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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
Wi, 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
oceurrence 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.

i i 1of i
{a) The following required information must be
submitted electronically through the Agency's
Single Sign On Portal located at
hitps: ahca.myflorida i ignOnPo
rtal:
1. Nursing homes:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the cccurrence 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:
nttps:/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:
https://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
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Continued From page 1

2. Assisted living facitities:
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
3180-1025 OL, | , which is hereby
incorporated by reference and avaitable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, 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.myfiorida.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 Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

; , which is hereby incorporated by
reference and available at:
hittps:/iwww firules.org/Gateway/reference.asp?N
0=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:
ks . -ahca.myflorida i ignOnPo
rtal.
4. Ambulatory Surgical Centers:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available
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Continued From page 2

at:
https:/fwww.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.myfiorida.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 OL,

. which is hereby incorporated by reference
and available at:
http:/vww. firules. asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
hitps://apps.ahca.myflorida. i ignOnPo
rtal.
6. 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 preliminary (1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
c. Nursing Homes, Hospitals, and Ambutatory
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.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
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Continued From page 3

to $50 per day late not to exceed $500.

(b) The licensee must retain a copy of all

documentanon generated at time of repomng as
irmation of f L

(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 facility's documentation, resident record
review and interview, the facility fajled to submit a
1-day preliminary report of the adverse incident
electronically to the agency as required for 1 of 1
sampled resident (#4) as required for an injury
requiring a higher of tevel of care.

Findings:

The facility's prevention policy states to
identify residents at risk for and evaluate the
health, safety, and welfare of the residents by
implementing measure to attempt to prevent

and minimize the risk of resulting in serious
injuries.

{Photographic Evidence Obtained)

Afacility note dated at 1pm by Director
of Nursing (DON), documented resident #4 was
in hallway of his neighborhood and kitchen
doorway. Caregiver A observed resident #4
standing and tried to turn his body around and
somehow lost his balance but also locked like
resident #4 tripped over his and

backwards. Resident #4 was complaining of |
toright | area and grimacing. Resident #4 was

Cz821
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Continued From page 4

alert and oriented and no other injuries were
visible, Caregiver A stated resident #4 was
agitated prior to and arguing with other
residents. 911 called and the nurse stayed with
resident #4 placing a pillow under resident #4's
for comfort, The first responders
transported resident #4 to the hospital. The legal
representative and physician notified.

On at 6 PM, an interview with the
Administrator and DON, it was asked if the 1 day
and the 15-day full report was electronically
submitted to the agency for resident #4's . that
resulted a . injury requiring goto a
higher tevel of care such as the hospital and then
after rehabilitation. The administrator answered
no and confirmed the finding.

There was no documented evidence that the
adverse incident for resident #4 was electronically
submitted to the agency.

Unclassified

Initial Comments

There was two (2) Complaint investigation
#2022011762 & #2022011789 and a generator
monitoring was conducted at Arden Courts Winter
Springs Assisted Living Faciity and Memory Care
with Limited Nursing Services (LNS) on

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

59A-36.007(7) FAC Resident Care - Elopement
Standards

59A-36.007

Cz821
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{7) ELOPEMENT STANDARDS.
(@) i at Risk for .
All residents assessed at risk for elopement or
with any history of elopement 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 heaith care provider or
a mental health care provider within 30 caendar
days of being admitted to a facility. 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
415.10561, 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 (c),
F.A.C., must be generally aware of the location of
all residents assessed at high risk for elopement
at all times.
2. The facility must have a photo identification of
at risk residents on file that is accessible to alt
facility staff and law enforcement as necessary.
The facility's file must contain the resident's photo
identification upon admission or upon being

at risk for it o
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
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for responding to a resident efopement. Ata
minimum, the policies and procedures must
provide for:
1. An immediate search of the facility and
premises,
2. The identification of staff responsible for

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
facitity in the event of an elopement.
{c} Facility Resident Elopement Drills. The facility
must conduct and document resident elopement
drills pursuant to Section 429.41(1)(k}, F.S.

This Statute or Rule is not met as evidenced by:
Based on facility's documentation, resident record
review and interview, the facility failed to follow
their written elopement poficy by making a daily
effort, at minimum checks determining if
identification on their persons including their
name, the facility's name, the facility's address,
and facility's telephone number for 1 of 5 sampled
(#5) elopernent risk resident to know the general
iocation at all times for safety.

Findings:

The facility's efopement policy on page 4, item
number 8A states that the staff will monitor
residents on each shift on an hourly basis by
visually locating the resident and confirming their
focation to ensure safety of the residents. In
further review, on bullet point 4 states that the

A032
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Continued From page 7

courtyard check, once complete are recorded at
the bottom of the resident hourly check form.

{Photographic Evidence Obtained)

Resident #5's record review revealed admission
date . The 1823 Health Assessment
dated listed medical history of

. His physical limitations with unsteady
gaitand . with oriented to
person. He needs supervision with all his
activities of daily fiving (ADLs} including
ambulating, bathing, . grooming, eating,
toileting and transferring. His special precautions
are high risk for and an elopement risk. He
needs assistance with self-administration of
medications.

{Photographic Evidence Obtained)

An observation on at 1:30 PM, resident
#5 did not have identification on his persons.

On at 1:35 PM, an interview with
caregiver staff A, when asked if she make a daily
effort to check on resident #5 to ensure the
resident has identification on his person. She
answered no.

On al 4:30 PM, an interview with both
the Director of Nursing (DON) and Administrator
confirmed the finding.

Class Il

59A-36.015(1) FAC Records - Facility

59A-36.015 Records.
The facility must maintain required records in a
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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. Facility 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 2
resident is not required if the facility is holding a
bed for a resident who is out of the facifity but
intending to refurn 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 all temporary
emergency placement and respite care residents
if not included on the log described in paragraph
(®).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must

A180
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be readily available by facility staff.
(e) The facility's liability insurance policy required
in Rue 59A-36.013, FA.C.
{f} For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, F.A.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 it provides special
care for persons with ‘s or
related . a copy of alf 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, FA.C.
{i) 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) Al fire safety inspection reports issued by the
{ocal authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
69A-40, F.A.C., issued within the last 2 years.
(1) All sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FAC.,
issued within the last 2 years.
{m) Pursuant to Section 429.35, F.S,, all

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

A180
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policies and procedures.

(o) The facility's documented resident elopement
response drills.

{p} The facility's policies and procedures pursuant
to subsection 59A-36.007(10}, F.A.C.;

(g} The facility's prevention policies and
procedures;

{r} The facifity's medication practices;

{s} The facility's policy on physicat H

(t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v} The facility's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w) For faciliies licensed as limited mentai health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-36.021 and 59A-36.022, FAC.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on observation and interview, the facility
failed to maintain records readily available at the
ficensee's physical address onsite for review at
any time for 3 of 5 sampled residents (#1, #2 &
#3) as required.

Findings:

An observation on at 10:30 AM, the
facility did not have three (3) resident records
selected for this survey visit located onsite at the
facitity readily to review.

There were no resident records for #1, #2 and #3
to review for this investigation.

On at 10:45 AM, an interview with the
Director of Nursing (DON) stated that she was
not sure if the facility had all the closed resident
records selected for this survey. She further

A180
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stated she would continue to fook through boxes
in her office.

On at 11 AM, an interview with both the
Director of Nursing (DON) and the Administrator
confirmed that the three selected resident records
were not onsite at the facility because they had
shipped them to Iron Mountain storage in another
state. It was further explained to both that per
regulations, the facility was to maintain all
resident records on the premises for a minimum
of 5 years and referenced the reguiation.

The administrator did have an additional question
to ask if she could provide me some recently
closed resident records fo review, and it was
answered that the resident selection had been
made for this survey.
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