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A 000 Initial Comments AD00

An unannounced Relicensure, Focused
Control and Generator Assessment survey was
conducted at Harborchase of Coral Springs on

and . The provider had
deficiencies at the time of the visit.

A 032 59A-36.007(8) FAC Resident Care - Elopement A032
Standards

59A-36.007

(8) ELOPEMENT STANDARDS.

{a) Residents Assessed at Risk for Elopement.
All residents assessed at risk for elopement or
with any history of elopernent must be identified
so staff can be alerted to their needs for support
and supervision. All residents must be assessed
for risk of elopement by a health care provider or
a mental health care provider within 30 calendar
days of being admitted to a facifity. If the resident
has had a health assessment performed prior to
admission pursuant to paragraph 59A-36.006(2)
{a), F.A.C., this requirement is satisfied. A
resident placed in a facility on a temporary
emergency basis by the Department of Children
and Families pursuant to section 415,105 or
415.1051, F.S., is exempt from this requirement
for up to 30 days.

1. As part of its resident elopement response
policies and procedures, the facility must make,
at a minimum, a daily effort to determine that at
risk residents have identification on their persons
that includes their name and the facility's name,
address, and telephone number. Staff trained
pursuant to paragraph 59A-36.011(10){a) or {¢),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
atall imes.

2. The facility must have a photo identification of
at risk residents on file that is accessible fo alt
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facility staff and law enforcement as necessary.
The facility's filte must contain the resident's photo
identification upon admission or upon being

at risk for to
admission. The photo identification may be
provided by the facility, the resident, or the
resident’s representative.
{b} Facility Resident Elopement Response
Policies and Procedures. The facility must
develop detailed written policies and procedures
for responding to a resident elopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
prerises,
2. The identification of staff responsible for
H ing each part of the
response policies and procedures, including
specific duties and responsibilities,
3. The identification of staff responsible for
contacting law enforcement, the resident's family,
guardian, heaith care surrogate, and case
manager if the resident is not located pursuant to
subparagraph (8)(b}1.; and,
4. The continued care of all residents within the
facility in the event of an elopement.
{c} Facility Resident Elopement Drifls. The facility
must conduct and document resident elopement
drills pursuant to sections 429.41(1)(a)3. and
420.41(1)1), F.S.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to conduct a minimum of two resident
elopement drills this past year which must inciude
the participation of the Administrator and all of the
direct care staff members.

The findings included:

A032
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Review of the facility's undated elopement
policies and procedures, titled "Standard R1.07:
Missing Resident", stated the facility was not
considered a “memory care community” and it
was not subject to conduct elopement drills,
Further review of the facility's undated elopement
drills policies and procedures, titied "Standard
4.06 Memory Care Elopement and Drills”, it
indicated the facility was not a "memory care
community” and was not required to fulfill the
elopement drills specified therein.

In an interview with the Activities Associate on

at 11:25 AM, he stated he had been
working in the facility for over 5 years and he did
not remember having participated in a resident
elopement drilt or simulation with any other facility
direct care staff members.

(r an interview with the Executive Director
(Administrator) on at 12:35 PM, she
stated since the facility was not a memory care
community, the facility did not follow ait of the
standards set forth in its resident elopement
prevention policies and procedures. She
confirmed she did not conduct and document any
resident elopement drills with the direct care staff
in the past year of 2020.

Class Il

AQ78| 59A-36.010(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.

A032

A078
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of communicable . The examination
performed by the health care provider must have
been conducted no earlier than § months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility Is under the same management
or ownership.
1. Evidence of a negative
examination must be docurmented on an annual
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
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 untit 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

A078
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requirements of rule 59A-36.011, F.AC.

(d) An assisted living facility Lto
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.

() For faciiities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
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.8.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure a current Level It Background
Screening eligibility determination was made for
one 1 of 4 employee records reviewed, Care
Giver D.

The findings included:

During a Relicensure Survey conducted at the
faciiity on and , a review of
facitity employee records was performed. It
revealed Care Giver D began employment on

and works the 10:00 PM to 6:00 AM
shift.

During review of Care Giver 's employee record,
is was revealed the employee did not have a
Level Il ination of Eligible

Further review of the document Background

A078
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Screening database documented in the
D: ination field: "A New ing is
Required” also documenting the employee's

. . had expired indicating a new Level Il
Background Screen was required.

In an interview with the Executive Director
{Administrator) on at 3:27 PM, she
was provided an opportunity to review the
background screening document for Care Giver
D. She acknowledged there was no Level I
determination and stated Care Giver D has begun
the process of having her eligibility determined
and will provide the information as soon as
received. No additional information was provided
during the Survey.

On the surveyors met with the
Executive Director (Administrator), Regional
Director of Health/Weliness and Director of
Resident Care to conduct the exit conference.
They acknowledged Care Giver D did not have a
Level Il determination of Eligible on the
Background Screening database.

Class Il

A 181 59A-36.019(2) FAC Emergency Plan Approval

(2) EMERGENCY PLAN APPROVAL. The plan
must be submitted for review and approval to the
iocal emergency management agency.

{a) If the local emergency management agency
requires revisions to the emergency management
plan, such revisions must be made and the plan
resubmitted to the local office within 30 days of
receiving notification that the plan must be
revised.

{b} A new facility as described in Rule

A078

A181
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59A-36.014, F.A.C., and facilities whose
ownership has been transferred, must submit an
emergency management plan within 30 days
after obtaining a license.

{c} The facility must review its emergency
management plan on an annual basis, Any
substantive changes must be submitted to the
iocal emergency agency for review and approval.
1. Changes in the name, address, telephone
number, or position of staff listed in the plan are
not considered substantive revisions for the
purposes of this rule.

2. Changes in the identification of specific staff
must be submitted to the local emergency
management agency annually as a signed and
dated addendum that is not subject to review and
approval.

(d} The local emergency management agency is
the final administrative authority for emergency
management plans prepared by assisted living
facilities.

(e} Any plan approved by the local emergency
management agency is considered to have met
all the criteria and conditions established in this
rute.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure their Comprehensive Emergency
Environment Control Plan (EECP) was current
and approved by the Local County Emergency
Management Division.

The findings included:

During a Relicensure Survey conducted at the
facifity on and , arequest
was made for the facifity's current

P i Plan

A181
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{CEMP). On at 11:41 AM, the
Executive Director (Administrator) provided their
CEMP binder. She stated their CEMP has not
been approved and keeps getting rejected. A
review of the binder revealed email
correspondences with the Local Emergency
Management Division as follows:

On . at 1:27 PM an email was
sent to the facility notifying them that their request
had been rejected for "Incomplete Format." it
indicated the plan was missing the Local County
Checkiist filled out with the required
corresponding pages. it requested the plan be
completed as indicated on the AHCA {Agency for
Health Care Administration) checklist and
reference the pages, and to submit any missing
information.”

On . an email was sent between
the facility and the Local Emergency
Management Division in which the Local

Ei Division

receipt of the facility's information/request, but
they were still awaiting the facility's completed
checklist.

On . the Local Emergency
Management Division responded to an email
from the facility stating the Local Emergency
Management Division Checklist is not filled out,
and requested they complete it like the AHCA
checklist, with corresponding pages and return
the one page to them via email.

In an interview conducted with the Executive
Director (Administrator) on at 11:41
AM, a request was made for the most recent
CEMP approval they received from the Local
Emergency Management Division. No CEMP was

A181
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provided and available for review.

In an interview conducted with the Maintenance
Director on at 2:41 PM, he stated they
have not received their CEMP approval from the
Local Emergency Management Division. A
request was made for their most recent CEMP
approval received from the Local Emergency

Division. No additi i i
was provided during the Survey.

On during the exit conference, the
Executive Director (Administrator), Regional
Director of Health/Weliness and Director of
Resident Care were reminded the facility did not
provide a current approved CEMP letter from the
Local Emergency Management Division during
the Survey. They acknowledged the finding.

Class Ili

A 200 59A-36.025 FAC Emergency Environmentat
Control

58A-36.025 Emergency Environmental Control
for Assisted Living Facilities.
{1} DETAILED EMERGENCY ENVIRONMENTAL
CONTROL PLAN. Each assisted living facility
shail prepare a detailed plan ("plan”) to serve as
a to its Compl i

Plan, to address
environmental controt in the event of the loss of
primary electrical power in that assisted fiving
facitity which includes the following information:
{a) The acquisition of a sufficient alternate power
source such as a generator(s), maintained at the
assisted living facility, to ensure that current
ticensees of assisted living facilities wil be
equipped to ensure air temperatures wilt

A181

A200
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Continued From page 9

be maintained at or below 81 degrees Fahrenheit
for a minimum of ninety-six (96) hours in the
event of the loss of primary electrical power.

1. The required temperature must be maintained
in an area or areas, determined by the assisted
fiving facility, of sufficient size to maintain
residents safely at all times and thatis
appropriate for resident care needs and life safety
requirements. For planning purposes, no less
than twenty (20) net square per resident
must be provided. The assisted living facliity may
use eighty percent (80%) of its ficensed bed
capacity as the number of residents to be used in
the to determine the required square
footage. This may include areas that are less
than the entire assisted living facility if the
assisted living facility's comprehensive
emergency management plan includes allowing a
resident to congregate when he or she desires in
portions of the building where temperatures will
be maintained and includes procedures for
monitoring residents for signs of heat related
injury as required by this rule. This rule does not
prohibit a facility from acting as a receiving
provider for evacuees when the conditions stated
in section 408.821, F.S. and subsection
59A-36.019(5), F.A.C., are met. The plan shall
include information regarding the area{s} within
the assisted living facility where the required
temperature will be maintained.

2. The alternate power source and fuel supply
shaif be located in an area(s) in accordance with
{ocal zoning and the Florida Building Code.

3. Each assisted living facility is unique in size;
the types of care provided; the physical and
mental capabifiies and needs of residents; the
type, frequency, and amount of services and care
cffered; and staffing characteristics. Accordingly,
this rule does not limit the types of systems or

A200
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equipment that may be used to achieve
temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) howrs in the
event of the loss of primary electrical power. The
plan shall include information regarding the
systems and equipment that will be used by the
assisted living facility and the fuel required o
operate the systems and equipment.

a. An assisted living facility in an evacuation zone
pursuant to chapter 252, F, S. must maintain an
alternative power source and fuel as required by
this subsection at all imes when the assisted
fiving facility is occupied but is permitted to utilize
a mobile generator(s) to enable portability If
evacuation is necessary.

b. Assisted living facifities located on a single
campus with other facilities under common
ownership, may share fuel, alternative power
resources, and resident space available on the
campus if such resources are sufficient to
support the requirements of each facility’s
residents, as specified in this rule. Details
regarding how resources will be shared and any
necessary movement of residents must be clearly
described in the emergency power plan.

<. A multistory facility, whose comprehensive
emergency management plan is to move
residents to a higher floor during a flood or surge
event, must place its alternative power source
and all necessary additional equipment so it can
safely operate in a location protected from
fiooding or storm surge damage.

{b} The acquisition of sufficient fuel, and safe
maintenance of that fuel at the facility, to ensure
that in the event of the loss of primary electrical
power there is sufficient fuel available for the
alternate power source to maintain

temperatures at or below 81 degrees Fahrenheit
for a minimum of ninety-six {96) hours after the

A200
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foss of primary electrical power during a declared
state of emergency. The plan must include
information regarding fuel source and fuel
storage.

1. Facilities must store minimum amounts of fuel
onsite as follows:

a. Afacility with a licensed capacity of 16 beds or
fess must store 48 hours of fuel onsite.

b. Afacility with a licensed capacity of 17 or more
beds must store 72 hours of fuel onsite.

2. An assisted living facility located in an areain a
declared state of emergency area pursuant to
section 252.36, F.S. that may impact primary
power delivery must secure ninety-six {86) hours
of fuel. The assisted living facility may utilize
portable fuel storage containers for the remaining
fuel necessary for ninety-six (96) hours during the
period of a declared state of emergency.

3. Piped natural gas is an aliowable fuel source
and meets the onsite fuel supply requirements
under this rule.

4. If local ordinances or other regulations limit the
amount of onsite fuel storage for the assisted
fiving facility's location, then the assisted living
facitity must develop a plan that includes
maximum onsite fuel storage allowable by the
ordinance or regulation and a reliable method to
obtain the maximum additional fuel at least 24
hours prior to depletion of onsite fuel.

{c) The acquisition of services necessary to
maintain, and test the equipment and its functions
to ensure the safe and sufficient operation of the
alternate power source maintained at the
assisted living facility.

{d) The acquisition and maintenance of a
monoxide afarm.

{2) SUBMISSION OF THE PLAN.

(a} Each assisted living facility licensed prior to
the effective date of this rule shall submit its plan
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to the local emergency management agency for
review within 30 days of the effective date of this
rute. Assisted living facility plans previously
submitted and approved pursuant to emergency
Rule 58AER17-1 will require resubmission only if
changes are made to the plan.

{b) Each new assisted living facility shalf submit
the plan required under this rule prior to obtaining
a license.

(c) Each existing assisted living facility that
undergoes any additions, modifications,
alterations, refurbishment, renovations or

rect ion that require ification of its
systems or equipment affecting the facility's
compliance with this rule shall amend its plan and
submit it to the local emergency management
agency for review and approval.

(3) APPROVED PLANS,

{a) Each assisted living facility must maintain a
copy of its approved plan in a manner that makes
the plan readily available at the licensee's
physical address for review by a legally
authorized entity. if the plan is maintained in an
electronic format, assisted living faciiity staff must
be readily available to access and produce the
plan. For purposes of this section, "readily
available" means the ability to immediately
produce the pian, sither in electronic or paper
format, upon request.

(b) Within two (2) business days of the approval
of the plan from the local emergency
management agency, the assisted living facility
shail submit in writing proof of the approval to the
Agency for Health Care Administration.

{c} The assisted living facility shall submita
consumer-friendly summary of the emergency
power plan to the Agency. The Agency shall post
the summary and notice of the approval and
imptementation of the assisted living facility
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emergency power plans on its website within ten
(10) business days of the plan’s approval by the
{ocal emergency management agency and
update within ten (10) business days of
implementation.
{4) IMPLEMENTATION OF THE PLAN.
{a) Each assisted living facility licensed prior to
the effective date of this rule shall, no fater than
. have implemented the plan

required under this rule,
{b) The Agency shall allow an extension up to

P to providers in compliance with
paragraph (¢} below and who can show delays
caused by necessary construction, delivery of
ordered equipment, zoning or other regulatory
approval processes. Assisted living facilities shalt
notify the Agency that they will utifize the
extension and keep the Agency apprised of
progress on a quarterly basis to ensure there are
no unnecessary delays. If an assisted fiving
facility can show in its quarterly progress reports.
that unavoidable delays caused by necessary
construction, delivery of ordered equipment,
zoning or other regulatory approval processes wifl
occur beyond the initial extension date, the
assisted living facility may request a waiver
pursuant to section 120.542, F.8.
{c} During the extension period, an assisted living
facitity must make arrangements pending full
implementation of its plan that provides the
residents with an area or areas to congregate
that meets the safe indoor air temperature
requirements of subsection {1) {a) for a minimum
of ninety-six (96} hours.
1. An assisted living facility not located in an
evacuation zone must either have an alternative
power source onsite or have a contract in place
for delivery of an alternative power source and
fuel when requested. Within twenty-four (24)
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hours of the issuance of a state of emergency for
an event that may impact primary power delivery
for the area of the assisted living facility, it must
have the aiternative power source and no less
than ninety-six (96) hours of fuel stored onsite.
2. An assisted living facility located in an
evacuation zone pursuant to chapter 252, F.S.
must either:
a. Fully and safely evacuate its residents prior to
the arrival of the event; or
b. Have an alternative power source and no less
than ninety-six (36) hours of fuel stored onsite,
within twenty-four (24) hours of the issuance of a
state of emergency for the area of the assisted
fiving facility.
{d) Each new assisted living facility shalf
implement the plan required under this rule prior
to obtaining a license.
{e) Existing assisted living facilities that undergo
any additions, modifications, alterations,
refurbishment, renovations or reconstruction that
require modification of the systems or equipment
affecting the assisted living facility's compliance
with this rule shaif implement its amended plan
concurrent with any such additions, modifications,
alterations, refurbishment, renovations or
reconstruction.
{f} The Agency for Heaith Care Administration
may request cooperation from the State Fire
Marshal to conduct inspections to ensure

ion of the plan in i with this

rule.

{6} POLICIES AND PROCEDURES.

(a} Each assisted living facility shali develop and
implement written poticies and procedures to
ensure that the assisted [iving facility can
effectively and immediately activate, operate and
maintain the alternate power source and any fuel
required for the operation of the alternate power
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source. The procedures shall ensure that
residents do not experience complications from

fons in air es inside
the faciiity. Procedures must address the care of
residents occupying the facility during a declared
state of A i ,a iption of
the methods to be used to mitigate the potential
for heat related injury including:
1. The use of cooling devices and equipment;

2. The use of refrigeration and freezers to
produce ice and appropriate temperatures for the
i of ici requiring refri i
3. Weliness checks by assisted tiving facility staff

to monitor for signs of . and heat
injury; and

4. A provision for obtaining medical intervention
from emergency services for residents whose life
safety is in jeopardy.

{b) Each assisted living facility shali maintain the
written policies and procedures in a manner that
makes them readily available at the licensee's
physical address for review by a legally
authorized entity. if the policies and procedures
are maintained in an electronic format, assisted
fiving facility staff must be readily available to
access the policies and procedures and produce
the d i ion. For of this
section, "readily available” means the ability to
immediately produce the policies and procedures,
either in electronic or paper format, upon request.
{c} The written policies and procedures must be
readily available for inspection by each resident;
each resident's fegal representative, designee,
surrogate, guardian, attorney in fact, or case
manager,; each resident's estate; and such
additional parties as authorized in writing or by
faw.

(8) REVOCATION OF LICENSE, FINES OR
SANCTIONS. For a violation of any part of this

A200
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rule, the Agency for Health Care Administration
may seek any remedy authorized by chapter 429,
part 1, or chapter 408, part I, F.$., including, but
not limited to, ficense revocation, license
pension, and the | ition of ini
fines,
{7) COMPREHENSIVE EMERGENCY
MANAGEMENT PLAN.
{a) Assisted living facilities whose comprehensive
planis to

must comply with this rule.
{b} Each facility whose pian has been approved
shail submit the plan as an addendum with any
future submissions for approval of its
comp 1sive emergency plan.
(8) NOTIFICATION.
{a) Within five (6) business days, each assisted
fiving facility must notify in writing, unless

ission for electronic ication has
been granted, each resident and the resident's
iegal representative:
1. Upon submission of the plan to the local
emergency management agency that the plan
has been submitted for review and approval;
2. Upon final implementation of the pian by the
assisted living facility.
{b) Each assisted living facility must maintain a
copy of each notification set forth in paragraph (a)
above in a manner that makes each notification
readily available at the licensee's physical
address for review by a legally authorized entity. If
the notifications are maintained in an electronic
format, facility staff must be readily available to
access and produce the notifications, For
purposes of this section, "readily available”
means the ability to immediately produce the
notifications, either in electronic or paper format,
upon request,

This Statute or Rule is not met as evidenced by:
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Division.

facility on

(EECP). On

The findings included:

Based on record review and interview, the facility
failed to ensure their Emergency Environment
Control Plan {EECP) was current and approved
by the Locat County Emergency Management

During a Relicensure Survey conducted at the
and , arequest
was made for the facility's current approved
Comprehensive Emergency Environmental Plan

at 11:41 AM, the

Executive Director (Administrator) provided their

CEMP (Comp

sive Emergency

Plan) binder containing information related to
their EECP. She stated their EECP has not been
approved and keeps getting rejected.

Acreview of the binder revealed emails dated

and

. documenting their request for approval
was incomplete or missing the required
information, and request for

1 of the

and proper ing of

Director on

the required documents.

Ir an interview conducted with the Executive
Director (Administrator) on at 11:41
AM, a request was made for their most recent
CEMP approval received from the Locat
Emergency Management Division. There was no
additional information provided during the Survey.

In an interview conducted with the Maintenance

at 2:41 PM, he stated the)

just installed a new generator in .
The facility previously had a 60 KW generator
and replaced it with the current generator (CAT
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150 KW). As this constituted a substantial change
to the generator plan, a new approval was
required. The Maintenance Director stated they
have not received the approval from the Local
Emergency Management Division. A request was
made for their most recent approval received
from the Local Emergency Management Division.
No additional information was provided during the
Survey.
Class Il
CZ830| 408.821 FS Emergency Management Planning CZ830

408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rufe to have a comprehensive

plan must i a
safely liaison fo serve as the primary coniact for
emergency operations. Such licensee shall
submit its comprehensive emergency
management plan to the local emergency
management agency, county health depariment,
or Department of Health as follows:
{a) Submit the pian within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan.
{b} Submit the pian annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c} Submit necessary plan revisions within 30
days after nofification that plan revisions are
required.
(d} Notify the agency within 30 days after
approval of its plan by the local emergency
management agency, county health department,
or Department of Health.
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{2) An entity subject to this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

compl 1sive emergency plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services fo alt clients. in
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{3){a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. Is currently ficensed.

3. Does not have a provisional ficense.

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b} An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or to extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a plan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
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beginning of the inactive licensure period shall be
the date the provider ceases operations, The end
of the inactive period shall become the license
expiration date, and all licensure fees must be
current, must be paid in full, and may be
prorated, Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.

{4) The agency may adopt rules relating to
emergency management planning,
communications, and operations. Licensees
providing residential or inpatient services must
utilize an online database approved by the
agency to report information to the agency
regarding the provider's emergency status,
planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on interview and record review, the facility
failed to report its daily emergency status,
planning and operations information through the
Agency's Emergency Status System (ESS).

The findings included:

Review of the Agency reporting update dated

, documented that pursuant to the State
of Flarida Governor's Executive Order 20-51 and
at the direction of State Surgeon General
regarding the Coronavirus (COVID-19},
the Agency established the event "COVID-1¢
Monitoring" in the ESS to monitor health care
facitity census, inventory, needs, and other
related facility information. Further review of this
update indicated each assisted living facility must
report its current bed census, available beds and
additional COVID-19 status daily by 10:00 AM.
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Review of the Agency reporting update, dated

, documented each facility must meet
ESS reporting requirements and it was imperative
facitities continue to report by 10:00 AM daily in
the ESS to maintain up to date and accurate
information. Review of this update stated the
Agency will cite facilities for not complying with
this requirement.

Review of the facility's ESS data entries indicated
the facility did not enter and update its daily ESS
information from to .

In an interview with the Executive Director
{Administrator) on at 3:10 PM, she
stated she had access to the facility's £SS portal
and she was responsible to update the facility's
ESS information. She confirmed she did not
recently update the facifity's ESS information and
understood the facility's ESS information must be
updated daily on or by 10:00 AM,

Unclassified

CZ830
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