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A change of ownership (CHOW} survey and

ftoring was at Gracious
Place LLC. Assisted Living Facility on .
The facitity did have deficient practices at the timi
of the survey.

Zz821; 59A-35.110( ) FAC Reporting Requirements; Zz821
Electronic 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.S., 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
occurrence 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.

{2) Electronic submission of information.

{a) The following required information must be
submitted efectronically through the Agency's
Single Sign On Portal located at
hitps:/fapps.ahca.myflorida.cc i ignCnPo
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
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reference and available at:
hitps:/www.firutes.org ce.asp?N
ef-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.com/Si
rtal.
2. Assisted living facilities:
Adverse incident reports must be submitted
electronically 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 required in Section 429.23, F.S., on Assisted
Living Facility Adverse incident, AHCA Form
3180-1025 0L, | . which is hereby
incorporated by reference and available at:
hitps:fiwww.firutes.org/ 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.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 Hospital
Adverse incident, AHCA Form 3140-5001 OL,

. , which is hereby incorporated by
reference and available at:
hittps:/iwww. firule: 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 focated at:
hitps://apps.ahca.myflorida
ral.
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4. Ambulatory Surgicat 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, F.S,, on
Ambulatory Surgicat Center Adverse Incident,
AHCA Form 3140-5004 OL, | . which is
hereby incorporated by reference and available
atr

hitps:/fwww.firules.org/Gateway/reference.asp?N
o0=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://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
5. Hospitals and ambulatory surgical centers
must submit annual reports pursuant to Section
395.0187 F.8., electronically to the Agency on
Annual Report, AHCA Form 3140-6005 OL, |,
, which is hereby incorporated by reference
and available at;
hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located at:
r ahca.myflorida
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 preliminary {1-Day) report is deemed late
when subritted 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.

10nPo
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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 to Section
429.23(5), F.S., whichever is later.

e. Assisted Living Faciliies and Nursing Homes
that submit reporis deemed late may be fined up
to $50 per day late not to exceed $500,

{b}) The ficensee must retain a copy of all
documentation gensrated at time of reporting as
confh ion of electronic ission.
{c) If the Agency's Single Sign On Porial or the
online 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 record review and interview, the facility
failed to submit a preliminary report within 1
business day and a full report within 15 calendar
days after a resident experienced a with
injuries that resulted in a transfer to a hospital for
1 of 4 sampled residents (12.)

Findings:

Review of resident #12's record revealed a
medical history of | .

{ \)and
Degenerative Disc

On caregiver D documented the resident
was found on the floor behind her apartrment
door. She could not move her . She was
transferred to the hospital where she was
diagnosed with a right

AHCA Form 3020-0001
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{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 fo exist, the
facility must nofify 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
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On at 11:49 AM, the administrator said
the preliminary and fulf reports were not
submitted because the facility could not have
prevented the
On at 12:33 PM, caregiver D said the
resident was trying to get her shoes when she
Unclassified
ADBO0 Initial Comments AD0O
A change of ownership (CHOW) survey and
generator monitoring was conducted at Gracious
Place LLC. Assisted Living Facility on
The facifity did have deficient practices at the time
of the survey.
A 025 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
§8=D - Supervision
428.26
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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,

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

(&) Monitoring of the quantity and quality of
resident diets in accordance with Rule
59A-36.012, FAC.

{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, 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 Statute or Rute is not met as evidenced by:
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Based on record review and interview, the facility
failed to follow its policy when 1 of 4 sampled
residents (12)had a = that resulted in transfer to
the hospital.

Findings:

The facility's undated  policy indicated a

risk assessment would be completed at
admission and after any  and the results would
be documented in the resident's record.
Residents would receive educationon  risks in
assisted living facilities, proper footwear and safe
mobliity practices, and reporting unsteadiness or
unsafe conditions. Aftera  the care plan wilt be
reviewed and revised.

Review of resident #12's record revealed a
medical history of | ,

{ ) and
Degenerative Disc

On caregiver D documented the resident
was found on the fioor behind her apartment
door. She could not move her . She was
transferred to the hospital where she was
diagnosed with a right

The resident’s record did not containa  risk
assessment, documentation of educating the
residenton  risks, or a care plan.

On at 12:15 PM, the administrator said a

risk assessment,  education, and a care
plan were not done. He planned to complete
them when the resident returned from the
hospital,

On at 12:33 PM, caregiver D said the
resident was trying to get her shoes when she
AHCA Form 3020-0001
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A 160 59A-36.015(1) FAC Records - Facility A160
88=D

59A-36.015 Records.

The facility must maintain required records ina
manner that makes such records readily available
at the licensee's physical address for review by a
legally authorized entity. If records are maintained
in an electronic format, facility staff must be
readily available to access the data and produce
the requested information. For purposes of this
section, "readily avaitable” means the ability to
immediately produce documents, records, or
other such data, either in electronic or paper
format, upon request.

{1) FACILITY RECORDS. Fagility records must
include:

{a) The facility's license displayed in a
conspicuous and public place within the facility.
{b) An up-to-date admission and discharge log
fisting the names of ali residents and each
resident's:

1. Date of admission, the facility or place from
which the resident was admitted, and if
applicable, a notation indicating that the resident
was admitted witha | s and,
2. Date of discharge, reason for discharge, and
identification of the facility or home address to
which the resident was discharged. Readmission
of a resident to the facility after discharge
requires a new entry in the log. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intending to refurn pursuant to Rule 59A-36.018,
F.A.C. If the resident dies while in the care of the
facility, the log must indicate the date of

{c) Alog listing the names of all temporary

AHCA Form 3020-0001
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emergency placement and respite care residents
if not included on the log descrived in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approval by the
county emergency management agency, as
described in Rule 59A-36.019, F.A.C., that must
be readily available by facility staff.

{e) The facility's liability insurance policy required
in Rule 59A-36.013, FA.C.

{f) For facilities that have a surety bond, a copy of
the surety bond currently in effect as required by
Rule 59A-36.013, FAC.

{g) The admission package presented to new or
prospective residents {less the resident's
contract) described in Rute 59A-36.006, F.AC.
{h) if the facllity advertises that it provides special
care for persons with 's or
related . a copy of all such facility
advertisemenis as required by Section 428.177,

(i) A grievance procedure for receiving and
responding to resident complaints and
recommendations as described in Rule
59A-36.007, FA.C.

(i) Alt food service records required in Rule
89A-36.012, F.A.C., including menus planned
and served and county health department
inspection reports, Facilities that contract for food
services, must include a copy of the contract for
food services and the food service contractor's
license or certificate to operate.

{k) All fire safety inspection reports issued by the
local authority or the State Fire Marshal pursuant
to Section 429.435, F.S., and rule Chapter
B69A-40, F.A.C., issued within the last 2 years.

{1) Alt sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.8., and Chapter 84E-12, FAC,,
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issued within the last 2 years.

{m) Pursuant to Section 428.35, F.$., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
iast § years.

{n) The facility’s resident elopement response
policies and procedures.

{0) The facility's documented resident elopement
response drills.

{p) The facility’s policies and procedures pursuant
to subsection 59A-36.007(10), FA.C.;

{q) The facility's prevention policies and
procedures;

{r) The facility's medication practices;

{s) The facility's policy on physical H

{t) The facility's policy on assistive devices;

{u) The facility's policy on third-party providers;
{v) The facility'’s policy on visitation pursuant fo
Section 408.823(2)(a), F.S.;

{w) For facilities licensed as limited mental health,
extended congregate care, or limited nursing
services, records required as stated in Rules
59A-36.020, 59A-38.021 and 59A-36.022, F.A.C.,
respectively.

This Statute or Rule is not met as evidenced by:

Based on record review and interviews the facility
failed to provide an annual health inspection from
the Department of Health (DOH).

Findings:

On at 11:15am the administrator was
asked to provide the annual DOH inspection for
group care. The administrator stated that he
cannot obtain a current inspection for the facility
due fo the building having plumbing issues. Inan
email dated an individual from the DOH

AHCA Form 3020-0001
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{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

. Race,
4. Date of birth,
. Place of birth, if known,
. Social security number,
. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual
designated by the resident for notification in case
of an emergency; and,
9. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.
{b) Acopy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described

(

1

2.
3
5.
6
7.
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stated the facility must get in touch with the city
building officials to request guidance, getting
permits to address the deficiencies which were
identified by the DOH, (plumbing).
The administrator revealed that he has hired an
outside company to assist with fixing the issues
that were presented by the DOH inspector. The
administrator stated that it is quite a bit of work
that needs to be completed but he is getting it
taken care of.
Photographic evidence obtained
Class Hl
A 162 59A-36.015(3) FAC Records - Resident A182
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in Rule 59A-36,006, F.A.C.

{¢) Any orders for medications, nursing services,
therapeutic diets, ,or
other services to be provided, supervised, ol
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 50A-36.012,
F.AC,, if applicable.

(e) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident's heaith assessment. Residents
receiving assistance with the activities of daify
living must have their | recorded
semi-annually. This subsection does not apply to
residents who are receiving licensed hospice
services when such residents, their
representatives, or their physicians request in
writing that not be taken.

(g} For facilities that will have unficensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C, if
such consent is not included in the resident's
contract.

{h) For facilities that manage a pill organizer,
assist with seff-administration of medications or
adrainister medications for a resident, copies of
the required medication records maintained
pursuant to Rule 59A-36.008, F.AC.

{i) A copy of the resident's contract with the
facility, including any addendurns to the contract
as described in Rule 59A-36.018, FAC.

{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any transaction made on behalf of
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the resident as required in Section 429.27, F.S.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
writien statement of funds or other properly
disbursed as required in Section 429.27, F.8.
{1} if the resident is an recipient, a copy of
the Department of Children and Families form
Alternate Care Certification for |
. ) CF-ES 1008,

. which is hereby incorporated by reference
and available for review at:
http:/iwww firules.org/Gateway/reference.asp?No
=Ref-04004, The absence of this form will not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the | ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident's ,DH
Form 1898, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the
licensed capacity of an assisted living facility, but
who are not receiving any personal, limited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
afrangement.

{q} Except for resident contracts, which must be
retained for 5 years, all resident records must be
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retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
depariure from the facility.

{r) Additional resident records requirements for
facilities holding a limited mental health, extended
congregate care, or fimited nursing services
license are provided in Rules 58A-36.020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rute is not met as evidenced by:
Based on record review and interview, the facitity
failed to ensure the record contained a copy of
the Department of Children and Families form
Alternate Care Certification for |

e { ) for 2 of 2 sampled
residents (12, 13.)

Findings:

Review of resident #12's record revealed a facility
admission date of

Review of resident #13's record revealed a facility
admission date of

On at 11:30 AM, the administrator said
both residents received and provided an

check for both. He confirmed neither
resident's record contained a copy of the
Department of Children and Families form
Alternate Care Certification for . He had no
documentation to indicate efforts were made to
obtain the required documentation.

Class #l
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59A-36.018 Resident Contracts.

{1) Pursuant to section 420.24, F 8., the facility
must offer a contract for execution by the resident
or the resident's legal representative before or at
the time of admission. The contract must contain
the fellowing provisions:

{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services that the
resident elects to receive;

{b) The daily, weekly, or monthly rate;

{c) Alist of any additional services and charges o
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a
separate fee schedule that must be attached to
the contract;

{d) A provision stating that at least 30 days written
notice will be given before any rate increase;

{e) Any rights, duties, or - of residents,
other than those specified in section 429.28, F.S.;
{f) The purpose of any advance payments or
deposit payments, and the refund policy for such
advance or deposit payments;

{g) Arefund policy that must conform to section
428.24(3). F.8.

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing fo reserve a bed for a resident
who is admitted to a nursing home, heaith care
facility, or, facility. The resident or
responsible party must notify the facility in writing
of any change in status that would prevent the
resident from returning to the facility. Until such
writien notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facifity unless the resident's medical condition
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prevents the resident from giving written
noftification, such as when a resident is comatose,
and the resident does not have a responsible
party to act on the resident’s behalf;
{i) A provision stating whether the facility is
affiiated with any refigious organization and, if so,
which organization and its refationship to the
facility;
i) A provision that, upon determination by the
administrator or health care provider that the
resident needs services beyond those that the
facility is licensed to provide, the resident or the
resident's representative, or agency acting on the
resident's behalf, must be notified in writing that
the resident must make arrangements for
transfer to a care setting that is able to provide
services needed by the resident. In the event the
resident has no one to represent him or her, the
facility must refer the resident to the social
service agency for placement. if there is
disagreement regarding the appropriateness of
placement, provisions outlined in section
429.26(8), F.S., will take effect;
{k) A provision that residents must be assessed
upon admission pursuant to subsection
59A-36.006(2), F.A.C., and every 3 years
thereafter, or after a significant change, pursuant
o subsection (4), of that rule;
{1) The facility's policies and procedures for
self-administration, assistance with
ini ion, and inistration of
medications, if applicable, pursuant to rule
59A-36.008, F.A.C. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rufe; and,
{m) The facility's policies and procedures related
10 a properly executed DH Form 1896,

{2) The resident, or the resident's representative,
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must be provided with a copy of the executed
contract.

{3) The facility may not levy an additional charge
for any supplies, services, or accommodations
that the facility has agreed by contract fo provide
as part of the standard daily, weekly, or monthty
rate. The resident or resident's representative
must be furnished in advance with an itemized
written staterment setting forth additional charges
for any services, supplies, or accommodations
available to residents not covered under the
contract. An addendum must be added to the
resident contract to reflect the additional services,
supplies, or accommodations not provided under
the original agreement. Such addendum must be
dated and signed by the facility and the resident
or resident's legal representative and a copy
given 1o the resident or resident's representative,

42024 FS

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
time of admission or prior thersto, between the
ficensee and the resident or his or her designee
or legal representative. Each party to the contract
shall be provided with a duplicate original thereof,
and the licensee shall keep on file in the facility alf
such contracts, The licensee may not destroy or
otherwise dispose of any such contract until 5
years after its expiration.

{2) Each contract must contain express
provisions specifically setting forth the services
and accommodations to be provided by the
facility; the rates or charges; provision for at least
30 days’ written notice of a rate increase; the
rights, duties, and - of the residents,
other than those specified in 5. 429.28; and other
matters that the parties deem appropriate. A new
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service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require @ 30-day written notice of a rate increase.
money is ited or bya
resident in a contract as security for performance
of the contract agreement or as advance rent for
other than the next immediate rental period:
{a) Such funds shall be deposited in a banking
institution in this state that is located, if possible,
in the same community in which the facility is
located; shall be kept separate from the funds
and property of the facility; may not be
represented as part of the assets of the facility on
financiat statements; and shalt be used, or
otherwise expended, only for the account of the
resident.
{b) The licensee shall, within 30 days of receipt of
advance rent or a security deposit, notify the
resident or residents in writing of the manner in
which the licensee is holding the advance rent or
security deposit and state the name and address
of the depository where the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The contract shall include a refund policy to
be implemented at the time of a resident's
transfer, discharge, or o

{b) if a licensee agrees to reserve a bed for a
resident who is admitted to a medical facility,
including, but not limited fo, a nursing home,
health care facility, or | facility, the
resident or his or her responsible party shail notify
the licensee of any change in status that would
pravent the resident from returning to the facility.
Until such notice is received, the agreed-upon
daily rate may be charged by the licensee.

{c) The purpose of any advance payment and a
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refund policy for such payment, including any
advance payment for housing, meals, or personal
services, shall be covered in the contract.

{4) The contract shall state whether or not the
facility is affiiated with any refigious organization
and, if so, which organization and its general
responsibility to the facility.

{5} Neither the contract nor any provision thereof
relieves any licensee of any requirement or

imposed upon it by this part or rules
adopted under this part.

{6) In lieu of the provisions of this section,
facilities certified under chapter 651 shall comply
with the requirements of s, 651,055,

{7) Notwithstanding the provisions of this section,
facilities which consist of 60 or more apartments
may require refund policies and termination
notices in accordance with the provisions of part
Il of chapter 83, provided that the lease is
terminated automatically without financial penalty
i the event of a resident's or refocation
dueto, |, hospitatization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shall be
the date the unit is fully vacated. A lease may be
substituted for the contract if it meets the
disclosure requirements of this section. For the
purpose of this section, the term "apartment”
means a room or set of rooms with a kitchen or
kitchenette and lavatory located within one or
more buildings containing other similar or like
residential units.

This Statute or Rute is not met as evidenced by:
AHCA Form 3020-0001
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Based on resident record review and interview,
the facility failed to obtain an executed signed
contract agreement with provisions for 1 of 2
sampled residents (#11) as required.

Findings:

A record review for resident #11 revealed original
date of admission on and a change of
ownership admission . There was no
documented evidence of the contract agreement
in the file.

On at 11:35 AM, an interview with the
Administrator confirmed that resident #11's
daughter never returned the contract agreement
signed fo the facility.

Class il
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