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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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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

Cz821

AHCA Form 3
STATE FORM

20-0007

s

FORX11

If continuation sheet 2 of 16




Agency for Health Care

PRINTED. 03/08/2024

FORM APPROVED

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

AL11932626

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/29/2024

NAME OF PROVIDER OR SUPPLIER

965 S. FLORIDA AVENUE
ROCKLEDGE, FL 32955

PALACE RETIREMENT HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

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

czZ821

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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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 resident record review and interview,
the facitity failed to electronically submit an
adverse incident report to the agency for 1 of 2
sampled residents (#2) as required within the
specific imeframes.

Findings:

Resident #2's record review revealed admission
date - The 1823 Health Assessment
dated listed medical history of history
of multiple on left side. .
; s . , repeated
. . abnormality of gait,
failure,

Yand .., She was sndependent with
all activities of dax y hvmg (ADLs) and needs
assistance with self-administration of
medications. She was identified asa  riskas a
special precaution.

Afacility note dated at 7 AM, resident #2

was found sitting on her bed complaining of ,

to her right arm. Resident #2 explained that she
off her bed and was able to get up on

Cz821
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Continued From page 4

her own but could not move her arm. 911 was
called and resident #2 was transferred to the
hospital for further evaluation. The physician and
tegal representatives were notified.

On at around 11 AM, resident #2
returned from hospital to the facility and it was
confirmed a right . Resident
#2 was placed in a sling and now needs help to
ambulate in a wheelchair. New , medication
orders received.

{Photographic Evidence Obtained)

On at 11:10 AM, an interview with
resident #2 confirmed that she  off her bed and

her right earlier in the month
and now needs more heip with ADLs. Resident
#2 stated this was her one and only

There was no documented evidence that the
facifity electronically submitted the 1 day and 15
day (full) adverse incident report to the agency for
resident #2's injuries froma  on

On at 2 PM, an interview with the
Administrator confirmed the findings.

Unclassified

Initial Comments

Are-licensure survey and a generator monitoring
was conducted at Palace Retirement Home
Assisted Living Facility on . The facility
had deficiencies at the time of the survey visit.

429.26( ) FS; 50A-36.006(4) FAC Admissions -
Continued Residency
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429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is

ible for ining the appropri
of admission of an individual to the facility and for

ining the conti appr of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
infaw or rule related to admission criterfa or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ission and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or treatment are met by the facility or
a third party.
(b} A facility may admit or retain a resident who
requires the use of assistive devices.
{c} A facility may admit or retain an individuat
receiving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facifity and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

tinued
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{d)1. Except for a resident who is receiving

hospice services as provided in paragraph (c), a

facliity may not admit or retain a resident who is

bedridden or who requires 24-hour nursing
upervision. For purposes of this the

term "bedridden” means that a resident is

confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical

assistance;

b. Transfer to a chair or wheelchair without totat

physical assistance; or

. Sit safely in a chair or wheelchair without

personal assistance or a physical

2. Aresident may continue to reside in a facnlny if,

during residency, he or she is bedridden for no

more than 7 consecutive days.

3. If a facility is licensed to provide extended

congregate care, a resident may continue to

reside in a facility if, during residency, he or she is

bedridden for no more than 14 consecutive days.

(2} A resident may not be moved from one facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or atterney
infact. in the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable depariment.

{3} A physician, physician assistant, or

pracuce regnstered nurse who is employed by an
assisted fiving facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006

AD10

AHCA Form 3
STATE FORM

20-0007

s

FORX11

If continuation sheet 7 of 16




Agency for Health Care

PRINTED. 03/08/2024

FORM APPROVED

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

AL11932626

B.WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING:

(X3) DATE SURVEY
COMPLETED

02/29/2024

NAME OF PROVIDER OR SUPPLIER

965 S. FLORIDA AVENUE
ROCKLEDGE, FL 32955

PALACE RETIREMENT HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

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

AD010

Continued From page 7

{4) CONTINUED RESIDENCY. Except as follows
in paragraphs (a) through (c) of this subsection,
criteria for continued residency in any licensed
facitity must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a o~
medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The results of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
isi by in (2)(b)
of this rule and must be completed in accordance
with that paragraph. Exceptions to the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429 26(1)(c), F.S.
{b) A resident requiring care of a
may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuantto a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's
record; and,
3. If the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged
from the facility.
{c} A , i resident who no [onger meets
the criteria for continued residency may continue
to reside in the facility if the following conditions
are met:
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1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facility agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file.

{d) The facility administrator is responsible for
monitoring the continued appropriateness of
placement of a resident in the facility at alf times.
{e) A hospice resident that meets the
quatifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license.

{f} Assisted living facility staff may provide any
nursing service permitted under the facility's
ficense and total help with the activities of daity
tiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professional ficensure or training.

(g} Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on resident record review and interview,
the facility failed to obtain a new 1823 Health
Assessment AHCA form completed by a

provider after italization and to
determine continued residency for 1 of 2 sampled
residents (#2) as required.
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Findings:

Resident #2's record review revealed admission
date . The 1823 Health Assessment
dated listed medical history of history
of multiple onleft side. | N
. . repeated

s , abnormality of gait,
failure, .

Yand ..., .,. She was independent with
all activities of daily living (ADLs) and needs
assistance with self-administration of
medications. She was identified asa  risk as a
special precaution.

Afacility note dated at 7 AM, resident #2
was found sitfing on her bed complaining of |
to her right arm. Resident #2 explained that she
off her bed and was able to get up on
her own but could not move her arm. 911 was
called and resident #2 was fransferred to the
hospital for further evaluation. The physician and
iegal representatives were notified.

On ataround 11 AM, resident #2
returned from hospital to the facility and it was
confirmed a right . Resident
#2 was placed in a sling and now needs help to
ambulate in a wheelchair. New | medication
orders received.

{Photographic Evidence Obtained)

On at 11:10 AM, an interview with
resident #2 confirmed that she  off her bed and

her right earlier in the month
and now needs more help with ADLs.
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There was no documented evidence of a new
1823 Heaith Assessment completed for the
significant change.
On at 1:50 PM, an interview with the
Administrator confirmed the findings.
Class i
A 025 429.26(7) FS; 53A-36.007(1) FAC Resident Care AD28

$5=D| - Supervision

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

" . 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 undertying condition is determined to exist, the
facifity must notify 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 located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services to treat the
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.
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Continued From page 11

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

{a) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FA.C.

{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, heaith 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 resident record review and interview,
the facifity failed to provide appropriate
supervision after a that resulted hospitalization
by implementing  risk interventions for 1 of 2
sampled residents (#2); and the facility failed to
implement a facility poticy and procedures for
all residents at high risk for

Findings:
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Resident #2's record review revealed admission
date - The 1823 Health Assessment
dated iisted medical history of history
of muitiple on left side. .

s y . , repeated

s , abnormality of gait,
failure, .
yand | |, . She was independent with

all activities of daily living (ADLs) and needs
assistance with self-administration of
medications. She was identified asa . riskasa
special precaution.

Afacility note dated at 7 AM, resident #2
was found sitting on her bed complaining of
to her right arm. Resident #2 explained that she
off her bed and was able to get up on
her own but could not move her arm. 911 was
cailed and resident #2 was transferred to the
hospital for further evaluation, The physician and
tegal representatives were notified.

On ataround 11 AM, resident #2
returned from hospital to the facility and it was
confirmed a right . Resident
#2 was placed in a sling and now needs help to
ambulate in a wheelchair. New , medication
orders received.

{Photographic Evidence Obtained)

There was no documented evidence of any
interventions put in place after resident #2's
sustained a with injuries.

On at 11:10 AM, an interview with
resident #2 confirmed that she . off her bed and
her right sarlier in the month
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and now needs more help with ADLs. Resident
#2 stated this was her one and only
There was no documentation of policies and
procedures that documented interventions for
residents that are at high risk for
On at 2 PM, an interview with the
Administrator confirmed the findings and
confirmed that she did not have a policy and
procedures for . risk residents.
Class i
A 032 69A-36.007(7) FAC Resident Care - Elopement AD32

$8=D| Standards

59A-36.007
{7) ELOPEMENT STANDARDS.
(a) Resi 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 calendar
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
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that includes their name and the facifity'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
facitity 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 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 Section 429.41(1)(k), F.S.

This Statute or Rule is not met as evidenced by:
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Based on facility documentation, personnel
record review and interview, the facility failed to
ensure that 3 of 3 sampled staff (A, B, and the
Administrator) participated in two etopement drills
annually as required.

Findings:

1. Caregiver A's personnel record review revealed
a hire date of . There was no
documented evidence that he participated in any
elopement drills in 2022 and 2023.

2. Caregiver B's personnel record review
revealed a hire date of - There was no
documented evidence that she participated in any
elopement drills in 2022 and 2023.

3. The administrator's personnel record review
revealed a hire date of . There was no
documented evidence that she participated in any
elopement drilis in 2022 and 2023,

On at 2:30 PM, an interview with the
Administrator confirmed the findings and further
stated she had totally forgotten but the facility did
complete their fire drills on time.

Class i
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