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Initial Comments.

A complaint survey, controt and
generator monitoring were conducted on

at Palm Bay Memory Care Palm Bay,
Deficiencies were found at the time of the visit.

59A-36.008(3) FAC; 400.0078(2) Admissions -
Admission Package

(3) ADMISSION PACKAGE.

{a) The facility must make available to potential
residents a written statement(s) that includes the
following information listed below. Providing a
copy of the facility resident contract or facility
brochure containing alt the required information
meets this requirement.

1. The facility's admission and continued
residency criteria;

2. The daily, weekly or monthly charge to reside
in the facifity and the services, supplies, and
accommodations provided by the facility for that
rate;

3. Personal care services that the facility is
prepared to provide to residents and additional
costs to the resident, if any;

4. Nursing services that the facility is prepared to
provide to residents and additional costs to the
resident, if any;

5. Food service and the ability of the facility to
accommodate special diets;
6. The ilability of trar
costs to the resident, if any;
7. Any other special services that are provided by
the facility and additionat cost if any;

8. Soclal and leisure activities generally offered
by the facility;

9. Any services that the facility does not provide
but will arrange for the resident and additional
cost, if any;

10. The facility rules and regutations that

and
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Continued From page 1

residents must follow as described in rufe
59A-36.007, FAC;
1. The faciiity policy concerning

pursuant to section 429.255,
F.8., and rule 59A-36.009, F.A.C., and Advance
Directives pursuant o chapter 765, F.S.;
12. If the facility is licensed to provide extended
congregate care, the facifity's residency criteria
for residents receiving extended congregate care
services. The facility must aiso provide a
description of the additional personal, supportive,
and nursing services provided by the facility
including additional costs and any limitations on
where extended congregate care residents may
reside based on the policies and procedures
described in rule 59A-36.021, F.AC.;
13. If the facility advertises that it provides special
care for individuals with 's and
related , a written description of those
special services as required in section 429.177,
F.8. and,
14, The facility's resident elopement response
policies and procedures.
{b} Before or at the time of admission, the
resident, or the resident's responsible party,
guardian, or attorney-in-fact, if applicable, must
be provided with the following:
1. A copy of the resident's contract that meets the
requirements of rule 59A-36.018, FAC.,
2. Acopy of the facility statement described in
paragraph (a} of this subsection, if one has not
already been provided,
3. A copy of the resident's bill of rights as required
by rnule 59A-36.007, F.A.C; and,
4. A Long-Term Care Ombudsman Program
brochure that includes the telephone number and
address of the district office.
(c) Documents required by this subsection must
be in English. If the resident is not able to read, or
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Continued From page 2

does not understand English and translated
documents are not available, the facility must
explain its policies to a family member or friend of
the resident or another individuat who can
communicate the information to the resident.

400.0078

{2} Upon admission to a fong-term care facility,
each resident or representative of a resident must
receive information regarding:

{a) The purpose of the State Long-Term Care
Ombudsman Program.

{b) The statewide toll-free telephone number and
e-mail address for receiving complaints.

{c} Information that retaliatory action cannot be
taken against a resident for presenting
grievances or for exercising any other resident
right,

{d) Other relevant information regarding how to
contact representatives of the State Long-Term
Care Ombudsman Program.

This Statute or Rule Is not met as evidenced by:
Based on record review and interview the facility
failed to have a completed health assessment
report (1823} for 1 of 3 sampled residents (#2) at
the time of admission.

Findings:

Resident record review for resident#2 revealed a
health assessment report dated . Itlisted
a.., diagnosis of . requires
assistance with medication, supervision on all
assistance with dally living and the resident's
physical requirement was a walker. The health
assessment omitted {blank) the resident's
medical diagnosis by a physician and did not
have the required date and signatures.
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Ir an interview with the administrator at 11am on

Class

, he confirmed the findings.

59A-35.110 FAC Reporting Requirements; Cz821

Electronic Submission

58A-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
., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.S.
during the license application process must be
reported to the Agency within 21 days of
oceurrence of the change, including:

{a) Insurance coverage renewat;

(b} Bond renewal;

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

(d} Annual sanitation inspections;

{e) Fire inspections; and,

{fy Approval of revisions to emergency
management plans.

I, F.8

2)

ofi

{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at

ahca.myflorida.c i ignOnPo

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
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Continued From page 4

Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorperated by
reference and available at:

hitps:/iwww firules.org/Gateway/reference.asp?N
0=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:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

2. Assisted living facifities:

Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in section 429.23, F.5., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 0L, , which is hereby
incorporated by reference and available at:
https:/iwww firules.org/Gateway/reference.asp?N
0=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:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

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 available at:
hitps./iwww.firules.org/Gateway/reference.asp?N
o=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
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Continued From page 5

hitps:/lapps.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 incorperated by reference and available
at:
nttps/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:
hitps:/lapps.ahca.myflorida.com/SingleSignOnPo
rtal.
5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0197 F 8., electronically to the Agency on
Annual Report, AHCA Form 3140-5005 0L,
, which is hereby incorporated by reference
and available at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-12123, and through the Agency’s Single
8ign On Portal focated at:
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
8. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. Abusiness day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.
b. A prefiminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report (15- Day) is
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deemed late when submitied more than 15
calendar days after the day of the incident.

d. Assisted Living Facilities: A full report (15-Day}
is deemed late when submitted more than 15
calendar days after the day of the incident or
more than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.S., whichever is later.

e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
to $50 per day late not o exceed $500.

{b) The licensee must retain a copy of all
documentation generated at time of reporting as
confirmation of ful ic submissi

{c} If the Agency's Single Sign On Portal or the
enline adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3456 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to submit an adverse incident report for an
incident which involved an investigation by law
enforcement for resident #1, as required.

Findings:

Record review of the local law enforcement calis
to service, the calls to service documented local
aw enforcement incidents of investigation. This
incident dated claimed resident#1's
jewelry was missing from her room to include
rings and bracelets totaling over forty thousand

dollars (340,000). It states a family member
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discovered the jewelry missing from resident#1's
room when he went to collect her belongings on

that day ( ). Further review revealed the
facility completed an internat investigation of the
incident on

Review of the facility's AHCA Incident Reporting
System (AIRS) reports revealed, and AIRS report
was never submitted.

In an interview on at 11am with the
administrator, confirmed the facility did not submit
an adverse incident report for this incident.

{Photographic evidence obtained}

Unclassified
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