STATE OF FLORI DA
DI VI SI ON OF ADM NI STRATI VE HEARI NGS

DEPARTMENT OF CHI LDREN AND
FAM LY SERVI CES,

Petiti oner,
VS. Case No. 00-1423
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RECOMMVENDED CORDER

Pursuant to notice, a final hearing was conducted in this
case on August 1, 2000, at West Pal m Beach, Florida, before Judge
M chael M Parrish, an Adm nistrative Law Judge of the Division
of Adm nistrative Hearings.

APPEARANCES

For Petitioner: Rendell Brown, Esquire
Brown & Brunfield
319 Clematis Street, Suite 217
West Pal m Beach, Florida 33401

For Respondent: Terry Verduin, Esquire
Departnent of Children and
Fam |y Services
111 South Sapodilla Avenue, Suite 201
West Pal m Beach, Florida 33401

STATEMENT COF THE | SSUES

The issues in this case concern whether the Respondent is
entitled to renewal of her license to provide residential

services for persons who are devel opnental |y di sabl ed.



PRELI M NARY STATEMENT

Fol | ow ng recei pt of notice that the Departnment intended to
refuse renewal of her license to provide residential services for
persons who are devel opnental |y di sabl ed, the Respondent
(Ms. V.RT.) filed atinmely request for hearing on the matter.
In due course the matter was referred to the D vision of
Adm ni strative Hearings, where it was schedul ed for hearing on
August 1, 2000.

At the final hearing on August 1, 2000, the Depart nent
presented the testinony of four w tnesses. The Departnent also
offered 14 exhibits into evidence. Objections to the
Departnent's Exhibits 9 and 10 were sustained. The other
exhibits offered by the Departnent were received in evidence.
The Respondent testified on her own behalf, but she did not cal
any additional wtnesses. The Respondent also offered 7
exhibits, all of which were received in evidence. One Joint
Exhi bit! was al so received in evidence, and official recognition
was taken of several rule and statutory provisions.

Nei ther party filed a transcript of the final hearing held
on August 1, 2000. Both parties filed proposed recommended
orders containing proposed findings of fact and concl usi ons of
| aw. The parties' proposals have been carefully considered

during the preparation of this Recormmended Order.



FI NDI NGS OF FACT

| ntroductory and background facts

1. At all times material to this proceeding, the Respondent
provi ded, and was |licensed to provide, residential services for
persons who are devel opnental |y di sabl ed. The Respondent
provi ded these services in a group hone where she had from4 to 6
clients at any one tine. Fromtinme to tinme representatives of
the Departnent would identify deficiencies in the way the
Respondent was providing the residential services. Typically,

t he Departnent woul d advi se the Respondent of specific
deficiencies followng a visit to the Respondent's group hone.
The Respondent woul d often take steps to correct the identified
deficiencies, but some deficiencies tended to occur again and
again. The Departnent attenpted to work with the Respondent to
hel p her renmedy deficiencies and to help her prevent future
deficiencies. Eventually, on February 25, 1999, the Depart nent
advi sed the Respondent by letter that it did not intend to renew
her license to provide residential services for persons who are
devel opnent al | y di sabl ed.

2. The Departnent's letter of February 25, 1999, advised
t he Respondent that the "quality of care by your facility does
not nmeet the mninmumlicensure standard[s] as specified in
Chapter 10F-6," and went on to |ist a nunber of specific concerns
under the major categories of "Adm nistration” and "Health and

Safety." The concerns itemzed in the letter were as foll ows:



Adm ni stration

- Records of expenditure from i ndividual
residents' accounts are not nmaintained.

- Lack of accountability of client's personal
al | owances.

- I nappropriate use of client's personal

al | owance.

- I nadequate receipts for client's
expendi t ur es.

- Inconpl ete enpl oyee files.

- Enpl oyees w t hout personnel files.

Heal th and Safety

- Cients | ocked inside the house w thout

supervi si on

- Gate/ Entrance chai ned.

- Lack of evidence of all night supervision.

- Cients left unsupervised during a week-

end.

- I nadequat e food supply.

- Cients' lack of access to food.

- Food prepared away from resi dence.

- Menus not posted.
The letter also advised the Respondent of her right to request an
adm nistrative hearing if she wished to contest the Departnent's
proposed course of action.

3. After sone initial difficulties conmplying with the
Department's requirenents, the Respondent's group hone (which had
been noved fromits original |ocation without sufficient notice
to the Departnent) was issued a conditional |icense on January 1,
1998, followed by a standard |icense issued on March 1, 1998.

The standard license was valid for one year fromthe date of
i ssuance. In March of 1998 when the standard |icense was issued,
conditions at the Respondent's group hone appeared to be

satisfactory.



4. For the first few nonths follow ng the issuance of the
standard |icense, the Departnent did not have any significant
concerns about the manner in which the Respondent's group hone
was bei ng operated. The Respondent appeared to be responsive to
suggestions by Departnent personnel and appeared to be trying to
work wi th Departnment personnel to operate her group hone in a
proper manner. From March through nost of June of 1998, there
were no maj or problens at the Respondent's group hone.

The i ncident on June 27, 19982

5. On June 27, 1998, an incident occurred at the
Respondent' s group hone that caused the Departnment a great deal
of concern. On that day, at approximately 4:30 p.m, M. L. N
arrived at the Respondent's group hone, in Boynton Beach,
Florida, to visit his son who is nentally retarded. He was
unabl e to enter because the gate to the fence surrounding the
home was chai ned and | ocked. He observed sone of the group hone
residents in the front yard and others in the house. Stil
unable to enter the gate | ater when he returned, M. L. N
t el ephoned police. Road Patrol Oficer Susan Gtto responded.

6. At approximately 6:45 p.m, Oficer Susan Gtto arrived
at the group honme and clinbed the fence. One of the nen at the
group hone kept pointing to the house next door, north of the
group hone. Oficer Gtto found no one on the prem ses ot her
than the six nentally handi capped nen who were in their pajamas

and i nside watching tel evision.



7. Based on information fromM. L. N, Oficer Gtto
t el ephoned t he responsi bl e agency, the Departnment of Children and
Famly Services (DCF). A DCF case worker supervisor,
Anna G owala, arrived at the group hone at approxi mately
9:00 p.m She described the residents as nervous. Mst of them
were functioning at a |l evel below the ability to respond to
energencies, that is, unable to tel ephone 911 or to evacuate in
case of a fire. M. Gowala prepared a prelimnary report on her
findings at the group hone.

8. Sonetine after 9:00 p.m, a wonan who identified herself
as Elvira Brown arrived wwth a key to the group hone. She
intended to take care of the clients that evening, but was sent
away by O ficer Gtto, who also left the hone soon after that.

9. At approximately 12:45 a.m, on June 28, 1998,

Ms. dowala s supervisor, WIlliamD. Shea, arrived at the group
home. M. Shea relieved Ms. dowala and stayed with the
residents for the rest of the night. The six adult residents,
according to M. Shea, were |ower functioning and non-verbal .

10. At 6:15 a.m, a worman who identified herself as
Sharon Butler arrived to cook breakfast and supervise the
residents. She assured M. Shea that she was an enpl oyee of the
group hone and would remain at the group hone until the |icensed
operator returned froman out-of-town trip. After he left,

M. Shea asked Ms. G owala to continue to nonitor the group hone

by tel ephone until the operator returned. M. Shea did not check



the woman's identity or determ ne whether she was, in fact, a
qualified enpl oyee, as required by DCF

11. M. Shea testified that a group hone operator nay |eave
properly screened enpl oyees to relieve them when they are absent.
The screening includes fingerprinting for police background
checks.

12. DCF witness, Sue Pearlman Eaton, received the report of
the incident on June 30, 1998. On July 1, 1998, she initiated an
investigation by visiting the group hone. When she arrived, she
found one resident in the front yard sleeping on a | awm chair,
and others inside watching television. One resident took her to
a roomin response to her request for help finding the
owner/ operator, but no one was there. She noticed where five of
the six residents of the home were | ocated, and what they were
doi ng.

13. After approximately twenty mnutes to a half hour,
Ms. Pearl| man- Eat on observed the operator comng into the house.
She was angry and said she had been in the backyard with the
si xth resident feeding her dogs. She told Ms. Pearl man-Eaton
that she hired Ms. Butler to stay at the group honme during her
previ ous weekend trip to Tanpa. The operator reported that she
left at approximately 12 o' cl ock noon on Saturday, and that
Ms. Butler was present when she left.

14. Ms. Pearl man- Eaton al so questioned Ms. Butler, as a

part of her investigation. As she apparently confirned,



Elvira Brown, Ms. Butler's cousin, was supposed to stay at the
group honme from2:00 p.m wuntil 10:00 p.m, while M. Butler

wor ked at another job. According to Ms. Pearl man-Eaton's report,
Ms. Brown tel ephoned Ms. Butler and told her that her work at the
group hone was conpleted between 6:00 p.m and 7:00 p.m, and
that the residents were in bed.

15. The report indicated that Ms. Brown stated that
Ms. Butler asked her to help by feeding the residents and getting
themready for bed. Then she was to |lock the gate and | eave.

16. Based on Ms. Butler's statenment to Ms. Pearl man- Eat on
that the group hone owner/operator Ms. V. R T. approved
Ms. Butler's plan to have Ms. Brown serve as an interim
caret aker, the investigators concluded that both of them were
perpetrators of abuse by neglecting clients who require 24-hour
supervision. DCF failed to present the testinony of either
Ms. Brown or Ms. Butler at the hearing. Therefore, the testinony
of Ms. V. R T. and her credibility could not be wei ghed agai nst
that of any other person with direct know edge of the incident on
June 27, 1998.

17. Ms. Pearlman-Eaton's report noted that the group hone
clients and facility were neat and clean, with no clients "acting
out" or appearing to be in distress. Prior to the tinme that the
group hone owner/operator cane in fromthe backyard on July 1,

1998, Ms. Pearl man-Eaton did not |ook in the backyard or hear a



car arrive. She also did not determ ne whether or not there were
dogs in the yard.

18. During Ms. Pearl man-Eaton's questioning of Ms. Butler,
Ms. Butler told her that she al so worked at the Flam ngo
Clusters, another facility licensed by the State to provide
devel opnmental services. Cients of Flamngo Clusters are nore
severely handi capped than those at the V. R T. group hone.

Ms. Pearl man-Eaton was initially investigating Ms. Butler and
Ms. Brown. She added the group honme operator to the negl ect
report, after she waited for her for up to a half an hour after
arriving, on July 1, 1998, to conduct her investigation. Wile
she was waiting to find Ms. V. R T., her report indicates that
M's. Pearl man- Eaton tel ephoned Anna d owal a, the case work
supervisor. She was advised by Ms. Gowala that ". . . it was
not necessary for residents to be in eye range of the supervisor
continually and its [sic] okay for themto be left alone for no
nmore than 1/4 hr."

19. Anna dowala also noted the condition of the group honme
when she stayed with the clients. She renenbered there were two
| arge dogs, one a Rottweiler, in the backyard. She also saw a
pat hway between the two adj acent houses, the group honme and the
house next door, which is owned by the owner/operator's husband.
Ms. dowala also saw | aundry and other itens on a sofa in the
garage where the owner/operator clains that she sleeps. The

garage area also included a refrigerator, washer and dryer



20. Kay (gl esby, a DCF senior case nmanager, testified that
she had previously warned the owner/operator that the gate to the
fence should not be | ocked and that the residents needed constant
supervision. She believed that during her first year supervising
the facility, the owner/operator and her husband occupied a
master bedroomin the group honme. After DCF requested that they
take in tw additional clients, in May 1998, the owner/operator
said she noved to the garage.

21. Ava Kowal czyk, a DCF Human Servi ces Program Speci al i st,
confirmed that only screened and approved enpl oyees may work in a
group hone. The owner/operator has the responsibility for
assuring that group hone enpl oyees are qualified. She expressed
concern that the owner/operator may have left the residents with
her husband before he was properly trained.

22. Ms. Kowal czyk described the cluttered condition of the
sofa in the garage as inconsistent with ¥s. V. R T.'s
assertions that she sleeps in the garage.

23. Finally, DCF enployee Martin J. Fortgang confirned the
need for adequate supervision and the DCF' s determ nation that
I nadequat e supervi sion constitutes neglect.

24. The group hone owner/operator, the Respondent,

Ms. V. R T., testified that two years ago she married her
husband, who had |lived next door for 18 years. Wile he |ived
with her in the group hone, her husband's house next door was

| eased. She knew she was required to live on the prem ses and

10



testified that she has done so, initially in the master bedroom
After accepting two nore clients, on an enmergency basis after
anot her group hone cl osed, she noved to the garage. Her husband
has apparently noved back to his home next door.
25. In March 1998, Ms. V. R T. submtted to DCF, as
confirmed by Ava Kowal czyk, the nanmes of her husband,
Sharon Butler, and anot her enpl oyee for screening and approval.
The docunent included fingerprints and a police report, which
showed that Ms. Butler had a prior arrest for armed burglary.
26. Ms. V. R T. denied ever giving permssion for
Elvira Brown to substitute for Sharon Butler. Although
Sharon Butler had nunbers to reach Ms. V. R T. by pager and
cel lul ar phone, and at her hotel in Tanpa, Ms. V. R T. denied
that Ms. Butler ever tel ephoned her for approval to | eave
Ms. Brown at the group hone.
27. Despite her arrest record, the docunents which
Ms. V. R T. submtted and received from DCF appear to confirm
that Ms. Butler was an acceptabl e enpl oyee. One nenorandum
| abel ed a "Routing and Transmttal Slip" dated 3/31/98 states:

Per your request, | have processed the
Transfer of Request Form for Sharon Butler.

Pl ease see encl osed printout and Transfer
form Please maintain the [sic] these in
your personnel files.
28. The record indicates that Ms. V. R T. received
witten notice that Sharon Butler was not an approved car et aker

on July 16, 1998. 1In contrast to the apparent approval form of
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March 31, 1998, the notice on July 16, 1998, from Ava Kowal czyk

asserted that:
This is to docunent ny visits to your house
on June 30, 1998 and July 2, 1998. At that
time you inforned us that for a year you have
had an enpl oyee Sharon Butler, who acts as
caretaker in your absence. This enployee did
not neet basic standards of |icensing
requi renents. M. Butler's file consisted of
her fingerprint card and |ocal |aw
enforcenent checks conpl eted on her on or
about March 31, 1998. This was the first
time you brought to our attention that you
enpl oyed soneone ot her than yourself and your
husband.

29. Considering the contents of the Routing and Transm ttal
Slip attached to the docunents dated March 31, 1998, it was
reasonable for Ms. V. R T. to believe that Sharon Butler was an
approved enpl oyee. One section on the Request for Transfer of
Records indicates that Ms. Butler was approved for dual
enpl oynent at the group hone and another facility, having had her
screening originally conpleted on October 3, 1994.

30. DCF has failed to denponstrate, by a preponderance of
the evidence, that Ms. V. R T. knew that Sharon Butl er was not
properly screened and approved on June 27, 1998, when she | eft
her in charge of the group hone. DCF has also failed to
denonstrate that Ms. V. R T. knew or approved of plans for
Sharon Butler to |l eave the group honme clients in the care of

El vira Brown whil e she was out-of -t own.
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O her problens at the Respondent's group hone

31. On sone occasions the Respondent would | ock the doors
of the group honme while the clients were inside. Wen she did
so, she would | eave the door keys on top of the tel evision set
i nsi de the group hone.?

32. On sone occasions the Respondent would | ock the gate in
the fence around the group hone property while clients were on
the property.

33. The Departnent usually made nonthly review visits to
t he Respondent's group honme. Sone of the problens noted during
these nonthly reviews are described in the paragraphs which
fol |l ow.

34. During the review visit on June 30, 1998, sone of the
food for the clients was stored away fromthe group hone
prem ses, and was not readily available to the clients.
Specifically, no drinks or snacks were readily available for the
clients that day. The required 5-day supply of food was not
present on the prem ses, and the food that was present did not
correspond to the nenu.

35. During the review visit on August 26, 1998, there were
errors in the personal allowance |ogs of the clients. Also, on
this date once again the food supplies did not correspond to the
menu.

36. During the review visit on Septenber 22, 1998, the

personal allowance |logs of the clients were not up to date.
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Specifically, there were no receipts, there was no docunentation
of the personal allowance received by any of the clients, and
there was no docunentation of the SSI/SSA benefits received by
any of the clients. Once again, the food supplies did not
correspond to the nenu, and there were inadequate food supplies
for a hurricane energency.

37. During the review visit on Cctober 28, 1998, the
personal allowance logs for the clients were again inconplete.
Receipts for client expenses were m ssing, and there was
i nadequat e docunented informati on about the expenses. There were
no menus posted on this day. Also, the gate to the fence around
t he Respondent's group honme was chai ned shut when the Depart nment
personnel arrived. This condition was of particular concern to
t he Departnent personnel, because the chained gate was an
obstruction to any energency evacuation of the group hone.

38. During the review visit on Novenber 20, 1998, the
personal allowance logs for the clients were again inconplete and
i nadequate. Again, receipts were mssing. Again, the food
present at the group hone was insufficient to constitute the
requi red 5-day supply of food. Again, no nenus were posted.
Al'so, on this occasion the neals for the clients were being
prepared next door, rather than in the group hone, as required.

39. Al of the clients at the Respondent's group hone were
devel opnental |y disabled adult nales. All of the clients

functioned at a very |ow devel opnental level. Sonme were just

14



barely verbal. Cdients at this level of disability need constant
supervision while they are in the group home. They cannot be

| eft unsupervised without exposing themto serious risk of harm
to their well-being. Even at night when such clients are

sl eeping, a responsible, appropriately trained, adult nust be
present in the group hone to provide supervision and assi stance
if one of the clients wakes up in the night and needs direction
or assi stance.

CONCLUSI ONS OF LAW

40. The Division of Adm nistrative Hearings has
jurisdiction over the parties to and the subject matter of this
proceedi ng. Section 120.57, Florida Statutes.

41. In a case of this nature, the Departnent bears the
burden of proving a basis for its proposed denial of the

Respondent's |icense renewal. See The Angelus, Inc. v.

Departnent of Health and Rehabilitative Services, DOAH Case

No. 91-6193 (Recommended Order issued May 19, 1992); Edward and

Nancy Bristol v. Departnent of Health and Rehabilitative

Servi ces, DOAH Case No. 88-5183 (Recommended Order issued May 9,
1989); and cases cited therein.

42. Section 393.0673(1), Florida Statutes, authorizes the
Departnent to deny, revoke, or suspend a license for a violation
of any provision of Sections 393.0655 or 393.067, Florida
Statutes, or for violation of any rul es adopted pursuant to the

cited statutory provisions. Consistent with the foregoing,
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Rul e 65B-6.003(5), Florida Adm nistrative Code, provides: "A
license shall be revoked at any tine, pursuant to Chapter 28-6,
F.AC, if the applicant fails to maintain applicable standards
or to observe any Iimtations specified in the |license."

43. Rule 65B-6.010, Florida Adm nistrative Code, contains
the standards applicable to group honme facilities. Section
(3)(a)7 of that rule requires that the facility establish and
mai ntain on the prem ses an individual record for each client,
whi ch shall include, anong other things, "an accounting of the
client's funds received and/or distributed by the vendor." The
facts in this case denonstrate that the Respondent was frequently
in violation of this rule provision, because on nunerous
occasions the Respondent's client accounting records were
i nconpl ete and/ or incorrect.

44, Section (5) of Rule 65B-6.010, Florida Adm nistrative
Code, addresses the qualifications of the staff hired to work at
group hone facilities. The requirenents of Section (5) include
the foll ow ng:

(a) Sufficient staff shall be provided to
ensure that facility operation i s not
dependent upon the use of clients or
volunteers. . . .

(b) . . . Witten evidence of the
qualifications of the direct care staff shal
be maintained. Mnimumcriteria shall be
denonstrated ability to neet the witten
established job description, appropriate life
experience, and ei ghth grade educati on.

(c) Staff shall be of suitable physical
and nental ability to care for the clients

t hey propose to serve; have know edge of the
needs of the clients; be capable of handling

16



an energency situation pronptly and
intelligently; and be willing to cooperate
wi th the supervisory staff.

45. The findings of fact denonstrate that the Respondent
violated the rule provisions quoted i medi ately above in nore
than one way. The nobst serious violation occurred on June 27,
1998, when the staff left in charge of the Respondent's clients
abandoned the clients and left themtotally unsupervised for
several hours. |If nothing el se, such conduct shows that the
staff had no know edge of the needs of the clients. Such conduct
al so constitutes neglect of the clients within the neani ng of
Chapter 415, Florida Statutes. The Respondent also violated the
rul e provisions quoted i medi ately above by failing to maintain
witten evidence of the qualifications of the direct care staff.

46. Section (7)(b)10 of Rule 65B-6.010, Florida
Adm ni strative Code, provides that at group honmes, "all doors
with |l ocks nust be readily opened fromthe inside." Section
(7)(b)12 of the sanme rule provides that at group hones "no exit,
stairway, corridor, ranp, fire escape, or other neans of exit
shall . . . be obstructed fromuse in case of energency." The
findings of fact denonstrate that the Respondent viol ated both of
these rule provisions by leaving clients inside the | ocked group
home, and by | ocking the gate to the fence around the property.

47. Section (9)(c) of Rule 65B-6.010, Florida
Adm ni strative Code, includes the follow ng provisions regarding

food service at group hones:
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2. Menus shall be planned and witten at
| east two days in advance and dated. Menus,
as served, shall be kept on file for a
m ni mum of one nont h.

3. Fresh food supplies sufficient for two
days and staple food supplies sufficient for
at least five days shall be available at the
facility at all tines.

48. The findings of fact denonstrate that the Respondent
violated the rul e provisions quoted i medi ately above on numnerous
occasi ons by not having nenus avail able and by not having
avai |l abl e the m ni mum anounts of food required by the rule.

49. In view of the nunerous rule violations described
above, renewal of the Respondent's |icense should be denied
pursuant to Section 393.0673(1), Florida Statutes. This is
especially the case because of the occasions on which the
Respondent's clients have been exposed to risk of serious harm by
being | eft unsupervised, by being left |ocked in the house, and
by having the gate | ocked.

RECOMVENDATI ON

On the basis of all of the foregoing, it is RECOMVENDED t hat
the Departnent of Children and Famly Services District issue a
Final Order in this case denying the renewal of the Respondent's

group hone |icense.

18



DONE AND ENTERED this 30th day of Cctober, 2000, in

Tal | ahassee, Leon County, Florida.

M CHAEL M PARRI SH

Adm ni strative Law Judge

Di vision of Adm nistrative Hearings
The DeSot o Buil di ng

1230 Apal achee Par kway

Tal | ahassee, Florida 32399-3060
(904) 488-9675 SUNCOM 278- 9675
Fax Filing (904) 921-6847

www. doah. state. fl. us

Filed with the Cerk of the
Di vi sion of Adm nistrative Hearings
this 30th day of October, 2000

ENDNOTES

1/ The joint exhibit consists of the Final order and the
Recommended Order in Departnment of Children and Fam |y Services
v. V. R T., DOAH Case No. 99-1174C (Recommended Order issued
Cctober 21, 1999). In Case No. 99-1174C, these sane parties
litigated many of the facts that are relevant to the disposition
of this case. During the course of the evidentiary hearing in
this case, the parties stipulated that the facts found in Case
No. 99-1174C should be taken as established facts in this case.
Accordingly, the facts found in the Recommended Order in Case No.
99-1174C have been incorporated in the Findings of Fact in this
Recommended Order.

2/ Consistent with the stipulation of the parties, all of the
findings of fact in paragraphs 5 through 30 are taken verbatim
fromthe Findings of Fact in the Recommended Order in DOAH Case
No. 99-1174C.

3/ The Respondent testified that all of the clients were capable
of using the keys to unlock the door if they needed to get out.
The Respondent's testinony in this regard is not credited. O her
testinony about the |low | evel at which the Respondent's clients
functioned makes it nost unlikely that in an energency such
clients could find a key and then effectively use the key to

unl ock a door and escape.
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COPI ES FURNI SHED

Rendel | Brown, Esquire

Brown & Brunfield

319 Cematis Street, Suite 217
West Pal m Beach, Florida 33401

Terry Verduin, Esquire
Departnent of Children and

Fam |y Services
111 Sout h Sapodilla Avenue
Suite 201
West Pal m Beach, Florida 33401

Virginia A Daire, Agency Cerk
Department of Children and
Fam |y Services
Bui | ding 2, Room 204B
1317 W newood Boul evard
Tal | ahassee, Florida 32399-0700

Josi e Tomayo, General Counse
Departnent of Children and
Fam |y Services
Bui | ding 2, Room 204
1317 W newood Boul evard
Tal | ahassee, Florida 32399-0700

NOTI CE OF RIGHT TO SUBM T EXCEPTI ONS

Al parties have the right to submt witten exceptions wthin 15
days fromthe date of this Recormmended Order. Any exceptions to
this Recomended Order should be filed with the agency that wll
issue the Final Order in this case.
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