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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.
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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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11964948 B.WING 02/11/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
8015 PIN OAK DR,
BROOKDALE DR PRILLIPS MC
ORLANDO, FL. 32619
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
22821 Continued From page 1 22821

AHCA Form 3020-0001

STATE FORM

2RZV1t

i coninuastion sheet 2 of 12




PRINTED: 02/23/2028

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
AL11964948 B WING 02/11/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8015 PIN OAK DR,
BROOKDALE DR PRILLIPS MC
ORLANDO, FL. 32819
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [in] 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)
22821 Continued From page 2 22821

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. Residential Mental Health Providers:
Crisis stabilization units, short-term residential
treatment facilities, residential treatment facilities,
and residential treatment centers for children and
adolescents shall submit incidents as required by
Section 384.907, F.8., and rules promuigated
thereunder to the Agency within 1 business day of
occurrence on Residential Mental Health Provider
Incident Report, AHCA Form 3180-50080L.,
. which is hereby incorporated by

reference and available at:
hitps:/fwww firules org/Gateway/reference.asp?N
o0=Ref-18470, 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. ingleSignOnPo

ral

6. Hospitals and ambulatory surgical centers

must submit annual reports pursuant to Section

395.0197 F.S., electronically to the Agency on

Annual Report, AHCA Form 3140-5005 OL,
, which is hereby incorporated by reference

and available at:

hitp: firules,of asp?No

=Ref-12123, and through the Agency's Single

Sign On Portal located at:

hitps:/fapps.ahca myflorida.com/Si ignOnPo

stal.

7. For the purposes of this rufe, the following

applies for submitting adverse incident reports:
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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 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
maore than 3 business days after the Agency
issues the reminder pursuant to Section
429.23(5), F.8., whichever is later.
e. Assisted Living Facilities and Nursing Homes
that submit reports deemed late may be fined up
o $50 per day fate not to exceed $500.
{b) The licensee must retain a copy of all
documentation generated at time of reporting as
jon of electronic issi
{c) If the Agency's Single Sign On Portal 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 observation, interview and record
review, the facility failed to submit a prefiminary
report within 1 business day and-a full report
within 15 calendar days after a resident
experienceda  that resulted in a transfer to a
hospital for 2 of 3 sampled residents (#8, #9.)
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Findings:

Review of resident #8's record revealed a history

of and - An

1823 form (health assessment,) dated f

indicated the resident had | mobility and
independence with the activities of daily

!nwng The form indicated the resident was a

sisk.

Review of a facility note, dated at4:48 PM,
revealed another resident walked up fo this
resident and held his . This resident pulled
his away then lost his balance and

Review of a facility note, dated at 5:33 PM,
revealed the resident complained of right

and . The note indicated that the
resident was unab!e to walk. The note indicated
the resident sustained on his right and
left arms during the . The note indicated the
resident was transported to a hospital.

Review of a facility note, dated at 12:45
PM, revealed the resident returned from the
hospital.

During an interview on at 12 PM, the

Health and Wellness Director said she did not
submit a preliminary report when the resident
and went to & hospital on because the
resident did. not anything when he

2. Review of resident #9's 1823 health
assessment indicated a medical history of

. & ,
regurgnatxon,
forget, impulsive. The form did not indicate the
residentwasa  risk.
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Review of the facility note, dated at 13:18
{1:16 PM), resident is currently adritted to
hospital for diagnosis

Review of the facility note, dated at 12:50
PM, resident still in rehab.
Review of the facility note, dated at 15:13

{3:13 PM), resident transferred from hospital to
rehab.

Review of the facility note, dated at 12:49
PM, resident currently in hospital.

Review of the facility note, dated at 14:27
{2:27 PM), resident still in hospital.

Review of the facility note, dated at12:16

PM, resident currently admitted to hospital,
admitting diagnosis is
Review of the facility note, dated at
15:10 (3:10 PM), resident . occurred on

at 10:30 PM, occurred in resident room
near the bed. Resident sent to hospital for
evaluation.

Review of the facility note, dated at
12:14 PM, according to might shift, resident
around 10:30 PM and his was.

was sent to the hospital for evaluation.

He

Review of the facility note, dated at
10:56 PM, at 10:30 PM last night, resident
sustaineda  and was having a nosebleed.
Caregiver called 911, paramedics arrived and

resident was taken to the hospital.

During an interview on at 2:05 PM, the

Health and Wellness Director stated she does not
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{4) Employees of covered providers must
complete the following training for

and related forms of :
{a) Upon beginning employment, each employee
must receive basic written information about
interacting with persons who have

or related forms of .
{b) Within 30 days after beginning employment,
each employee who provides personal care to or
has regular contact with participants, patients, or
residents must complete a 1-hour training
program provided by the department.
1. The department shall provide fraining thatis
available onfine at no cost. The 1-hour training
program shall contain information on
understanding the basics about the most
common forms of . how to identify the
signs and symptoms of , and skills for
communicating and interacting with persons with

' or related forms of
. Arecord of the completion of the

training program must be made available fo the
covered provider which identifies the training
curricula, the name of the employee, and the date
of completion.
2. A covered provider must maintain a record of

's

s
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was not at the facility. Adding, the staff who
documented it no longer work at the facility.
On at 3:30 PM, the Administrator,
Business Office Manager, and Health and
Wellness Director confirmed the findings.
Unclassified
27875 430.5025(4 & ) 7 H 22875
$8=D | Training
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the employee's completion of the training
program and, upon written reguest of the
employee, provide the employee with a copy of
the record of complstion consistent with the
employer's written policies.,
3. An employee who has completed the training
required in this subsection is not required to
repeat the program upon changing employment
10 a different covered provider.
{c) Within 7 months after beginning employment
for a home heaith agency, nurse registry, or
companion or homemaker service provider, each
employee who provides personal care must
complete 2 hours of fraining in addition to the
training required in paragraphs (a) and (b). The
additional training must include, but is not limited
0, behavior management, promoting the person '
s independence in activities of daily living, and
skills in working with families and caregivers.
{d) Within 7 months after beginning employment
for a nursing home, an assisted living facility, an
adult farmily-care home, or an adult day care
center, each employee who provides personal
care must complete 3 hours of fraining in addition
1o the training required in paragraphs (a) and (b},
The additional training must include, but is not
fimited to, behavior management, promoting the
person's independence in activities of daily living,
skills in working with families and caregivers,
group and individual activities, maintaining an
appropriate environment, and ethical issues.
{e) For an assisted living facility, adult family-care
home, or adult day care center that advertises
and provides, or is designated to provide,
specialized care for persons with ‘s

or related forms of , in addition
0 the training specified in paragraphs (a) and (b),
employees must receive the following training:
1. Within 3 months after beginning employment,

AHCA Form 3020-0001
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each employee who provides personal care to or
has regular contact with the residents or
participants must complete the additional 3 hours
of training as provided in paragraph (d).
2. Within 6 months after beginning employment,
each employee who provides personal care must
complete an additionat 4 hours of

-specific training. Such training must
include, but is not fimited to, understanding

and related forms of

. the stages of 's s

fcati ies, medical i fon,
and stress management.
3. Thereafter, each employee who provides
personal care must participate in at least 4 hours
of continuing education each calendar year
through contact hours, on-the-job training, or
electronic learning ..« For this
subparagraph, the term "on-the-job training”
means a form of direct coaching in which a facility
administrator or his or her designee instructs an
employee who provides personai care with
guidance, support, or -on experience to
help develop and refine the employee's skills for
caring for a person with 's ora
related form of . The continuing
education must cover at least one of the topics
included in the -specific fraining in which
the employee has not received previous training
in the previous calendar year. The continuing
education may be fulfilled and documented in a
minimum of one quarter-hour increments through
on-the-job training of the employee by a facility
administrator or his or her designee or by an
electronic learning .. chosen by the
facility administrator. On-the-job training may not
account for more than 2 hours of continuing
education each calendar year.
{f1. An employee provided, assigned, or referred
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by a health care services pool must complete the
training required in paragraph (¢), paragraph (d),
or paragraph {e) that is applicable to the covered
provider and the position in which the employee
will be working. The documentation verifying the
completed training and continuing education of
the employee, if applicable, must be provided to
the covered provider upon request.

2. A health care services pool must verify and
maintain documentation as required under s.
400.980(5) before providing, assigning, or
referring an employee to a covered provider.

{7) For a certified nursing assistant as defined in
s. 464.201, training hours completed as required
under this section may count toward the total
hours of training required fo maintain certification
as a nursing assistant.

{8) For & health care practitioner as defined in s.
456.001, training hours completed as required
under this section may count toward the totat
hours of continuing education required by that
practitioner's licensing board.

{9) Each person employed, ,or
referred to provide services before |

must complete the training required in this sectiol
before . Proof of completion of
equivalent training completed before |, | .
shall substitute for the training required in
subsection (4). Each person employed,

, or referred to provide services on or
after | , may complete training using
approved cutricutum under paragraph (5)(d) untit
the effective date of the rules adopted by the
department under subsection (6).

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and interview,
the facility failed to ensure 2 of § sampled
caregivers completed a 1-hour training program
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on and Related
{ADRD) within 30 days after beginning
employment (B, C).

Findings:

Review of Caregiver's B personnei record
revealed a hire date on . The documents
included 4 hours of level | and 4 hours of level |
training. There was no documented
evidence Caregiver B completed the 1-hour
Department of Elder Affair's training.

On at 2:45 PM, the Business Office
Manager stated he does not have the training and
unaware of the requirements.

Review of caregiver C's personnel record
revealed a hire date of . The record
contained no documentation to indicate the
caregiver completed a 1-hour training program on
ADRD provided by the Department of Elder
Affairs.

During an interview on at 2:45 PM, the
Business Office Manager said the caregiver did
not complete the training.

On at 3:30 PM, the Administrator,
Business Office Manager, and Health and
Wellness Director confirmed the findings.

Class Hll
Initiat Comments
A re-licensure survey and generator monitoring

was conducted at Brookdale Dr Phillips MC on
. The facility had deficiencies at the time

22875
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of the survey.

ACOC
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