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59A-36.015(1) FAC Records - Facility

The facility must maintain required records in a
manner that makes such records readily available
at the licensee's physical address for review by a
tegally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information, For purposes of this
section, “readily available" means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Facllity records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of all residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha ..., ., ;and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to return pursuant to rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{c} Alog listing the names of ali temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
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Continued From page 1

described in rule 59A-36.019, F.A.C., that must
be readily available by facility staff.
{e) The facility’s liability insurance poticy required
in rule 59A-36.013, FAC.
{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
rule 59A-36.013, FA.C.
{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in rule 59A-36.006, F.A.C.
{h) If the facility advertises that ut provtdes speciat
care for persons with or
related .acopyof all such facility
advertisements as required by section 429.177,
F.8.
{i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in rule
59A-36.007, F.AC.
{j) Alt food service records required in rule
59A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports. Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
ficense or certificate to operate.
{k} All fire safety inspection reports issued by the
iocal authority or the State Fire Marshal pursuant
to section 428.41, F.S., and rule chapter 69A-40,
F.A.C., issued within the last 2 years,
{I) All sanitation inspection reports issued by the
county health department pursuant to section
381.031, F.S., and chapter 64E-12, FAC,,
igsued within the last 2 years.
{m) Pursuant to section 429.35, F.8., all

survey, i ion and
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
{ast 5 years.
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{n) The facility's resident elopement response
policies and procedures.

{0} The facility's documented resident elopement
response drills.

{p) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in rules
59A-36.020, 59A-36.021 and 59A-36.022, F.AC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on the facility's documentation and
interview, the facility failed to obtain the annual
Department of Health (DOH) and Fire Safety
inspection reports as required.

Findings:

On at 2:10 PM, the administrator
provided the last DOH inspection that was
unsatisfactory dated {last year); and the
tast fire inspection report dated (two
years ago). There were no other updated
inspections provided.

{Photographic Evidence Obtained)

On at 3 PM, an interview with the
Administrator confirmed the findings.

Class It

AL243] 429.075(1) FS; 59A-36.011(9) FAC LMH ~
$8=D| Training

428.075
{1) To obtain a limited mental health license, a
facitity must hold a standard license as an
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Continued From page 3

assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 6 months after receiving a limited mental
heath license, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ficensure or relicensure or upon request in writing
by a licensee under this part and part Il of chapter
408. Notification of approval or denial of such
request shall be made in accordance with this
part, part Il of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

(9) LIMITED MENTAL HEALTH TRAINING,

{a) Pursuant to section 429.075, F.8., the

administrator, managers and staff, who have

direct contact with mental health residents in a

ficensed limited mental health facility, must

receive the following training:

1. Aminimum of 8 hours of specialized training in

working with individuals with mental health

diagnoses.

a. The training must be provided or approved by

the Department of Children and Families and

must be taken within 6 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

health facility.

. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for i and

managers pursuant to section 429.52(5), F.S.,

and subsection (1) of this rule.

2. Aminimum of 3 hours of continuing education,

which may be provided by the ALF administrator,
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Continued From page 4

online, or through distance learning, biennially
thereafter in subjects dealing with one or more of
the following topics:
a. Mental health diagnoses; and,
b. Mental health treatment such as:
(1) Mental heaith needs, services, behaviors and
appropriate interventions;
{I1) Resident progress in achieving treatment
goals;
(1) How to recognize changes in the resident's
status or condition that may affect other services
received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection will satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 429.52(5), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
to 6 months after the effective date of this rule to
meet the training requirement.
(b} Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility's personnet files, They
rmust also ensure that copies of the continuing
education training certificates, pursuant to

P (a)2. of this subsection, are
retained in their personnel files,

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to obtain the initial 6 hours of
Limited Mentat Health (LMH) training by the
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Continued From page 5

Department of Health for 1 of 3 sampled staff (A)
and the 3 hours LMH training update every 2
years for 2 of 3 sampled staff (B & C) as required.

Findings:

1. Staff A's personnel record review revealed a
hire date of . There was no
documented evidence of the initial 6 hours LMH
training found in the file.

2. Staff B's personnel record review revealed a
hire date of . The last 3 hours update of
the |.MH training completed on but
there was no documented evidence found that
the 3 hours LMH update training was completed
for 2021.

3. Staff C's personnel record review revealed a
hire date of . The last 3 hours update of
the LMH training completed on but
there was no documented evidence found that
the 3 hours LMH update training was completed
in 2021,

On at 3 PM, an interview with the
Administrator confirmed the findings.

Class i

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 thatis
required to be reported under Chapter 408, Part
If, ¥.8., or authorizing statutes for the provider
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Continued From page 6

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.

{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
Home Adverse Incident, AHCA Form 3110-0010
oL, . which is hereby incorporated by
reference and available at:
hitps:/iwww.firules.org/Gateway/reference.asp?N
o=Ref-08777, and thraugh the Agency's adverse
incident reporting system which can only be
accessed through the Agency’s Single Sign On
Portal located at:
hitps:f/apps.ahca.myflorida.com/SingleSignOnPo
rtal.

2. Assisted living facilities:

Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
calendar days after the occurrence of the incident
as required in Section 428,23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form

Cz821
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Continued From page 7

3180-1025 O, . which is hereby
incorporated by reference and available 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.
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,

s . 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:
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 available
at:
hitps:/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:f/apps.ahca.myflorida.com/SingleSignOnPo
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Continued From page 8

rtal.
5. Hospitals and ambutatory surgical centers
must submit annual reports pursuant to Section
395.0197 F.S., slectronically to the Agency on
Annual Report, AHCA Form 3140-5005 OL,,

, which is hereby incorporated by reference
and avaifable at:
hitp/iwww firules.org/Gateway/freference.asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:

: ahca.myflorida i ignOnPo

rtal.

6. For the purposes of this rule, the following
applies for submitting adverse incident reports:
a. A business day means any day other than a
Saturday, Sunday, or legal holiday as designated
in Section 110.117, F.S.

b. Apreliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.

<. Nursing Homes, Hospitals, and Ambulatory
Surgical Centers: A full report (15- Day) is
deemed late when submitted 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 Facllities and Nursing Homes
that submit reports deemed late may be fined up
to $50 per day late not to exceed $500.

(b) The licensee must retain a copy of all
documentation generated at time of reporting as
confirmation of ful ic submisst
{c} if the Agency's Single Sign On Portal or the
enline adverse incident reporting system is
temporarily out of service the licensee may
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Continued From page 9

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 facility's documentation and intetview,
the facility failed to electronically submit a report
of a qualifying incident occurred for 2 of 3
sampled residents (#1 & #2) as required.

Findings:

On al 9:32 AM, an interview with
resident #1 stated that her roommate resident #2
had started a fight with her this past Saturday

{ ) after resident #1 was trying to telt her
not to touch her things in the room. The pelice
came and took her away and she hopes resident
#2 does not come to the facility.

A facility note dated at 11:30 AM,
documented that resident #2 started shouting at
resident #1. Resident #2 was separated and
taken to another room, but she was very upset
with resident #1. Resident #2 kept trying to get
away and lunge at resident #1 like she wanted to
hit resident #1 but the caregiver staff D kept them
separated. Caregiver staff D called the
Administrator for guidance and Administrator
stated to call the police. The police arrived about
5 minutes later and resident #2 was still yelling
and trying to get to resident #1 that police

resident #2. This was the only documentation
found.

There was no documented evidence provided by
the Administrator that an adverse incident report
was submitted.
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Continued From page 10

On at 2:55 PM, an interview with the
Administrator confirmed that she did not submit
an adverse incident report to the agency after the
iocal law enforcement agency resident
#2 for a fight with resident #1.

Unclassified
Initial Comments

Are-licensure survey and a generator monitoring
was conducted at Harmony Retirement Living,
Inc. Assisted Living Fagcility with Limited Mental
Health (LMH) on . The provider had
deficiencies at the time of the visit.

428.26(7) FS; 659A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- s or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or . The notification
must occur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facility must nolify the resident's representative or
designee of the need for health care services and
must assist in making , | for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be tocated or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services {o treat the
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condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilites must offer personal
supervision as appropriate for each resident,
including the following:

(a} Monttoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident’s health care provider
and other appropriate party such as the resident's
family, guardian, health care surrogate, or case
manager if the resident exhibits a significant
change.

{e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f} Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation and interview,
the facility failed to maintain written
documentation of a resident-to-resident incident
for 2 of 3 sampled residents (#1 & #2) that
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involved the local law enforcement.
Findings:

On at 9:32 AM, an interview with
resident #1 stated that her roommate resident #2
had started a fight with her this past Saturday

) after resident #1 was trying to telt her
not to touch her things in the room. The police
came and took her away and she hopes resident
#2 does not come to the facility.

A facility note dated at 11:30 AM,
documented that resident #2 started shouting at
resident #1, Resident #2 was separated and
taken to another room, but she was very upset
with resident #1. Resident #2 kept trying to get
away and lunge at resident #1 like she wanted to
hit resident #1 but the caregiver staff D kept them
separated. Caregiver D called the administrator
for guidance and the administrator told caregiver
D to call the pelice. The police arrived about 5
minutes later and resident #2 was still yelling and
trying to get to resident #1 that police

resident #2.

Resident #1 record review revealed an admission
date of . The last 1823 Health
Assessment revealed medical history of right
P ' . Aphasia,
Cluster E

L major | . .

. . and history of falling. She needs
assistance with ali activities of daily living {ADLs)
of ambulating, bathing, .+ grooming,
toileting, and transferring. The resident is
independent with eating. The resident ambulates
independently with a wheelchair and needs
assistance with self-administration of

A025

medications.
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Resident #2 record review revealed an admission
date of - The last 1823 Health
Assessment revealed medical history of

. s e . type 2,

. o . , and

. ..., Sheis independent with alf
ADLs and needs assistance with
self-administration of medications.

There was no written documentation by the

ini that an internal fgation and
foliow up was conducted related to the incident
that occurred on

On at 10:30 AM, an interview with the
Administrator confirmed that she did not
investigate further the incident and have no
documentation.

Class i

429.62( ) FS; 59A-36.011(1) FAC Training -
Core & Competency Test

429.52

{2) Administrators and other assisted living facility
staff must meet minimum training and education
requirernents established by the agency by rule.
This training and education is intended to assist
facitities to appropriately respond to the needs of
residents, to maintain resident care and facility
standards, and to meet licensure requirements.
{3) The agency, in conjunction with providers,
shail develop core training requirements for
administrators consisting of core training learning
objectives, a competency test, and a minimum
required score to indicate successful passage of
the core competency test. The required core

A025
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competency test must cover at feast the following
topics:
{a) State law and rules relating to assisted living
facilities.
{b} Resident rights and identifying and reporting
. neglect, and |
{c} Special needs of elderly persons persons with
mental iliness, and persons with
and how to meet those needs
{d} Nutrition and food service, including
itation practices for prep: N
storing, and serving food.
{e) icati ping, and
proper technigues for assisting residents with
self-administered medication.
{f} Firesafety requirements, including fire
evacuation drill procedures and other emergency
procedures.
{g) Care of persons with 's and
refated
59A-36.011
{1) ASSISTED LIVING FACILITY CORE
TRAINING REQUIREMENTS AND
COMPETENCY TEST.
(a} The assisted lwmg facility core training
nts by the dep:
puvsuam to section 428.52, F.S., shall consist of
a minimum of 26 hours of training plus a
competency test.
{b) Administrators and managers must
successfully complete the assisted living facility
core training requirements within 3 months from
the date of becoming a facility administrator or
manager. Successful completion of the core
training requirements includes passing the
competency test. The minimum passlng score for
the testis 75%. who
have attended core training priorto ., | s
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and managers who attended the core training
program priorto | . . shail not be
required to take the competency test.
Administrators licensed as nursing home
administrators in accordance with chapter 468,
part #, F.8., are exempt from this requirement.
{c} Administrators and managers shall parti
in 12 hours of continuing education in topics
related to assisted living every 2 years.

{d} A newly hired administrator or manager who
has successfully completed the assisted living
facitity core training and continuing education
requirements, shall not be required to retake the
core training. An administrator or manager who
has successfully completed the core training but
has not maintained the continuing education
requirements will be considered a new
administrator or manager for the purposes of the
core training requirements and must:

1. Retake the assisted living facility core training;
and,

2. Retake and pass the competency test,

{e) The fees for the competency test shall not
exceed $200.00. The payment for the
competency test fee shall be remitted to the entity
administering the test. A new fee is due each time
the test is taken.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the administrator failed to obtain 12 hours
continued education training relevant fo assisted
{iving facility every 2 years,

Findings:

The administrator’s personnel record review

A08B0

revealed a hire date of . The last set of
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12 hours of continued education training was
completed on . The administrator was
missing four (4) hours 1o be completed for this
survey visit and only found 2 hours update
training in food/nutrition completed on
and 6 hours update self-administration of
medications training completed
On at 2:45 PM, an interview with the
Administrator confirmed the finding.
Class
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