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59A-35.090(3)(c), FAC Results of Screening &
Notification in File

59A-35.080 Background Screening.

(3} Results of Screening and Notification.

{c} The eligibility results of employee screening
and the signed Attestation referenced in
subsection 53A-36.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation and interview,
the facifity failed to have a Level 2 background
screening completed for 1 of 4 sampled staff (D)
as required for no prohibited offenses working
directly with residents in an assisted living facility.

Findings:

On at 4:35 PM, an interview with the
Assistant Administrator who confirmed that
caregiver staff D just started working at this
focation but had worked at the sister facility
Brookdale Altamonte Springs previously, and was
not sure what date she started at this location but
all her personnel records were over there stored.

There was no evidence or no documentation of
any Level 2 BGS results provided.

Reviewed Background Screening (BGS) website
on at 4:55 PM for the Level 2 eligibility
results dated .

On at § PM, an interview with the
Assistant Administrator confirmed the findings.
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Continued From page 1

435.12(2){b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse .~

(2)(b) Until such ime as the are
enrolled in the national retained print

noftification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit to a national screening if the person
returns to @ position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of ali employees within the clearinghouse,
Initial employment status and any changes in
status must be reported within 10 business days.
{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employse for electronic | | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controlling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's employee
packground screening clearinghouse and
interview, the facility failed to report the
employment status of 1 of 4 sampled staff (D)
within 10 business days as required.
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Continued From page 2
Findings:

Reviewed the facility's employee background
screening clearinghouse roster on at
4:30 PM revealed the staff D was not listed.

On at 4:35 PM, an interview with the
Assistant Administrator who confirmed that staff
D just started working at this location but had
worked at the sister facility Brookdale Altamonte
Springs previously and was not sure what date
she started at this location, but all her personnel
records were over there stored.

Reviewed Background Screening (BGS) website
on at 4:55 PM for the Level 2 eligibility
results dated

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

Unclassified

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.8., 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
eccurrence of the change, including:

{a) Insurance coverage renewal;

{b} Bond renewal;

{c} Change of administrator or the similarly titted
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Continued From page 3

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 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:

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.S., on Assisted
Living Faciiity Adverse Incident, AHCA Form
3180-1025 0L, . 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:
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Continued From page 4

hitps:/lapps.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:
hitpsi//apps.ahca.myflorida.com/SingleSignOnPo
rtal.

4. Ambutatory 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:
https./iwww.firules.org/Gateway/reference.asp?N
o=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:
hitpsi//apps.ahca.myflorida.com/SingleSignOnPo
rtal.
5. Hospitals and ambulatory 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:
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Continued From page 5

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. A business 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
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 to exceed $500.
{b) The licensee must retain a copy of all
documentation generated at ime of reporting as
irmation of successful i isst

(c} If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licensee may
contact the Agency directly at 1(888)419-3458 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, resident record
review and interview, the facility failed to submit
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reporting incident within 1 business day to the
agency timely as a preliminary report and full
report within 15 calendar days as required for 1 of
5 sampled residents (#5).

Findings:

On at 10:17 AM, review of the facility
notes documented that resident #5 had . in her
apartment earlier morning about 7:50 AM resulted
injury to her right .

Resident #5's record review revealed admission
date . The fast 1823 Health Assessment
dated listed medical history of
unspecified of the right
, y .. right side,
yand ., . . She needs
supervision with alt activities of daily living except
independent with eating. She needs assistance
with seif-administration of medications. In further
review, she began receiving . |, L, on
after  on and rehabilitation.
The facility electronically submitted the adverse
incident report on at 5:50 PM, This was
six days after the incident. The incident report
was not timely submifted to the agency.

On at 5:30 PM, an interview with the
Assistant Administrator confirmed the finding.

Unclassified
A00Q] Initial Comments

A Complaint Investigation #2022010658 was
conducted at Brookdale Lake Orienta Assisted
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Continued From page 7
Living Facility on

The facility had deficlencies at the time of the
survey visit.

59A-36.014(3) FAC Physical Plant - Safe Living
Environ/Other

{3) OTHER REQUIREMENTS.

{a) All facilities must:

1. Provide a safe living environment pursuant to

section 429.28(1)(a), F.S;

2. Be maintained free of hazards; and,

3. Ensure that all existing architectural,

mechanical, electrical and structural systems,

and appurtenances are maintained in good

waorking order.

{b} Pursuant to section 428.27, F.S., residents

must be given the option of using their own

belongings as space permits. When the facility

supplies the furnishings, each resident bedroom

or steeping area must have at least the following

furnishings:

1. Aclean, comfortable bed with a mattress no

fess than 36 inches wide and 72 inches long, with

the top surface of the mattress at a comfortable
. . to ensure easy access by the resident,

2. Acloset or wardrobe space for hanging

clothes,

3. Adresser, or other furniture designed for

storage of clothing or personal effects,

4. Atable or nightstand, bedside lamp or ficor

famp, and waste basket; and,

5. A comfortable chair, if requested.

{c} The facility must maintain master or duplicate

keys to resident bedrooms to be used in the

event of an emergency.

{d) Residents who use portable bedside

commodes must be provided with privacy during

A0O0
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Continued From page 8

use.
(e) Faciliies must make available linens and
personal laundry services for residents who
require such services. Linens provided by a
facitity must be free of tears, stains and must not
be

This Statute or Rule is not met as evidenced by:
Based on observation, facility documentation and
interview, the facility failed to provide a
clean-living environment and ensure that all
existing electrical and structural systems were
maintained in good working order.

Findings:

Observation on at 3 PM, the elevator
ficense expired on . On the 1st floor in
the hallway, common area the carpet was very
dirty and some of the furniture had brown and
black fike substance on them. The 2nd floor had
heavy dirty carpet stains in the hallway, common
area and one of the laundry rooms had brown like
spots on the ceiling. On the 3rd floor haltway
carpet had tracking heavy dirty stains from

to the elevator. In the hallway near f
iook abave on the celling was a black plastic
covering the hole taped up and near
next door laundry room, most of ceiling was taped
up with clear plastic and covering the vent. There
was also damage in the conference room and the
Business Manager office where clear plastic is
taping off majority of the area because of water
and moisture damages stated by the Central
Florida Area Director.

{Photographic Evidence Obtained)

On at 4 PM, an interview with the
Central Florida Area Director stated that alf the

A152

AHCA Form 3
STATE FORM

20-0007

s

E7CEN

If continuation sheet 9 of 12




Agency for Health Care

PRINTED: 11/09/2022

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

AL11965424

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

10/25/2022

NAME OF PROVIDER OR SUPPLIER

BROOKDALE LAKE ORIENTA

STREET ADDRESS, CITY, STATE, ZIP CODE
217 BOSTON AVENUE

ALTAMONTE SPRINGS, FL. 327¢1

0@y D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
e

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(xe
COMPLETE
DATE

A152

A 161
$8=D

Continued From page 9

damages assessed from Hurricane lan, and they
have a remediation company in process with
repairing ail the issues. It was provided &
reviewed a map area of the damages the
remediation company that was working on the
damages but no details and no documentation of
the progress update. Furthermore, he stated that
the facifity currently does not have a Maintenance
Director and new one was starting next week. He
said that the facility has a maintenance crew to fix
small concerns but did not work on big repairs.

On at 5:30 PM, during exit interview
the Central Florida Area Director and Assistant
Administrator confirmed the findings.

Class i

429.275(2) FS; 59A-36.015(2) FAC Records -
Staff

429.275
{2} The administrator or owner of a facility shall
maintain personnel records for each staff
member which contain, at a minimum,
documentation of background screening, if

i ion of compliance with all
training requirements of this part or applicable
rule, and a copy of alt licenses or certification held
py each staff who performs services for which
ficensure or certification is required under this
part or rule,

59A-36.015
{2) STAFF RECORDS.
(a) Personnel records for each staff member
rust contain, at a minimum, a copy of the
~ ication, with
furnished, and documentation verifying freedom

A152
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Continued From page 10

from signs or symptoms of communicable

. In addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by rule
59A-36.011, FAC,,
2. Copies of all licenses or certifications for alf
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for ali staff subject to
screening requirements as specified in section
429.174, F.S., and rule 59A-36.010, FAC.,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to rule
59A-36.010, FAC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
F.AC.
(b} The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to

residents and the facility. However, the facility
must maintain a copy of the contract between the
facitity and the staffing agency or contractor as
described in rule 59A-36.010, FAC.
(c} The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by rule 59A-36.010,
F.AC.

This Statute or Rule is not met as evidenced by:
Based on facility documentation and interview,
the facility failed o maintain a personnel record
for 1 of 4 sampled staff (D) containing
ication with

. job
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description, documentation of verifying freedom
from signs or symptoms of communicable
. and any in-service trainings completed.

Findings:

There was no documented evidence of a
personnel record for caregiver staff D located at
this assisted fiving facility.

On at 4:35 PM, an interview with the
Assistant Administrator who confirmed that
caregiver staff D just started working at this
focation but had worked at the sister facility
Brookdale Altamonte Springs previously and was
not sure what date she started at this location, but
all her personnel records were over there stored.

On at 5 PM, an interview with the
Assistant Administrator confirmed the findings.
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