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CZ821) 59A-35.110{ ) FAC Reporting Requirements; czs21
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure pericd, any
change or expiration of any information that is
required to be reported under Chapter 408, Part
II, 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 fo the Agency within 21 days of
oceurrence of the change, including:
{a) Insurance coverage renewal;
{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.

8 . ofi
{a) The following required information must be
subrmitted electronically through the Agency's
Singte Sign On Portal located at
hitps:/{/apps.ahca.myflorida.com/SingleSignOnPo
rtal:
1. Nursing homes:
Adverse incident reports must be submitted
efectronically 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. o 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

ahca.myflorida, i ignOnPo

rial.
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2. Assisted living facilities:

Adverse incident reports must be submitted
etectronically 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 reguired in Section 429.23, F.$., on Assisted
Living Facility Adverse incident, AHCA Form
3180-10250L, | . which is hereby
incorporated by reference and available at:
hitps:/iwww.findes.org/Gateway/reference.asp?N
o0=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.cc i ignOnPa
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:
https:/iwww firules.org 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 jocated at:

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 occurrence of the incident as
required in Section 385.0197, .5, on
Ambutatory Surgical Center Adverse incident,
AHCA Form 3140-5004 OL, | , which is
hereby incorporated by reference and available

AHCA Form 3020-0001
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at:
hitps:fwww.firutes.org ce.asp?N

6f-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:/fapps.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 OL,

, which is hereby incorporated by reference
and available at:
hitp:iiwww firules.org/Gateway/reference.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.8.

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 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 Sectlion
429.23(5), F.S., whichever is later.

e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
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0 $50 per day late not fo exceed $500,

{b) The ficensee must retain a copy of all
documentation generated at time of reporting as
confirmation of successful electronic submission.
{c) If the Agency's Single Sign On Portal or the
online adverse incident reporting system is
temporarily out of service the licenses 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 Rute is not met as evidenced by:
Based on the facility reviews and interviews the
facility failed to electronically submit to the agency
a preliminary report within 1 business day of
incident and a full report within 15 days of the
incident for 1 of 5 sampled residents (#3).

Findings:

Arecord review of Resident #3 revealed a facility
admission date of LA 1823
Health Assessment Form indicated a medical
history of . s s
., . ., and needs assistance
with self-administration.

Resident #3 was observed walking down the
haliway leaving her apartment; was asked ¥ she
had any concerns or issues with any personal
items taken by staff.

On at 11:08 am, Resident #3 stated,
"they stole my engagement ring. | placed a police
report, and the facility did zero. It happened last
month, and it was a very valuable diamond. §
don't know if it was housekeeping or the care
staff. They found a suspect and they let her go. {
don't know her name. The cameras let you know
AHCA Form 3020-0001
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who goes into your room and who comes out. |
kept the ring in a box, and she knew what was in
it because she helped me get dressed. it
happened in not last month. { wore the
ring every day when | got up to dress. | would put
my jeweiry on. They stole a necklace too, but it
was not at the same time. No, | never got my ring

. They said there were so many rings at the
pawn shop that looked like mine, so it was hard fo
determine which was mine."

A review of the facility’s observation notes for
Resident #3 did not reveal any documentation of
the incident or stolen jewelry. Further review of
Resident #3's investigation report revealed case #
202470000472 was filed with Lake Mary Police
Department.

Areview of the facility's grievance and complaint

log dated identifying Resident #3 stated
stolen items, police were called investigated,
resolved .

On at 3:55 pm, the Executive Director

{ED) stated we did 3 facility investigation and
narrowed it down to 1 of 2 staff. She was also
questioned by the police department who
continued the investigation outside of the facility.

On at 4115 pm, the Administrator
stated, no | didn't do an adverse incident report
for Resident #3, unless the ED did it.

Avreview of the adverse incident reports provided
during the survey revealed the facility failed to
submit a day one report {o the agency on
Tuesday, . The facility failed to submita
fult report within 15 days of the incident.

On at 6:05 pr, the Executive Director

czs21
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and Administrator confirmed no adverse incident
report was filed with the agency for incident that
occurred with Resident #3.

{photographic evidence obtained)

Unclassified
A0GQ0 Initial Comments A 000

A complaint investigation #2024025391 and
generator monitoring was conducted at
Lake Mary on . The facility had
deficiencies at the time of the survey.

A 030 59A-36.007(5) FAC; 420.28( ) FS420.27 A 030
$8=D! Resident Care - Rights & Facility Procedures

59A-36.007

{5) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S., or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, FAC.

{b) In accordance with Section 420,28, F.8,, the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to allow
residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in a common area accessible to alt

AHCA Form 3020-0001
STATE FORM 520 PEYOIL i coninuastion sheet 6 of 14




PRINTED: 01/28/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
AL11970161 e — 1211712024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
410 CARING DR
LAKE MARY
LAKE MARY, FL. 32746
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A030 ! Continued From page 6 AQ30

residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)418-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)96- or 1{800)862-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rutes and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regardin
1. Resident responsibilities;
2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Administrative and housekeeping schedules
and requirements;

7. control, sanitation, and standard
precautions,

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physicat .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required fo clean their own
sleeping areas or apartments if the facility rules
or the facility contract includes such a
requirement. If a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with

AHCA Form 3020-0001
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convenient access to a telephone to facilitate the
resident's right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.S. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.-

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:

{a) Live in a safe and decent living environment,
free from and neglect.

{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.

{c) Retain and use his or her own clothes and
other personal property in his or her immediate
living quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.

{d) Unrestricted private communication, including
receiving and sending unopened

corr , access o a L and
visiting with any person of his or her choice, at
any time between the hours of  a.m. and 9 p.m.
at a minimum. Upon request, the facility shalt
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.

AHCA Form 3020-0001
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{e) Freedom to participate in and benefit from
comenunity services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs uniess the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in . 429.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for regular exercise
several fimes a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions, No
religious beliefs or practices, nor any attendance
at religious services, shall be imposed upon any
resident.
(i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
the term " and appropri

health care” means the management of
medications, assistance in making |,
for health care services, the provision of or
arrangement of transportation to health care

.. , and the performance of health
care services in accordance with . 429.255
which are consistent with established and
e i tandards within the ity.
{k) At least 45 days' notice of refocation or
termination of residency from the facility undess,
for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct thatis
harmful or offensive to other residents. in the
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case of a resident who has been adjudicated
mentally s , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination. Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
O Program for assis with
relocation and must include the statewide toll-free
telephone number of the program. In order for a
facility fo i the resi of an indivi
without notice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be a member of, to be
active in, and to associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, " . and
prohibitions set forth in this partis posted in a
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local ombudsman
counci, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, . Rights Florida, where
complaints may be lodged. The notice must state

AHCA Form 3020-0001
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that a complaint made to the Office of State
Long-Term Care Ombudsman or a local
{ong-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken againsta
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident’s access {0 a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman councl, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Florida.

428.27 Property and personal affairs of
residents.-
{1)(a) A resident shall be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

, or , under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facifity or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibitity for
the personai affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
AHCA Form 3020-0001
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facility failled 1o ensure safety for 2 of 4 sampled
residents the ability to live in a safe living
environment free from | - (#1 & #3).

Findings:

Areview of an Adverse Incident Report dated

for Resident #1 stated, an event that
is reported fo law enforcement or its personnet
investigation, Resident #1's credit card account
had notable suspicious purchases, and the card
has since been reported as stolen and itis
believed that someone within the facility has
committed this offense.

On at 11:08 am, Resident #3 stated
“"they stole my engagement ring. | placed a police
report, and the facility did zero. They stole a
neckiace 00, but it was not at the same time”.

The facifity's Grievances and Complaints Policy
dated states, "one of the best tools for
quality improvement is a tool that enables the
community to know the ", " in the community.
To have knowledge and the opportunity to impact
the conditions is a valuable way to avoid the risk
of issues becoming so large that litigation is
initiated.”

Areview of the facility's grievance complaint log
stated on fited, by Resident #1 and
family, stolen items, police was called and
investigated. The case was closed on

and the date resolved was

Areview of the facility's grievance complaint log
stated on , filed by Resident #3's
family, credit card missing, LMPD (Lake Mary
Police Department) was called, family tracked
charges, still waiting on investigation.
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On at 2:00 pm, unlicensed caregiver

B stated, "l provide care to Resident #1 and
Resident #3. The unlicensed caregiver stated |
did hear about Resident #3's ring. The police and
the facility investigated together. 1 did not assist
Resident #1 with her credit cards. She stated, |
remind the residents fo put credit cards or jewelry
away before leaving the room and to ensure it's in
a place they will remember.”

On at 2:04 pm, unlicensed caregiver
Astated, "l provide care to Resident #1 and
Resident #3, The unlicensed caregiver stated for
Resident #3 it was a thing. They had two people
going into her rcom after her jewelry was stolen.
Because they have the fobs, they can see who
enters the resident's room. For Resident #1, 1
heard about the credit card. | didn't work that day.
I'm pretty sure they conducted an investigation."

On at 3:55 pm, the Heaith and
Wellness Director (HWD) stated we ran a key fob
on the schedule and found nothing. We spoke
with the staff and conducted staff meetings and
training.

On at 4:46 pm, the HWD stated we
contacted DCF (Department of Children and
Farmnilies). The response dated we
received stated, based on the information
provided, a report for investigation is not being
accepted,

On at 5:05 pm, unficensed caregiver
C stated, "Resident #1 moved in while { was
gone, The unlicensed caregiver stated, yes, |
provided care to Resident #3. The only thing they
had on me was that my key fob was on the door. |
didn't actually provide care to her. | typicaily didn't
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have her floor, Resident #3 and | were close, and
I would go in and check on her because she was
a  risk. She had a dog, and { would go and
help her take care of the dog.”

The facility was asked if any other residents were
affected or interviewed based on the incidents
involving Resident #1 and #3.

On at 5:26 pm, the Administrator
stated, we did not follow up with any other
residents.

On at approximately 5:50 pm, the

Executive Director stated we didn't really want to
publicize it and no one else was making a
complaint. I'm sure they heard about it {referring
1o the other residents), but no, we didn't notify any
other residents or families. We know the card
was stolen from the facility because someone
used it to order door dash, and it was delivered to
the facility.

{photographic evidence obtained)

Class il
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