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B9A-35.110( ) FAC Reporting Requirements;
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,

OnPo

rial.

cz821
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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 OnPo
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

OnPo

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
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at:
hitps:fiwww.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

OnPo

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 facility's documentation, resident record
review and interview, the facility failed to
electronically submit a one-day report and & 15
day {full report) adverse incident report (AIRS) to
the agency for 1 of 3 sampled residents (#1) as

required reportinga  witha 1o the right
Findings:

On (last year), a review of a hospital
note documented that resident #1  atthe
assisted living facility with injury of a to
the right and received rehabilitation after
surgery untif

A review of the Medication Record Observation
{MORs)for showing that resident #1
was outf of the facility, at the hospitai from

- . He returned to the assisted
fiving facility on
There were no facility notes documenting the
on and no interventions documented
that were put in place for future

A review of resident #1's record revealed an
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admission date of . The last 1823
Health Assessment dated listed.the
medical history of PN .
P . type 2,
o/ and Benight Prostatic
Hyperplasia. He ambulates with a walker and a
high risk for . He needs assistance with
activities of daily living ambulation and
transferring. Supervision with bathing, o
and toileting. independent with eating and
grooming. He needs assistance with
self-administration of medications.

On at 6:30 PM, an interview with the
Administrator confirmed the findings.

{Photographic Evidence Qbtained)

Unclassified
Initial Comments

A Complaint investigation #2023006152 and a
itoring was at
Westchester of Winter Park Assisted Living
Facility with Limited Nursing Services (LNS) on
. The facility had deficiencies at the time
of the survey visit.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a licensed 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

cz821
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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 notify the resident's representative or
designee of the need for heaith 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 o the needs of residents
accepted for admission to the facifity.

{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, F.AC.

{p) 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
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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 facifity documentation, resident record
review and interview {1} the facility failed to
provide adequate supervision with appropriate
care and services {interventions) to meet the
needs to prevent with injury for 2 of 3
sampled residents {#1, #3) as required; and {2}
the facility failed to maintain written
documentation for updates and interventions put
in place for 2 of 3 sampled residents (#1, #3) that
had with injury.

Findings:

1. Areview of a hospital note documented that
resident #1 on at the assisted living
facility with injury of a to the right

and received rehabilitation after surgery untit

A review of the Medication Record Observation
{MORs)for showing that resident #1
was outf of the facility, at the hospitai from

- . He returned to the assisted
fiving facility on
There were no facility notes documenting this
on and no interventions documented
that were put in place for future

On at7 PM, another  was reported
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by resident #1's family member that did not result
in any injurles.

There were no facility notes documenting this
recent  on

Areview of resident #1's record revealed an
admission date of . The last 1823
Health Assessment dated listed the
medical history of NN ,
P . type 2, ,
o and Benight Prostatic
Hyperplasia. He ambuiates with a walker and a
high risk for . He needs assistance with
activities of daily fiving ambulation and
transferring. Supervision with bathing,
and toileting. Independent with eating and
grooming. He needs assistance with
self-administration of medications.

2. An incident was reported on at 5:30
PM documented that resident #3 had while
walking from her bed to the bathroom resulting in
aleft pubic rami (|} . Resident #3 said
that she felt , and lost her balance. She
{fanded on her but was in severs |

The first responders were calied and resident #3
was transferred to the hospital,

There were no facility notes documenting this
atall. Alos, there was no documentation of when
she returned from the hospital to the
assisted living facility. There was no documented
evidence of any interventions put in place for
future

A review of resident #3's record revealed
admission date . The last 1823 Health
Assessment dated listed the medical
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history of
h . , failure,
. s and,

. Her physical fimits were no assistive
devices and independent with all her activities of
daily living. She administers her own medications,
and her needs can be met in the facility.

Duting an interview on at 1:28 PM,
resident 3 stated that it was a freak accident and
she had only that one time. She said that
she was more careful now and takes her time
when getting up from bed. She healed good with
therapies and now 1o doing things
independently on her own again.

A review of the facility's event management
policies and procedures revised on
was used for alt adverse events that occurs at the
facility such as . neglect, and | .
elopement, misappropriation, with

, medication variance and other
listed that for all these above events that has to
be reported within one business day to the AL
Manager (Administrator), with exception of s
neglectand | that to be reported
immediately to the AL Manager {Administrator). A
thorough investigation will be initiated by the AL
Manager (Administrator).

There was no documented evidence that the
Administrator followed up on an investigation into
the

On at 6:30 PM, an interview with the
Administrator confirmed the findings.

{Photographic Evidence Obtained)

Class I
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{5) FIRST AID AND
( }. A staff member who
has completed courses in First Aid and and

holds a currently valid card documenting
completion of such courses must be in the facility
at all imes.

{a) Documentation that the staff member possess
current certification that requires the student
1o demonstrate, in person, that he or she is able
to perform and which is issued by an
instructor or training provider that is approved to
provide training by the American Red Cross,
the American Association, the National
Safety Council, or an organization whose training
is accredited by the Commission on Accreditation
for Pre-Hospital Continuing Education satisfies
this requirement.

{b) A nurse shall be considered as having met the
training requirement for First Aid. An emergency
medical technician or paramedic currently
certified under chapler 401, Part lil, F.S., shall be
considered as having met the training
requirements for both First Aid and C.P.R.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure that 3 of 5 sampled

staff (A B and Nurse D) had a valid First Aid and

card ing
completion of such courses must be in the faciity
at all times as required.

Findings:

1. Areview of unficensed caregiver A’s personnet
record revealed hire date . There was
no documented evidence of a First Aid and
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card found in the file.
2. Areview of unlicensed caregiver B's personnel
record revealed hire date . There was
no documented evidence of a First Aid and
card found in the file.
3. Areview of nurse D's personnel record
revealed hire date . The last
N . { Yeard on
dated had expired on . There
Was no new card found in the file.
On at 6 PM, an interview with the
Administrator confirmed the findings and further
stated that she had a First Aid/ class
schedule later this month ( )
Class il
A084, 59A-36.011(6) FAC 429.52(6), FS Training - A0B4
S8=D

Assis Self-Admin Meds & Med Mgmt

59A-36.011
{6) ASSISTANCE WITH THE
SELF-ADMINISTRATION OF MEDICATION AND
MEDICATION MANAGEMENT. Unticensed
persons who will be providing assistance with the
If- ini ion of ications as i in
rule 59A-36.008, F.A.C., must meet the training
requirements pursuant to section 429.52(6), F.S
prior to assuming this responsibility. Courses
provided in fulfilment of this requirement must
meet the following criteria:
{a) Training must cover state law and rule
requirements with respect fo the supervision,
assistance, administration, and management of
medications in assisted living facilities;
procedures and techriques for assisting the

AHCA Form 3020-0001

STATE FORM

59Q01

I contination sheet €1 of 15




Agency for Healih Care Administration

PRINTED: 06/20/2025
FORM APPROVED

resident with self-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking icati asp ibed; r ition of
side effects and adverse reactions and
procedures to follow when residents appear to be
experiencing side effects and adverse reactions;
documentation and record keeping; and
medication storage and disposal. Training shall
include demonstrations of proper techniques,
including techniques for control, and
ensure unlicensed staff have adequately
demonstrated that they have acquired the skills
necessary to provide such assistance.

{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates,
in person and both physically and verbally, the
ability to:

1. Read and understand a prescription label;

2. Provide assistance with seff-administration in
accordance with section 429.256, F.S., and rule
59A-36.008, F.A.C., including:

a. Assist with oral dosage forms, |
forms, and | , s and
dosage forms;

b. Measure liquid medications, break scored
tablets, and crush tablets in accordance with
prescription directions;

c. Recognize the need to obtain clarification of an
“"as needed" prescription order;

d. Recognize a medication order which requires
judgment or discretion, and to advise the
resident, resident’s health care provider or facility
employer of inability to assist in the administration
of such orders;

e. Complete a medication observation record:

{. Retrieve and store medication;

dosage
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g. Recognize the general signs of adverse
reactions to medications and report such
reactions;
. Assist residents with syringes that are
prefilied with the proper dosage by a pharmacist
and . that are prefilied by the
manufacturer by taking the medication, in its
previously dispensed, properly labeled container,
from where it is stored, and bringing it to the
resident for seif-injection;
i. Assist with N
j.Usea to perform
testing;
k. Assist residents with
and continuous positive airway pressure (CPAP)
devices, excluding the titration of the
levels;
1. Apply and remove
hosiery;
m. Placement and removal of
excluding the removal of the | or
manipulation of the site; and,
n. Measurement of . .
temperature, and , rate.
{c) Unlicensed persons, as defined in section
429.256(1)(b}), F.S., who provide assistance with
self-administered medications and have
successfully completed the initial 6 hour training,
must obtain, annually, a minimum of 2 hours of
continuing education training on providing
assistance with self-administered medications
and safe medication practices in an assisted
fiving facility. The 2 hours of continuing education
{raining may be provided online.
{d) Trained unlicensed staff who, prior to the
effective date of this rule, assist with the
self-administration of medication and have

4 hours of assistance
with self-administration of medication training

stockings and

, bags,

rate,
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must complete an additional 2 hours of training
that focuses on the topics listed in
sub-subparagraphs (6)(b)2.h.-n. of this section,
before assisting with the self-administration of
medication procedures listed in
sub-subparagraphs (6)(b)2.h.-n.

429.52

{6) Staff assisting with the seif-administration of
medications under s. 429.256 must complete a
minimum of 6 additional hours of training
provided by a registered nurse or a licensed
pharmacist before providing assistance. Two
hours of continuing education are required
annually thereafter. The agency shall establish by
rule the minimum requirements of this training

This Statute or Rule is not met as evidenced by:
RBased on observation, personnel record review
and interview, the facility failed to ensure that 1 of
5 sampled staff (C) completed the 6 hours
training in self-administration assistance of

ication and icati 1o the
residents living in an assisted living facility as
required.

Findings:

On at 12:40 PM, an observation of
unlicensed caregiver C was on the med carf B
and assisted residents with self-administration of
medication in haliway 401-425.

On at 12:45 PM, an interview with
unlicensed caregiver C said that she had
completed the 6 hours of medication training.

Areview of unlicensed caregiver C's personne!
record revealed hire date . There was
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no documented evidence that she completed 6
hours of medication training found in the file.

On at 8:10 PM, an interview with the
Administrator confirmed the finding and further
stated that unficensed caregiver C completed her
6 hours medication training and it must have
been misplaced.

Class il
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