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Initial Comments.

Arevisit to the relicensure survey was conducted
at House of Lightfion . B
Deficiencies were found at the time of the visit.

59A-35.110 FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.

{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under chapter 408, part I,
F_S., or authorizing statutes for the provider type
as specified in section 408.803(3), F.S., during
the ficense application process must be reported
to the Agency within 21 days of occurrence of the
change, including:

{a} Insurance coverage renewat;

{b} Bond renewal;

{c} Change of administrator or the similarly titled
person who is responsible for the day-to-day
operation of the provider;

{d) Annual sanitation inspections;

{e} Fire inspections; and,

(f) Approval of revisions to emergency
management plans.

{2) Electronic submission of information.

(a} The following required information must be
submitted electronically through the Agency's
Single Sign On Portat located at
hitps:/lapps.ahca.myflorida.com/SingleSignOnPo
rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in section 400.147, F.S. on Nursing

A 000}

{cz821}

Home Adverse Incident, AHCA Form 3110-0010
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oL, . . which is hereby incorporated by

reference and availiable at:
hitps./iwww.firules.org/Gateway/reference.asp?N
o=Ref-08777, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitpsi//apps.ahca.myflorida.com/SingleSignOnPo
rtal.
2. Assisted living facilities:
a. Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
days after the occurrence of the incident as
required in section 429.23, F.S., on Assisted
Living Faciiity Adverse Incident, AHCA Form
3180-1025 0L, . which is hereby
by and i at

hitps./iwww.firules.org/Gateway/reference.asp?N
o=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitpsi//apps.ahca.myflorida.com/SingleSignOnPo
rtal.
b. Liabifity claim reports required pursuant to
section 429.23(5), F.S., and rule 58A-5.0242,
FAC.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, F.S., on Hospital
Adverse Incident, AHCA Form 3140-5001 OL.,

; , which is hereby incorporated by
reference and availiable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08779, and through the Agency’s adverse
incident reporting system which can only be
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accessed through the Agency's Single Sign On
Portal located at:
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
4. Ambulatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in section 395.0197, F.S., on Ambulatory
Surgical Center Adverse Incident, AHCA Form
3140-5004 OL, | , which is hereby
incorporated by reference and availiable at:
hittps:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08780, and through the Agency’s adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
ks . -ahca.myflorida i ignOnPo
rtal.
{b) The licensee must retain a copy of all
documema{xon generated at time of repomng as
irmation of fi
(c) ifthe Agency 's Single Sign On F’ortal or the
oniine adverse incident reporting system is
temporarily out of service the licensee may
conlact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
onlfine access is restored.

This Statute or Rule is not met as evidenced by:
THIS DEFICIENCY REMAINED
UNCORRECTED

Based on record review, online Agency adverse
report search, and interview, the facility falled to
electronically submit a preliminary adverse report
within 1 business day and a full report within 15
days for an event that resulted in a and
required the transfer of the resident from the

facility to a unit providing more acute care due to
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Continued From page 3

the incident, as required in F.5.429.23(2)(a).
Findings:

Review of the record for resident #1 revealed she
was admitted on . The most recent health
assessment was dated following
admission to hospice services. The previously
reviewed and cited health assessment was dated

and revealed diagnoses which included a
teft and .Shehada
history of . Continued review of the record did
not reveal any notes or documentation regarding
the events leading to the

On at 12:00PM, the assistant
administrator stated resident#1 hada = in the
facifity in | and was sent to the hospital.
8he was found to have a . had surgery
and spent some time in rehab following the
hospitat stay. She confirmed an electronic
adverse report had not been submitted to AHCA
as required.

On a search of the Agency website did
not find any adverse reports from this facility in
2019 or 2020. (photographic evidence obtained)

On revisit on at 1:45PM, the
administrator said she did not have a copy of the
adverse report. She said she had a person who
heips her with computer tasks and who she
believed helped her to submit the report.

On at 12:10PM in a phone
conversation with the administrator, she stated
she checked with her computer person and he
said they did not submit an adverse report. She
said they would work on it and get it submitted. It
was explained the report was supposed to be
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Unclassified

done as a correction to the survey and
since it wasn't, the citation could not be corrected.
The administrator stated she understood.
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