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435.12(2)(b-d}, FS Background Screening
Clearinghouse

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.

are
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & social
security number must provide an individual
taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's background
screening clearinghouse and interviews, the
facility failed to report the employment status
within 5 business days for 1 of 2 sampled staff
{Administrator).

Findings:

On at 9:20 AM, the Regionat Saies and
Marketing rep ive stated the j

o longer works at the facility. I'm not sure how
{ong she's been gone. Further adding, 1l calt the
Regional Director to let him know you're here.

On at 9:45 AM, the Executive Director
arrived at the facility stating, I'm here to assist the
facility as the Administrator is no longer here. if's
been about a month or so.

On at 9:62 AM, during a phone call
with the former Administrator, she stated i've
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been gone for about a month and a half.
On at 10:00 AM, review of the
Background Screening Clearinghouse Roster
revealed the former Administrator was listed as a
current employee.
On al 10:20 AM, the Executive Director
confirmed the findings.
{photographic evidence obtained)
Class 1l
{ZZ821} B59A-35.110{ ) FAC Reporting Requirements; {zz821}
$8=D " Efectronic 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
II, F.8., or authorizing statutes for the provider
type as specified in Section 408.803(3), F.8.,
during the license application process must be
reported to the Agency within 21 days of
oceurrence of the change, including:

(&) 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.

{2) Ed i of i

{a) The following required.information must be
submitted electronically through the Agency's
Singte Sign On Portal located at

ahca.myflorida,

troni

1OnPo
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rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically fo 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.org/Gateway/reference.asp?N
o0=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:
hitps:/fapps.ahca.myflorida.cc

rtal.

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:

OnPo

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
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reference and available at:
hitps: firutes.org ce.asp?N
ef-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:
hitps:/fapps.ahca.myflorida.com/Si
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 395.0197, F.S,, on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, , , which is
hereby incorporated by reference and avaitable
at
hitps:/iwww firutes.org 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:/fapps.ahca.myflorida.com/Si
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 0L, |,

, 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

w

0OnPo

0OnPo

OnPo

rial.

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
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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.

¢. 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 Fagilities: 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 fo Section
429.23(5), F.S., whichever is later.

e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
0 $50 per day late not to 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:
DEFICIENCY REMAINED UNCORRECTED

Based on record review and interview, the facility
failed to electronically submit to the agency a
preliminary report within 1 business day of the
incident and a full report within 15 calendar days
of the incident for 2 of 11 sampled residents (#2,
#11).

Findings:
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On at 9:45 AM, the Executive Director

was asked to provide a copy of the incident report
submitted as it was not included with the plan of
correction.

On at 9:52 AM, the former
Administrator who was contacted by phone
stated. | did not submit the report to the agency
as corporate did not deem it to be adverse, The
ciinical team reported to Department of Children
and Families (DCF) and entered notes on each
resident's chart who were involved.

On at 10:00 AM, the Executive Director
stated | will submit the late report.

Class il
{A 000} Initial Comments {A 000}
Arevisit to a compfaint investigation

#2025009804 was conducted at Brookdale

Wekiwa Springs on . The facility had
deficiencies at the time of the visit.
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