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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, 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
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at:
hitps:fiwww.firutes.org/ ce.asp?N
ef-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 record review and interview, the facility
failed to submit electronically a report within 1
business day and within 15 calendar days after
an event that was reported fo law enforcement for
investigation for 1 of 4 sampled residents (5.}

Findings:

Review of resident #5's record revealed that on
at 2:58 PM caregiver B documented that
she entered the resident’s room and found her
responsive on the fioor. She complained of |
and had a ., - She was transferred
o a hospital.

On at 3 PM, pharmacy technician F
documented that on behalf of caregiver B, while
doing a medication pass at 8 AM, the caregiver
saw the resident on the floor and asked if the
resident was okay and if she needed assistance
1o get up, at which time the resident replied that
she did not and that she was okay. The caregiver
said the resident did not report that she needed
help.

On at 11:56 AM, pharmacy technician F
said that he responded to the resident’s room on

AHCA Form 3020-0001
STATE FORM

TIOW1

1 continuation shoet 4 of 8



Agency for Healih Care Administration

PRINTED: 09/05/2025
FORM APPROVED

upon leaming the resident was found on
the floor. He saw . hear the resident’s left
. .. The resident was alert but not her usual
cognition. She was normally oriented to person,
place, and time. She was mostly independent,

On at 1:562 PM, caregiver B said that on
between 8 AM and 9 AM she entered the
resident's room fo give medications. The resident
was sitting on the fioor with papers and a book
nearby. When caregiver B asked if the resident
needed help getting off the flocr, the resident
declined and said she was on the floor looking at
stuff. At approximately 2 PM, caregiver B entered
the resident's room fo give medications. The
resident was down on the floor with a woven
clothes basket partially on her . The resident
was awake, and her speech was slurred. The
caregiver diafed 911 from the room. When the
responding emergency personnel got the resident
off the floor, the caregiver saw discoloration
around the resident's left | . The caregiver said
there were previous times she saw the resident
purposely sitting on the floor looking at things.

Review of a law enforcement report revealed that
on at approximately 9:18 PM an officer
responded fo the hospital in reference fo a report
of elderly involving this resident that
atflegedly occurred at the assisted living facility.
Following the initial investigation at the hospital,
the officer responded to the facility and spoke
with employees and the administrator about the
incident that occurred earfier that day.

On at 10:58 AM, the administrator said
reports were not submitted within 1 business day
and within 15 calendar days after law
enforcement responded to the facility because
she did not call them herself and they came only
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o question her.

Unclassified
A0O0 Initial Comments A000

A complaint investigation (2025008139,
2025011632} and a generator monitoring were
conducted at Titusville Towers on

Additional information was received on

and . The facility had deficiencies at the
time of the survey.

A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
88=D . . 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
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.
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An assisted living facitity must provide care and
services appropriate to 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
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 Statuie or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to check the R and rate
daily as prescribed by a health care provider for 1
of 4 sampled residents (5.)

Findings:
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Review of resident #5's record revealed a

medical history of and
On a heatth care provider ordered for the
resident's ., and rate to be

checked daily.

Neither the resident’s chari nor the medication
observation record had documented readings.

On at 2:38 PM, the findings were
discussed with nurse A, who provided a vitals
summary document. Since the order, the
resident's .\ was documented only
on

Class il
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