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111-8-12-.05(1)(d) Records Check Application.

A records check application shall be required:

(d) For each direct access employee, upon application for employment or prior to placement in 
the position; 

This REQUIREMENT is not met as evidenced by:

>>>>Based on record review and interview, the facility failed to ensure that direct care staff  hired 
after October 1, 2019  had the required criminal background check upon employment or prior to 
placement in the position for 1 of 4 sampled staff (Staff D).  Findings include:

A review of the file for Staff D, hired 4/26/21, showed a fingerprint clearance letter completed on 
1/15/2020.

During an interview on 5/20/2021 at 12:22 p.m., Staff A stated that Staff D was rehired as of 
4/26/2021.  

An email received from Staff A on 5/21/2021 stated that Staff D left employment with the facility 
on 1/8/21 and then was rehired on 4/26/2021. 

During an interview on 5/21/21 at 11:11 a.m., BB stated that Staff D would be required to have 
another background check completed because the last one he/she had was completed on 
1/15/2020 and was over a year old. 
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>>>>The purpose of this visit was to conduct a compliance inspection and to investigate intake 
#GA00213617. 

The investigation started on 4/26/21, an on-site visit was made on 5/5/21, and the survey was 
completed on 5/21/21.
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>>>>Based on record review and interview the facility failed to use a licensed registered 
professional nusre or a pharmacist to conduct quarterly random medication administration 
observations to determine that the aides are administering medications correctly and in 
compliance with these rules for 1 of 4 staff (Staff B).  Findings include:

A review of the file for Staff B, hired 4/8/19, showed a quarterly observation completed by a 
licensed practical nurse on 2/15/21 and 4/1/21.  

During an interview on 5/20/21 at 12:22 p.m., Staff A stated that this would be completed as 
required.

{L 2025}

SS= D

 

>>>>Based on record review and interview the facility failed to complete comprehensive clinical 
skills competency reviews for each certified medication aide (CMA) utilizing the skills competency 
checklist at least annually, after hiring to determine that the aides continue to have the necessary 
skills to perform the medication tasks assigned competently for 1 of 4 staff (Staff B).  Findings 
include:

A review of the file for Staff B, hired 4/8/19 showed that the last annual skills checklist 
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administered by a Georgia-licensed registered nurse, pharmacist, or physician, was completed on 
11/1/19.  

During an interview on 5/20/21 at 12:22 p.m., Staff A stated that this would be completed as 
required.


