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22821, 69A-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
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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. 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
more 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 the facility reviews and interviews the
facility failed to slectronically submit to the agency
a preliminary report within 1 business day of
incident and a full report within 15 days of the
incident for 1 of 6 sampled residents. (#1)

Findings:
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Review of Resident #1's record revealed an
admission date of 1823
health assessment indicated a medical history of
. U N , and
ambulatory with walker.

A facility note on , Resident #1 was picked
up by her daughter around 11:00 AM, stating she
would be fater. Until now she did not come

and around 1:57 PM the Administrator
called 911 to report a missing person.

A facility note on at 11:50 AM, texted.
Resident #1's daughter. She read the text
message with no reply.

On at 11:08 AM, Caregiver C stated she
was present the day Resident #1 [eft with her
daughter. Further stating, she did not speak and
stated that she was taking the resident out and
the resident did not return,

On at 11:18 AM, the Administrator stated
she was unaware that she needed fo submita
report to the agency due to law enforcement
coming to the facility. Further stating, law
enforcement told her they would follow up with
their findings, but she has not received a phone
call.

On at 9:50 AM, an attempt was made to
speak with the deputy sheriff who visited the
facility on but he was unavailable to take
my call.

Unclassified
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8§8=D
408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule o have a comprehensive
emergenc plan must i El
safety liaison o serve as the primary contact for
emergency operations. Such ficensee shalt
submit its comprehensive emergency

plan to the local
management agency, county health department,
or Department of Health as follows:
{a) Submit the plan within 30 days after initial
ficensure and change of ownership, and notify the
agency within 30 days after submission of the
plan,
{b) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, to a previously approved plan.
{c) Submit necessary plan revisions within 30
days after notification that plan revisions are
required.
{d) Notify the agency within 30 days after
approvai of its plan by the local emergency
management agency, county health department,
or Department of Health.
{2) An entity subject to this part may temporarily
exceed ifs licensed capacity to act as a receiving
provider in accordance with an approved
comprehensive emergency management plan for
up to 156 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.
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{3)(a) An inactive license may be issued to a
ficensee subject to this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

1. Suffered damage to its operation during the
state of emergency.

2. is currently licensed.

3. Does not have a provisional license,

4. Will be temporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b) An inactive ficense may be issued for a period
not to exceed 12 months but may be renewed by
the agenocy for up to 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
ficense or o extend the previously approved
inactive period must be submitted in writing to the
agency, accompanied by written justification for
the inactive license, which states the beginning
and ending dates of inactivity and includes a pfan
for the transfer of any clients to other providers
and appropriate licensure fees. Upon agency
approval, the licensee shall notify clients of any
necessary discharge or transfer as required by
authorizing statutes or applicable rules. The
beginning of the inactive licensure period shall be
the date the provider ceases operations. The end
of the inactive period shall become the ficense
expiration date, and alf licensure fees must be
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with all requirements of this part and
applicable rules and statutes.
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{4) ... Licensees providing residential or inpatient
services must utilize an online database
approved by the agency to report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
Based on facility record review and interview, the
facifity failed to maintain an approved

comp i plan
{CEMP) annually and submit prior to expiration to
the locat emergency management agency.

Findings:

Review of the facility's current comprehensive
emergency managerment plan (CEMP) jetter
approved . To avoid any delays, please
submit your plan for review a minimum of 60 days
before its expiration date.

On at 10:50 AM, the Administrator stated
her consultant was working on submitting the
annual letter when she was made aware the
current letter was expired.

On at 12:30 PM, the Administrator stated
she would contact the consuitant to determine if
the letter was submitted 60 days prior to the
expiration as she was unable to answer. The
consultant was scheduled to arrive at 1 PM with
the application for her to sign.

On at 12:40 PM, the Administrator
confirmed the findings.

{photographic evidence obtained)

Class Il

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11911297 B.WING 05/19/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
5357 BROSCHE ROAD
LAKEVIEW MANOR ASSISTED LIVING FACILITY, INC
ORLANDO, F1, 32807
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY 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)
22830 Continued From page 7 22830

AHCA Form 3020-0001

STATE FORM

PURSH

i coninuastion sheet 8 of 30




Agency for Healih Care Administration

PRINTED: 06/08/2028
FORM APPROVED

$8=D | Continued Residency

429.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facl cty is

L for ining the ap,
of admission of an individual to (he \’acm(y and for
ing the i of

residence of an individual in the facs ity A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations
in law or rule related to admission criteria or
continued residency for the type of license held
by the facility under this part. The following
criteria apply to the determination of

appropri for ission and

residency of an individual in a facility:

{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or freatment are met by the facility or
a third party.

{b) A facility may admit or retain a resident who
requires the use of assistive devices.

{c) A facility may admit or retain an individual
recelving hospice services if the arrangement is
agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
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and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided in paragraph (¢}, a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision, For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, turn, or reposition without total physical
assistance;

b. Transfer to a chair or wheelchair without total
physical assistance; or

c. Sit safely in a chair or wheelchair without
personal assistance or a physical .

2. Aresident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. if a facility is licensed fo provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days,

{2) Aresident may not be moved from one facility
1o another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
notify the appropriate contact person in the
applicable department.

A010
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have financial interests in the facility.

59A-36.006

critetia, a resident must have a -to-

59A-36.002, F.A.C. The results of the
examination must be recorded on the

is i by reference in

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not

{4) CONTINUED RESIDENCY. Except as foliows
in paragraphs {(a) through (¢) of this subsection,
criteria for continued residency in any ficensed
facility must be the same as the criteria for
admission. As part of the continued residency

medical examination by a health care practitioner
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule

practitioner’s form or on AHCA Form 1823, which

with that paragraph. Exceptions to the

residency are:

Section 429.26(1)(c}, F.S.
{b) Aresident requiring care ofa
may be retained provided that:

record; and,

of this rule and must be completed in accordance
requirement to meet the criteria for continued

{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant fo

1. The resident contracts direcly with a licensed
horme health agency or a nurse to provide care,
or the facility has a limited nursing services

ficense and services are provided pursuant to a
plan of care issued by a health care practitioner,
2. The condition is documented in the resident's

(2)b)
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from the facility.

are met:

the resident may need;

to continued residency;

facility, develops and implements an

being provided by the facility; and,

3. ¥ the resident’s condition fails to improve within
30 days, as documented by a health care
practitioner, the resident must be discharged

{CYA . ill resident who no longer meets
the criteria for continued residency may continue
to reside in the facility if the following conditions

1. The resident qualifies for, is admitted to, and
consents to receive services from a ficensed
hospice that coordinates and ensures the
provision of any additional care and services that

2. Both the resident, or the resident's legat
representative if applicable, and the facility agree

3. Allicensed hospice, in consuliation with the

interdisciplinary care plan that specifies the
services being provided by hospice and these

4. Documentation of the requirements of this
paragraph is maintained in the resident's fite.
{d) The facility administrator is responsible for

the i appropri

{e) A hospice resident that meets the

the scope of the facility's license.

staff may not exceed the scope of their
professionat ficensure or training.

placement of a resident in the facility at all times.

qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within

(f) Assisted living facility staff may provide any
nursing service permitted under the facility's
license and total help with the activities of daily
fiving for residents admitted to hospice; however,

{g) Continued residency criteria for facilities
holding an extended congregate care license are
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described in Rule 50A-36.021, FAC.

This Statute or Rule is not met as evidenced by:
Based on observation, record reviews and
interviews, the facility failed to obtain a new AHCA
Form, 1823 Health Assessment completed by the
healthcare provider for continued residency after
a significant change for 1 of 6 sampled residents
{#6) as required in an assisted living facility (ALF).

Findings:

On Resident #6 was observed in her
room during the tour visiting with representatives
from the home health agency. The resident
stated, at 10:48 AM, she has a on her

which started about 2 weeks ago and
they were here to check it. She said they did not
mention if it was stageable only that it was getting
better.

Review of Resident #6's 1823 heaith

indicated non i {rva) for
nursing service requirements and no for any
,3,0r4 .

On at 3:06 PM, Caregiver B stated home
health comes twice a week. Adding, the resident
discovered and called the doctor herself.
Further stated, home heaith does not give any
notes to them.

On at 3:15 PM, the Administrator stated
she will contact the facility's doctor to obtain
progress notes as she does not have any
information.

On at 3:29 PM, the facility's doctor
emailed Resident #6's progress note dated
which indicates, "assessment today
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Resident Care - Rights & Facility Procedures

59A-36.007

{8) RESIDENT RIGHTS AND FACILITY
PROCEDURES.

{a) A copy of the Resident Bill of Rights as
described in Section 429.28, F.S,, or a summary
provided by the Long-Term Care Ombudsman
Program must be posted in full view in a freely
accessible resident area, and included in the
admission package provided pursuant to Rule
59A-36.006, F.AC.

{b) In accordance with Section 429.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to aflow
residents to recommend changes to facility
policies and procedures, The facility must be able
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showed a, 1o B/t to
about inch in diameter on both, the right side
has more with denuded surface.
Will order SN for care and {0 assess.
Assessment diagnosis: L.89302; of
unspecified IR
On at 11:08 AM, Caregiver C stated
Resident #6 has care and the nurses just
tells them the progress of the and nothing
about it being stageable.
On at 12:29 PM, the Administrator stated
she did not obtain a new 1823 health assessment
for Resident #6.
{photographic evidence obtained)
Class #l
A030 59A-36.007(5) FAC; 420.28( )} FS420.27 A030
$8=D
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1o demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff must be posted in
full view in @ common area accessible to alt
residents. The telephone numbers are: the
Long-Term Care Ombudsman Program,
1(888)831-0404; , Rights Florida,
1{800)342-0823; the Agency Consumer Hotline
1{888)419-3456, and the statewide toll-free
telephone number of the Florida Hotline,
1{800)96- or 1{800)962-2873. The
telephone numbers must be posted in close
proximity to a telephone accessible by residents
and the text must be a minimum of 14-point font.
{d) The facility must have a written statement of
its house rules and procedures that must be
included in the admission package provided
pursuant to Rule 59A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facility's policies regarding:

1. Resident responsibilities;

2. and tobacco use;

3. Medication storage;

4. Resident elopement;

5. Reporting resident , neglect, and

6. Administrative and

and requirements;

7 control, sanitation, and standard
precautions;

8. The requirements for coordinating the delivery
of services to residents by third party providers;
9. Assistive devices; and

10. Physical .

{e) Residents may not be required to perform any
work in the facility without compensation.
Residents may be required to clean their own
sieeping areas or apartments if the facility rules
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or the facility contract includes such a
requirement. if a resident is employed by the
facility, the resident must be compensated in
compliance with state and federal wage laws.

{f) The facility must provide residents with
convenient access to a telephone to facilitate the
resident’s right to unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facilities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at a minimum, a readily accessible
telephone on each floor of each building where
residents reside.

425.28 Resident bill of rights.~
{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by law, the Constitution of the State
of Florida, or the Constitution of the United States
as a resident of a facility. Every resident of a
facility shall have the right to:
{a) Live in a safe and decent iiving environment,
free from and neglect.
{b) Be treated with consideration and respect and
with due recognition of personal dignity,
individuality, and the need for privacy.
{c) Retain and use his or her own clothes and
other personal property in his or her immediate
fiving quarters, so as to maintain individuality and
personal dignity, except when the facility can
demonstrate that such would be unsafe,
impractical, or an infringement upon the rights of
other residents.
{d) Unrestricted private communication, including
receiving and sending unopened

re , access to a , and
visiting with any person of his or her choice, at
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any time between the hours of @ a.m. and 9 p.m.
at a minimum. Upon request, the facility shall
make provisions to extend visiting hours for
caregivers and out-of-town guests, and in other
similar situations.
{e) Freedom to participate in and benefit from
community services and activities and to pursue
the highest possible level of independence,
autonomy, and interaction within the community.
{f) Manage his or her financial affairs unless the
resident or, if applicable, the resident's
representative, designee, surrogate, guardian, or
attorney in fact authorizes the administrator of the
facility fo provide safekeeping for funds as
provided in 5. 428.27.
{g) Share a room with his or her spouse if both
are residents of the facility.
{n) Reasonable opportunity for regular exercise
several times a week and to be outdoors at
regutar and frequent intervals except when
prevented by inclement weather,
(1) Exercise civit and religious fiberties, including
the right to independent personat decisions. No
religious befiefs or practices, nor any attendance
at refigious services, shall be imposed upon any
resident.
{i) Assistance with obtaining access to adequate
and appropriate health care. For purposes of this
paragraph, the term "adequate and appropriate
health care” means the management of
medications, assistance in making | |
for health care services, the provision of or
arrangement of transportation to health care

. , and the performance of heaith
care services in accordance with s. 429.255
which are consistent with established and
rds within the i
{k) At least 45 days’ notice of relocation or
termination of residency from the facility unless,

e i an
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for medical reasons, the resident is certified by a
physician to require an emergency relocation to a
facility providing a more skilled level of care or the
resident engages in a pattern of conduct that is
harmful or offensive to other residents. In the
case of a resident who has been adjudicated
mentally . , the guardian shall be
given at least 45 days' notice of a nonemergency
relocation or residency termination, Reasons for
relocation must be set forth in writing and
provided to the resident or the resident's legal
representative. The notice must state that the
resident may contact the State Long-Term Care
Of Program for assi: with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
facility fo i the resi of an indivi
without nofice as provided herein, the facility shall
show good cause in a court of competent
jurisdiction.

{1) Present grievances and recommend changes
in policies, procedures, and services to the staff
of the facility, governing officials, or any other
person without , interference, coercion,
discrimination, or reprisal. Each facility shalt
establish a grievance procedure to facilitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right fo be 2 member of, to be
active in, and 1o associate with advocacy or
special interest groups.

{2) The administrator of a facility shall ensure that
a written notice of the rights, . and
prohibitions set forth in this part s posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toil-free
telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
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the telephone number of the focal ombudsman
council, the Eider Hotline operated by the
Department of Children and Families, and, if
applicable, , Rights Florida, where
complaints may be lodged. The notice must state
that a complaint made to the Office of State
Long-Term Care Ombudsman or a jocal
long-term care ombudsman council, the names
and identities of the residents involved in the
complaint, and the identity of complainants are
kept confidential pursuant to s. 400.0077 and that
retaliatory action cannot be taken against a
resident for presenting grievances or for
exercising any other resident right. The facility
must ensure a resident's access to0 a telephone to
call the State Long-Term Care Ombudsman
Program or local ombudsman counc, the Elder

Hotline operated by the Department of
Children and Famities, and , Rights
Florida.

428.27 Property and personal affairs of
residents.-
{1)(a) A resident shail be given the option of using
his or her own belongings, as space permits;
choosing his or her roommate; and, whenever
possible, unless the resident is adjudicated

. or . under state law,
managing his or her own affairs.
{b) The admission of a resident to a facility and
his or her presence therein shall not confer on the
facility or its owner, administrator, employees, or
representatives any authority to manage, use, or
dispose of any property of the resident; nor shalt
such admission or presence confer on any of
such persons any authority or responsibility for
the personal affairs of the resident, except that
which may be necessary for the safe
management of the facility or for the safety of the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11911297 B.WING 05/19/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
5357 BROSCHE ROAD
LAKEVIEW MANOR ASSISTED LIVING FACILITY, INC
ORLANDO, F1, 32807
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY 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
A030] Continued From page 18 AQ30

AHCA Form 3020-0001
STATE FORM

Ll PURSH

1 contingation sheat 19 of 30




PRINTED: 06/08/2028

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
AL11911297 e — 05/19/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5357 BROSCHE ROAD
LAKEVIEW MANOR ASSISTED LIVING FACILITY, INC
ORLANDO, FL, 32807
(X4) 1D SUMMARY STATEMENT OF DEFICIEENCIES [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)
A030| Continued From page 19 AQ30
resident.

This Statute or Rule is not met as evidenced by
Based on record reviews and interviews, the
facility failed to ensure safety for 1 of 6 sampled
residents the ability to live in a safe living
environment free from and financial

. (#3).

Findings:

Review of Resident #3's record revealed an
admission date on LA 1823 health
assessment indicated a medical history of

disc with myelopathy, | f
., and uses a wheeichair.

On at 9:52 AM, Resident #3 stated the
Administrator asked her how much money she
had in her bank account a few weeks ago. She
stated she told her $5,000. Adding, she is unable
to fill out her check and only signs her name.
Further stating, this month the Administrator
wrote the check for $5,000 which was double her
rent, Resident #3 stated she didn't understand
why she needed that much money and asked
after a few days passed by. She said the

i r gave her a wish hy answer
and provided a receipt. Further stating, the
Administrator said something about her room
being changed and the rent increasing. Resident
#3 stated her rent is $2,500 monthly.

On at 3:52 PM, the Administrator first
stated the resident was being moved to a private
room, Later, stating she took the additionat funds
1o help the resident get approved for Medicaid
AHCA Form 3020-0001
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Long Term Care. Adding, if the resident has more
than $2,000 in her account, she will not get
approved. The Administrator said she deposited
the funds into the facility's bank account,

The facility's Prevention Policy effective
date , the purpose of this policy is to
ensure that all residents of Lakeview Manor
Assisted Living Facility are protected from s
neglect, and | . Our goal is to provide a
safe, supportive, and respectful fiving
environment where dignity, rights, and well-being
of each resident are always upheld. cany
intentional or reckless act or omission that
causes, or is fikely to cause, harm, |, injury,
mental distress, or loss of dignity to a resident.
includes but is not fimited to financial

, - unauthorized use or theft of a

resident's money, property, or assets.

On at 9:52 AM, the Administrator stated
she was correcting the additional funds that were
taken from Resident #3 and writing a check

1o the resident.

On at 12:35 PM, the Administrator
provided a copy of check #1462 payable to
Resident #3 in the amount $2,500 from the
facility's bank account.

On at 12:40 PM, the Administrator
confirmed the findings.

{photographic evidence obtained)

Class #ll

A 034 50A-36.007(9) ASSISTIVE DEVICES
88=D

A030

A034
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{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident's assistive devices.

{@) The facility must have policies and procedures
that include the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

{b) Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c) Direct care staff using assistive devices while
rendering personal services to residents must
know how fo operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

{e) The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record reviews, and
interviews, the facility failed 1o have
documentation for 2 of 2 sampled residents of the
assistive device used in the resident's record.

Findings:

Oon at 9:50 AM, observation revealed
Resident #3 and Resident #7 in hospital beds
with haif bed rails. During the tour both residents
stated they were not receiving hospice services.

Review of Resident #3's 1823 health
assessment and records did not reveal an order
for half bed rails.

Review of Resident #7's 1823 health
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assessment and records did not reveal an order
for half bed rails,

The facifity's undated devices policy on page 45
read, have resident complete consent for devices
where applicable and record them in the resident
file. Record the prescription for devices in the
resident's file, if applicable, review and renew
prescription orders annually or sooner if needed,

On at 3:30 PM, the Administrator stated
when asked if she has orders for the use of the
bed rails. She replied she just put the beds in the
rooms, but she does not use the fifts, Further
stating, she does not have rails on the beds. The
Administrator was taken fo Resident #7's room fo
show the half bed rails on the bed. The
Administrator replied, "oh yeah, Residents #3 and
#7 have those {referring to the half bed rails) and
she does not have an order from the doctor.”
Further stated, she wilt get one.

On at approximately 9:30 AM, review of
Resident #7's records revealed a physician's
order dated , may use half bed side rails
for mobitity and transfers. A review of Resident
#3's records revealed a physician's order dated

, may use half bed rails for mobility and
transfers.

On at 9:45 AM, the Administrator was
asked about the orders which now appeared in
the residents’ records. She said she contacted
the doctor to get the orders as she was trying to
fix what was wrong during the survey. Further
stating, she did not have orders before and just
obtained.

{photographic evidence obtained)
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59A-36.018 Resident Contracts.

{1) Pursuant to section 429.24, F.S., 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 following 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 fo a
separate fee schedule that must be attached to
the contract;

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

{e) Any rights, duties, or of residents,
other than those specified in section 429.28, F.8.;
{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
429.24(3). F 8.

{h) Awritten bed hold policy and provisions for
terminating a bed hold agreement if a facility
agrees in writing to 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 fo the facility. Until such
written notice is received, the agreed upon daily,
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weekly, or monthly rate may be charged by the
facility unless the resident's medical condition
prevents the resident from giving written
notification, 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
affiliated with any refigious organization and, if so,
which organization and its relationship to the
facifity;
{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

foadministration. and administation 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 rule; and,
{m) The facifity's policies and procedures related
to a properly executed DH Form 1896, Do Not
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Order.
(2) The resident, or the resident's representative,
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 to provide
as part of the standard daily, weekly, or monthly
rate. The resident or resident's representative
must be furnished in advance with an itemized
written statement 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 fo 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 to the resident or resident's representafive.

429.24 F8

{1) The presence of each resident in a facility
shall be covered by a contract, executed at the
tirne of admission or prior thereto, between the
licensee 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 al
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,
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other than those specified in 5. 429.28; and other
matters that the parties deem appropriate. A new
service or accommodation added to, or
implemented in, a resident’s contract for which
the resident was not previously charged does not
require a 30-day written notice of a rate increase.
‘Whenever money is deposited or advanced by a
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 iocated, 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
financial statements; and shall 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 whete the moneys are being
held. The licensee shall notify residents of the
facility's policy on advance deposits.

{3)(a) The confract shall include a refund policy to
be implemented at the time of a resident’s
transfer, discharge, or e

{b) If a licensee agrees to reserve a bed fora
resident who is admifted to a medical facility,
including, but not limited o, 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
prevent the resident from returning to the facility.
Until such notice is received, the agreed-upon
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daily rate may be charged by the licensee.

{¢) The purpose of any advance payment and a
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 affiliated with any religious organization
and, if so, which organization and its general
responsibility to the facifity,

{5) Neither the contract ner any provision thereof
refieves 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 corply
with the requirements of s. 651.055.

{7) Notwithstanding the provisions of this section,
facifities 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
in the event of a resident's or relocation
dueto, , hospitalization or to medical
reasons which necessitate services or care
beyond which the facility is licensed to provide.
The date of termination in such instances shalt 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 @ kitchen or
kitchenette and lavatory located within one or
mere buildings containing other similar or like
residential units.
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This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to give 30 days' written notice before
any rate increase of purpose of any advance
payment for 1 of 2 sampled residents (#3).

Findings:

Review of Resident #3's record reveated an
admission date on

On at 9:52 AM, Resident #3 stated the
Administrator asked her how much money she
had in her bank account a few weeks ago. She
stated she told her $5,000. Resident #3 stated
she didn't understand why she needed that much
money as her rent is $2,500 monthly. She stated
when asked, the Administrator gave her a wishy,
washy answer and provided a receipt with no
indication of why the additional funds were taken.
Further stating, the Administrator said something
about her room being changed and the rent
increasing. Resident #3 stated the Administrator
did not give her 30-day notice on the rent
increase and she does not have a copy of her
residency agreement or confract.

Review of Invoice #0235 for Resident #3, Rent
Month, Total: $5,000 Received by the
Administrator.

Review of Resident #3's residents’
contract and agreement page 2 indicates the
Resident/Responsible Party agrees to pay a
Monthly Residents Fee of $2,500 for the right to
occupy the above listed unit. The monthly
resident fee shall remain the same for the term of
this agreement uniess the level of care changes.
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Lakeview Manor will provide a 30-day written
notice to the residents to nofify them of the
changes.

On at 3:52 PM, the Administrator stated
she did not give the resident a 30 days' notice for
the rent increase and took the $5,000. Further
stating, Resident #3's monthly rent is $2,500 and
she has not missed any payments,

On at 12:30 PM, the Administrator
provided a document signed by the resident
dated addressed to Resident #3. This is to
inform you that you will be paying $5,000 after 30
days of staying in this room by yoursslif for a
month. You can transfer to room no 6 after a
month for $3,000. | would fike to issue

$2,500 in & check form #1462 since the date is
not effective untit after 30 days’ notice that will be

On at 12:40 PM, the Administrator
confirmed the findings.
{photographic evidence obtained)

Class
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