
429.256(3), F.S., assistance with
self-administration of medication includes, in the
presence of the resident, reading the medication
{abel aloud and verbally prompting a resident to
take medications as prescribed.

{c} In order to facilitate assistance with
self-administration, trained staff may prepare and
make available such items as water, juice, cups,
and spoons. Trained staff may also return unused
doses to the medication container. Medication,
which appears to have been contaminated, must
not be returned to the container,

{d) Trained staff must observe the resident take
the medication. Any concerns about the
resident's reaction to the medication or suspected
noncompliance must be reported to the resident's
health care provider and documented in the
resident's record.

{e) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to

A05B2
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enable the resident to take medication as
prescribed:
1. The health care provider may prescribe a
medication schedule that coincides with the
resident's presence in the facility,
2. The medication container may be given to the
resident, a friend, or family member upon ieaving
the facility, with this fact noted in the resident's
medication record,
3. The medication may be transferred to a pill
organizer pursuant to the requirements of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident's medication record,
or
4. icat may be p i and
dispensed in an easier to use form, such as unit
dose packaging.
{f) Assistance with self-administration of
medication does not include the activities detailed
in section 420.256(4), F.S
1. As used in section 429.256(4)(g), F.S., the
term "competent resident” means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
2. As used in section 429.256(4)(h), F.S., the
terms "judgment” and "discretion” mean
interpreting vital signs and fuating or
assessing a resident's condition.
{g) All trained staff must adhere to the facility’s
controf policy and procedures when
assisting with the self-administration of
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility failed to assist two out of five
sampled residents with self-administration of
medications within one hour of the ordered
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timeframe (Resident #3, and #5). The facility
failed to follow proper procedures during

i with self-adminis of
for two out of five (Resident #4 and #5) sampled
residents. The facility faited to maintain accurate
Medication Observation Records (MOR) for one
out of five (Resident #1) sampled residents.

Findings included

1) Observation of the medication pass on

at 10:10 AM showed Staff B assisted
Resident #3 and #5 with their medications.
Record review of the MOR showed that the
medications were ordered at 8:00 AM.

Observation of the medication pass on

at 8:45 AM showed Staff E had three small cups
and punched medication in each of the cups.
Then she walked to the dining table, place a cup
with six pills on top to the table next to Resident's
#5 sit. Resident #5 took the cup with the pills and
put one pilt at a time in her . Atone point
she was observed spitting pill in a napkin. She got
up from the chair, walked to the kitchen and she
threw the napkin in the kitchen garbage can. Few
minutes later she gave a cup with pills to
Resident #4. Resident #4 took the cup of pilis and
walked to the common bathroom. Staff E did not
supervise Resident #4 and #5 to determine if they
took their medications.

2) Areview of Resident #1's record review
showed the health assessment dated
indicated the resident was diagnosis with
. ) e .
- Wy,
s . S e ,and
.. The resident was independent with
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eating, needed supervision with ambutation and
transferring and assistance with bathing,

and tolleting. Progress notes docurment that on
the resident was hospitalized for
behavior and returned on .On
administrator contacted resident's nurse
because the resident refused to take her
medications, eat or get out of bed. On

resident's program sent a nurse to the facility.

Areview of progress notes from Resident #1's
medical provider documented that on .
the resident was admitted at the hospital for
. The resident was

discharged on to the facility. On

Administrator notified that the patient
refused to take her medications, showering or
letting them change her adult brief and her
clothes. On facility's administrator called
the program to report that the resident refused to
take her PM medications and, in the morning, just
took some of them.

Medication observation record review showed
Resident's #1 medications scheduled at 9 AM, 1
PM and 5 PM were signed off as given daily

until the resident was found on

Interviewed on at 10:19 AM, Staff B said
Resident #1 refused to take her medications
sometimes and they informed her program about
the situation all the time.

Interviewed on at 12:45 PM, the
Administrator stated Resident #1 refused fo take
her medications sometimes. She stated she
contacted resident's #1 program every time the
resident refused her | medications and
the program contacted the resident. She said
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Resident #1 refused her medications and got out
the bed on , she contacted resident's
program and they sent a nurse to speak with her.
Class Il
A076| 58A-5.0186 FAC AD76

88=D| ( )

{1} POLICIES AND PROCEDURES.

(a} Each assisted living facility must have written
policies and procedures that explain its
implementation of state laws and rules relative to

An
assisted living facility may not require execution
ofa as a condition of admission or

treatment. The assisted living facility must
provide the following to each resident, or
resident's representative, at the time of
admission:
1. Form SCHS- . "Heaith Care Advance
Directives - The Patient’s Right to Decide,"

, or with a copy of some other substantially

simitar , which Y
regarding advance directives included in Chapter
785, F.8. Form SCHS- is available from

the Agency for Health Care Administration, 2727
Mahan Drive, Mail Stop 34, Tallahassee, FL
32308, or the agency's Web site at:
hitp:/fahca.myflorida.com/MCHQ/Health_Facility_

IC_Advance_Directi v_dir
.pdf; and
2. DH Form 1896, Florida
Form, . 2004, which is hereby

incorporated by reference. This form may be
obtained by calling the Department of Health ' s
toll free number (800)226-1911, extension 2780
or online at:
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http/iwww firules.org/Gateway/reference.asp?No
=Ref-04005.
{b) There must be documentation in the
resident’s record indicating whether a DH Form
1898 has been executed. If a DH Form 1896 has
been executed, a yeliow copy of that document
must be made a part of the resident's record. If
the assisted living facility does not receive a copy
of a resident’s executed DH Form 1896, the
assisted living facility must document in the
resident's record that it has requested a copy.
{c} The executed DH Form 1896 must be readily
available to medical staff in the event of an
emergency.
{2) LICENSE REVOCATION. An assisted living
facility's license is subject to revocation pursuant
to Section 408.815, F.8., if, as a condition of
treatment or admission, the facility requires an
individual to execute or waive DH Form 1896.
{3) PROCEDURES. Pursuant to Section
429.255, F.S., an assisted living facility must
honor a properly executed DH Form 1896 as
follows:
{a) In the event a resident experiences or
, staff trained in .

} or a health care provider
present in the facility, may withhold

and .
{b} In the event a resident is receiving hospice
services and experiences or, .
, facility staff must immediately contact
hospice staff. The hospice procedures take
precedence over those of the assisted living
facitity.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide
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Continued From page 16

{ ) to one of five {Resident #1) sampled
residents, who did not have a properly executed

{ yand in
the facifity.

Findings included:

Resident's #1 record review showed the health
assessment done on indicated the
resident was diagnosed with , '
S . s ’

. - L dry

and .. The resident was independent with
eating, needed supervision with ambutation and
transferring and assistance with bathing, -
and toileting. The record had documentation that
the resident wishes were to receive fult

Resident record review showed Resident #2
received hospice services and had signed
by relatives. Resident #3, #4 and #5 had
documentation that the resident wishes was to
receive full . documented they
wanted to be

Interviewed on at 10:19 AM, Staff B
stated Resident #5 told her Resident #1 had a
plastic bag over her . She said she went to
her room and saw Resident #1 with a plastic bag
over her . She explained the plastic bag was
not tied to her , she removed it and checked
her | . Staff B said Resident #1 did not have
and was pale, then she called the
administrator who called 911. Rescue team called
her and said they were on their way and asked for
the facility's address. She did not know what
happened after they arrived at the facility. She
confirmed she did not perform to Resident

AD78
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#1 because she was not breathing, had a plastic
bag (from a store) over her , did not have
and her was pale.

Interviewed on at 12:45 PM, the
Administrator said she received a phone call from
Staff B stating Resident #1 was early inthe
morning. Staff B explained she found Resident #1
with a plastic bag over her . She checked
her vital signs, , and attempted to perform

. Staff B told her Resident #1 was to the
touch, biue and look fike she hours ago in
the middie of the night. The Administrator stated
she calted 911 and they asked her if Resident #1
was breathing and what happened. She told them
she was not in the facifity. She confirmed
Resident #1 did not have

Class Il

58A-5.019(2) FAC Staffing 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.
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 net include an employee transferring without
a break in service from one faciiity 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

AD78
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provider certifying that there is a shortage of
testing materials satisfies the annuatl
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 col i . such individ
must be immediately removed from duties until a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of itting a ¢

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

ion, training, 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
requirements of rule 58A-5.0191, FAC.
{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

AHCA Form 3020-0001
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position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for alf staff.

{f} Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
staff failed to perform their duties and honor
resident rights, including the right to receive

P . ) for one out
of five (Resident #1) sampled residents. Resident
#1 was found with no | and not breathing in
her room, and Staff B failed to perform

\ , ). The
facility also failed to have at least one staff
present, trained in and First Aid at all times.
Two out seven {Staff £ and F) sampled staff who
worked alone had no verification of training.

Findings Include:

1) Adverse incident report review showed
Resident #1 committed on . The
resident was found by her roommate (Resident
#5), with a plastic bag over her . The
roommate alerted Staff B, who went to the room,
removed the plastic bag, checked her , . The
report further stated that Staff B attempted

but the resident already . Staff contacted
administrator who contacted 811 and requested
assistance.

Interviewed on at 10:19 AM, Staff B
stated Resident #5 told her Resident #1 had a
plastic bag over her . She said she went to
her room and saw Resident #1 with a plastic bag
over her . She explained the plastic bag was
AHCA Form 3020-0001
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not tied to her , she removed it and checked
her, . Staff B said Resident #1 did not have

B and was pale, then Staff B called the
administrator, who called 911. Staff B further
stated that the Rescue team called her and said
they were on their way, and asked for the facility's
address. Staff B stated, then confirmed confirmed
that she did not attempt to perform because
Resident #1 was not breathing, had a plastic bag
from a store over her , did not have ,

and her was pale. Staff B stated that she
received training. She stated that when
someone needed to receive . she would put
the person in a comfortable position and check to
see if the person was breathing. if the person did
not breathe, she would perform

Areview of Resident #1's health assessment

done on indicated the resident was
diagnosed with . . ‘s,
- dry

s . Ve , and

.. The resident was independent with
eating, needed supervision with ambulation and
transferring and assistance with bathing, -
and tolleting. The record had documentation that
the resident’s wishes were to receive full

Interviewed on at 12:45 PM, the
Administrator said she received a phone call from
Staff B stating Resident #1 was early in the
morning. Staff B explained she found Resident #1
with a plastic bag over her . The
administrator claimed that Staff B checked the
resident's vital signs, , and attempted to
perform . Staff B told her Resident #1 was

to the touch, blue and look fike she
hours ago in the middle of the night. The
AHCA Form 3020-0001
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Administrator stated she called 911 and they
asked her if Resident #1 was breathing and what
happened. She told them she was not in the
facitity. She confirmed Resident #1 did not have

{ ) . She said that
she did not know where the and
policies and procedures were.

Interviewed on at 11:08 AM, the
Homicide Detective stated Resident #1's

was classified an unexplained because the
bag was not tied to resident’s and was not
over her when they arrived. He further
stated that the resident's remains was sent to the
medical examiner office.

2) Areview of Resident #2's record showed the
resident received hospice services and had a

signed by relatives. Residents #3, #4 and
#5's wishes were to receive full

Staff record review showed Staff A, B, C, D and H
had documentation of and training.
Staff E's records did not contain documentation of

training, and there was no record for Staff F.
Interviewed on at 1:50 PM, Staff F
stated she had been working on weekends for
two months. She stated she did not receive any
in-services or fraining including .On

at 8:30 am, Staff E was observed in the

faciiity alone providing care and services to
residents.

Class |
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Continued From page 21

58A-5.019(3) FAC Staffing Standards - Levels

(3) STAFFING STANDARDS.

{a) Minimum staffing:

1. Facilities must maintain the following minimum
staff hours per week:

Number of Residents, Day Care Participants, and
Respite Care Residents  Staff Hours/Week
0-5 168

212

253

294

3356

375

416

457

16-25
26-35
38-45
46-55
56- 85
66-75
76-85 498

86-95 539

For every 20 total combined residents, day care
participants, and respite care residents over 95
add 42 staff hours per week.

2. Independent living residents, as referenced in
subsection 58A-5.024(3), F.A.C., who occupy
beds included within the licensed capacity of an
assisted living facility but do not receive personat,
limited nursing, or extended congregate care
services, are not counted as residents for
purposes of computing minimum staff hours.

3. At least one staff member who has access to
facility and resident records in case of an
emergency must be in the facility at all imes
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

4. In facifities with 17 or more residents, there
must be at least one staff member awake at alf
hours of the day and night.

AD079

AD079
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5. A staff member who has completed courses in
First Aid and , .
{ }and holds a currently valid card
documenting completion of such courses must be
in the facility at alf times.
a. Documentation of attendance at First Aid or
courses pursuant to subsection
58A-5.0191(8), F.A.C., satisfies this requirement.
P. Anurse is considered as having met the
course requirements for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, part ifl, F.8.. is
considered as having met the course
requirements for both First Aid and
6. During periods of temporary absence of the
administrator or manager of more than 48 hours
when residents are on the premises, a staff
member who is atleast . mustbe
physically present and designated in writing to be
in charge of the facility. No staff member shall be
in charge of a facility for a consecutive period of
21 days or more, or for a total of 60 days within a
calendar year, without being an administrator or
manager.
7. Staff whose duties are exclusively building or
grounds maintenance, clerical, or food
preparation do not count towards meeting the
minimum staffing hours requirement.
8. The administrator or manager's time may be
counted for the purpose of meeting the required
staffing hours, provided the administrator or
manager is actively involved in the day-to-day
operation of the facility, including making
decisions and providing supervision for all
aspects of resident care, and is listed on the
facility's staffing schedule.
9. Only on-the-job staff may be counted in
meeting the minimum staffing hours. Vacant
positions or absent staff may not be counted.

AD079
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{b} Notwithstanding the minimum staffing
requirements specified in paragraph (a), all
facitities, including those composed of
apartments, must have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the residents' scheduled and unscheduled
service needs, resident contracts, and resident
care standards as described in rule 58A-5.0182,
FAC.
{c} The facility must maintain a written work
schedule that reflects its 24-hour staffing pattern
for a given time period. Upon request, the facility
must make the daily work schedules of direct
care staff available to residents or their
representatives.
{d) The facility must provide staff immediately
when the agency determines that the
requirernents of paragraph (a} are not met. The
facility must immediately increase staff above the
minimum levels established in paragraph (a), if
the agency determines that adequate supervision
and care are not being provided to residents,
resident care standards described in rule
58A-5.0182, F.A.C., are not being met, or that the
facility is failing to meet the terms of residents’
contracts. The agency will consult with the facility
ini and residents ing any
determination that additional staff is required.
Based on the recommendations of the local fire
safety authority, the agency may require
additional staff when the facility fails to meet the
fire safety standards described in rule chapter
B69A-40, F.A.C., until such time as the local fire
safety authority informs the agency that fire safety
requirements are being met.
1. When additional staff is required above the
minimum, the agency will require the submission
of a corrective action plan within the time

AD079
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specified in the notification indicating how the
increased staffing is to be achieved to meet
resident service needs. The plan will be reviewed
by the agency to determine if it sufficiently
increases the staffing levels to meet resident
needs.

2. When the facility can demonstrate fo the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, the agency may modify staffing
requirements for the facility and the facility wilt no
ionger be required to maintain a plan with the
agency.

() Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted fiving facility or nursing
home minimum staffing ratios.

{fy Facitities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the
staffing requirements of rules 58A-5.029,
58A-5.030 or 58A-5.031, F.A.C,, respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to maintain an
accurate written work schedule. The facility failed
to have qualified staff to meet the scheduled and
unscheduled needs of the residents for six out of
six sampled residents.

Findings included:

On at 9:30 AM observed Staff B was
alone in the facility assisting residents. Staff A
arrived at 10:40 AM.

Areview of the staff schedule showed Staff A was
scheduled from 9 AM {o 1 PM, Staff B was
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scheduled from 7 AM to 3 PM and from 11 PM to
7 AM, and Staff C was scheduled from 3 PM to
1 PM.

Staff record review showed that there was no
record for Staff F.

Interviewed on at 12:10 PM,
Administrator confirmed that the staffing schedule
was inaccurate.

Interviewed on at 1:50 PM, Staff F
stated that she had been working in the facility on
weekends for more than two months. She stated
that she did not received any training and in
services including and First Aid training
before provided personai care to residents.

On at 7:00 AM four residents were

observed in the facility. Staff H was alone in the

facility assisting the residents.

Staff record review showed Staff H did not have
control and medication training.

Interviewed on at 7:00 AM, Staff H said
she was hired on , and worked Friday,
Saturday and Sunday alone at night. She said
fater, that Staff £ assisted the residents with their
medications.

Class Ili

A081] 58A-5.0191(. ) FAC Training - Staff In-Service A081
$8=0D
{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a pressrvice
orientation of at least 2 hours 1o ail new assisted
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fiving facility employees who have not previously
completed core training as detailed in subsection
().

{b} New staff must complete the preservice
orientation prior o interacting with residents.

{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.

{d) In addition to topics that may be chosen by
the facHiity administrator, the preservice
orientation must cover:

1. Resident's rights; and,

2. The facility's license type and services offered
by the facility.

(3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
(a} Staff who provide direct care to residents,
other than nurses, certified nursing assistants, or
home health aides trained in accordance with rule
59A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
offering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1810.1030, relating to borne
. . . Mmay be used fo meet this
requirerment.
{b} Staff who provide direct care to residents
must receive a minfmum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:

A081
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1. Reporting adverse incidents.

2. Facility emergency procedures including

chain-of-command and staff roles relating to

emergency evacuation.

{c} Staff who provide direct care fo residents, who

have not taken the core training program, shalt

receive a minimum of 1 hour in-service training

within 30 days of employment that covers the

following subjects:

1. Resident rights in an assisted living facility.

2. Recognizing and reporting resident N

negtect, and | . The facifity must use its
prevention policies and procedures when

offering this training.

{d) Staff who provide direct care to residents,

other than nurses, CNAs, or home health aides

trained in accordance with rule 53A-8.0095,

F.A.C., must receive 3 hours of in-service training

within 30 days of employment that covers the

foliowing subjects:

1. Resident behavior and needs.

2. Providing assistance with the activities of daily

fiving.

{e) Staff who prepare or serve food, who have not

taken the assisted living facility core training must

receive a minimum of 1-hour-in-service training

within 30 days of employment in safe food

handfing practices.

{fy All facility staff shall receive in-service training

regarding the facility's resident elopement

response policies and procedures within thirty

{30) days of employment.

1. All facility staff shall be provided with a copy of

the facifity's resident elopement respense policies

and procedures.

2. All facility staff shall demonstrate an

understanding and competency in the

implementation of the elopement response

policies and procedures.
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This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to provide at least two hours of a
ore-service orientation training for two out of eight
{Staff F and H) sampled staff. The facility did not
ensure the staff received in-service training in

control, before providing personal care
to residents for two out of eight (Staff F and H}
sampled staff. The facility failed to ensure the
staff who provided direct care to residents,
received in-service training within 30 days of
employment for one out of eight (Staff F} sampled
staff.

Findings included:

Staff H record review did not have documentation
of two hours pre-service orientation training and
one-hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents.

Staff records showed there was no record for
Staff F. There was no documentation of the
following trainings for Staff F: two hours
pre-service orientation training, control,
Reporting major incidents, Reporting adverse
incidents, and Facility emergency procedures,
Resident rights in an assisted living facility,
Recognizing and reporting resident .
neglect, and | , Resident behavior and
needs, Providing assistance with the activities of
daily living, Safe food handling practices,
Facility's resident elopement response policies
and procedures and cenfrol including
universal precautions.
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Interviewed conducted on at 1:50 PM,

Staff F said she had been working in the facility
for about two months. She stated she worked
from Friday evening untit Monday evening.

Interviewed conducted on at 7:00 AM,

Staff H stated she was a new employee at the

facitity. She said started to work on
from 5:00 PM until 8:00 AM.

Class Ili

A 083 58A-5.0191(8) FAC Training - First Aid and A083
88=D
(5) FIRST AID AND

). A staff member who
has completed courses in First Aid and and
holds a currently valid card documenting
completion of such courses must be in the facility
at all times.

{a) Documentation that the staff member possess
current certification that requires the student
to demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapter 401, Part ill, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.
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This Statute or Rule is not met as evidenced by:
Based on observation, record review and
interview the facility filed to have at least one staff
present, trained in , .

{ ) and First Aid at al times.

Findings Include:

Interviewed on at 11:20 AM, the
Administrator stated Staff E received and
First Aid but the documentation was not in the
facitity during the visit.

Interviewed on at 1:50 PM, Staff F
said she had been working in the facility for about
two months. She stated she worked from Friday
evening untit Monday evening.

On at 8:50 AM Staff E was observed on
duty alone, taking care of 4 residents.

Record review showed no documentation of
or First AID training for Staff E and there was no
record for Staff F.

Class Il

A 162| 58A-5.024(3) FAC Records - Resident A162
88=D
{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
{a) Resident demographic data as follows:

1. Name;
2. H
3. Race;

4. Date of birth;
5. Place of birth, if known;
6. Social security number;
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7. Medicaid and/or Medicare number, or name of
other health insurance .

8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and

9. Name, address, and telephone number of the
health care provider and case manager, if
applicable.

(b} A copy of the Resident Health Assessment
form, AHCA Form 1823 described in Rule
58A-5.0181, FAC.

{c} Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, or
implemented by the facility that require a health
care provider ' s order.

{d} Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 58A-5.020,
F.A.C., if applicable.

{e} The resident care record described in
paragraph 58A-5.0182(1)(e), F.A.C.

HA . . record thatis initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's health assessment. Residents
receiving assistance with the activities of daily
{iving must have their _ _  recorded
semi-annually.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 58A-5.0181, FAC., if
such consent is not included in the resident's
contract.

{h) For faciiities that manage a pill organizer,
assist with self-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
pursuant to Rule 58A-5.0185, F.AC.
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{i) A copy of the resident's contract with the
facility, including any addendums te the contract
as described in Rule 58A-5.025, FA.C.
{j) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
the resident as required in Section 429.27, F.S.
{k} For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27 F.8.

(1) )f the resident is an recipient, a copy of
the Department of Children and Familles form
Alternate Care Certification for |
, ), CF-ES 1006,

, which is hereby incorporated by reference
and available for review at:
hitp/iwww firules.org/Gateway/freference.asp?No
=Ref-04004. The absence of this form will not be
the basis for administrative action against a
faciiity if the facility can demonstrate that it has
made a good faith effort fo obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the ., ofs
heaith care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.

{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 58A-5.0181,
F.AC,

{0) The resident’ s B
DH Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
ficensed capacity of an assisted living faciiity, but

A162
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Continued From page 33

who are not receiving any personal, fimited
nursing, or extended congregate care services,
record keeping may be limited to the following at
the discretion of the facility:

1. Alog listing the names of residents
participating in this arrangement;

2. The resident demographic data required in this
paragraph;

3. The health assessment described in Rule
58A-5.0181, FAC

4. The resident's contract described in Rule
58A-5.025, F.AC.; and

5. A health care provider's order for a therapeutic
diet if such diet is prescribed and the resident
participates in the meal plan offered by the
facitity.

{g) Except for resident contracts, which must be
retained for 5 years, all resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a fonger period
of time. Upon request, residents must be
provided with & copy of their records upon
departure from the facility.

{r} Additional resident records i for
facifities holding a limited mental heaith, extended
congregate care, or limited nursing services
ficense are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to provide an accurate
heaith assessment for one out of five (Resident
#2) sampled residents.

Findings Include:

Observation on at 9:50 AM showed
Resident #2 lying on bed.

A162
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Review of Resident # 2's record showed the last
health assessment was completed on

and it stated the resident was independent with
eating and required supervision with the rest of
the activities of daily living. The physician
indicated the resident needed reguiar diet.

Hospice record review showed the resident was
bed bound and had arecent |

in her right . The physician ordered puree
diet on .

Interview conducted on at 12:20 PM,
Administrator confirmed Resident's #2 did not
have an updated heath assessment.

Class Il

AL240| 429.075; 58A-5.029 (1)(a) LMH - Licensing AL240
88=D
429.075

Limited mental health license -An assisted living
facitity that serves one or more mental health
residents must obtain a limited mental health
ficense.

58A-5.02¢ Limited Mentat Health.
{1) LICENSE APPLICATION.
{a) Any facility intending to admit one or more
mental health residents must obtain a limited
mental health license from the agency before
accepting the mental health resident.
{b} Facilities applying for a limited mental health
ficense that have uncorrected deficiencies or
violations found during the facility's last survey,

int igation, or itoring visit will be
surveyed before the issuance of a limited mental
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health license to determine if such deficiencies or
violations have been corrected.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to obtain a Limited Menta! Health license
before admitting mental health residents for two
out of six {Resident #1 and #5) sampled
residents.

Findings Include:

Areview of Resident #1's health assessment

dated indicated the resident was
diagnosed with . and Resident 5
heaith assessment dated indicated the

resident was diagnosed with
Residents #1 and #5 received
e payment.
Interviewed on at 12:20 PM,
Administrator stated that resident's program told
her that they were not limited mental health
residents because they did not receive |
medications.

Class Il
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