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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.

zz821
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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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at:
hitps:fiwww.firutes.org ce.asp?N
ef-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency’'s Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.
5. 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 review of the facility's documentation,
resident record review and interview, the facility
failed to electronically submit a one-day report
and a 15 day (full report) adverse incident report
to the agency for 1 of 4 sampled residents (#4)
that required medical assistance and during this
time a pipe burst in the kitchen area causing the
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fire sprinklers to ignite.
Findings:

Areview of Resident #4's record reveated
admission date . The last 1823 Health
Assessment dated fisted medical history
of and . Heneeds
supervision with his activities of daily living
{ADLs) and needs assistance with
self-administration of medications.

A facility note dated at 7:30 AM by
Caregiver C documented that Resident #4 had a
and was found on the floor jerking with
coming out of his . Called 911 and he
was transported 1o the hospital.

During the time the Emergency Medicat Services
{ ) and the Fire Department arrived to the
facility to pick Resident #4 for the medical crisis,
the pipe burst in building #1 igniting the fire
sprinklers to go off in the common areas and
dining/kitchen areas only and because those
areas were soaked this could be a potential
safety hazards for the residents in building #1
walking to their rooms. About 12 residents from
building #1 was displaced to building #2 for about
2 days.

There was no documented evidence that the
facility reported this o the agency electronically of
the 1-day report and no full report as required.

On at 2 PM, an interview with the Assistant
Administrator confirmed that the pipe burst on

and the fire department came to conduct
an inspection on and cleared the facility for
the 12 residents to return into their rooms in
building #1 on
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{Photographic Evidence Obtained)

Unclassified

ZZ830; 408.821 FS Emergency Management Planning ZZ830
88=D
408.821 Emergency management planning;
emergency operations; inactive license.-
{1) Alicensee required by authorizing statutes
and agency rule to have a comprehensive
plan must i a

safety liaison to serve as the primary contact for
emergency operations. Such licensee 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 Heaith.
{2) An entity subject to this part may temporarity
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

e plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to all clients. In

AHCA Form 3020-0001
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addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvais may be based upon satisfactory
justification and need as provided by the
receiving and sending providers.

{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 Govemor if the
provider:

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

2. is currently licensed.

3. Does not have a provisional ficense.

4. Will be temporatily unable to provide services
but Is reasonably expected fo resume services
within 12 months.

{b) An inactive license may be issued for a petiod
not to exceed 12 months but may be renewsd by
the agency 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 to 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 plan
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 license
expiration date, and all licensure fees must be
curtent, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
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Continued From page 7

renewal application, including payment of
licensure fees and agency inspections indicating
compliance with alt requirements of this part and
applicable rules and statutes.

(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 review of the facility's documentation
and interview, the facility failed to submit the
annual Compi i gt
Plan (CEMP) to the local emergency
management agency as required.

Findings:

Avreview of the facility's last CEMP approvai letter
dated {last year) expired on B
There was no documented evidence that the
annual 2026 CEMP was submitted to the local
emergency management office.

On at 3:30 PM, an interview with the
Assistant Administrator confirmed the finding and
further stated that she did not realize that the
CEMP had expired.

{Photographic Evidence Qbtained)

Class Hl

Initial Comments

A Complaint investigation #2026001602 and a

22830
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generator monitoring was conducted at San Jean
Facility Care, Inc. Assisted Living Facility with
Limited Mental Health (LMH) on
The facifity had deficiencies at the time of the
survey visit.
ADDB 428.26( ) FS; 59A-36.006(2) FAC Admissions - A0CE
§8=D| Health Assessment

429.26

{5) Each resident must have been examined by a
ficensed physician, a licensed physician
assistant, or a ficensed advanced practice
registered nurse within 60 days before admission
to the facility or within 30 days after admission to
the facility, except as provided in s. 429.07. The
information from the medical examination must
be recorded on the practitioner's form oron a
form adopted by agency rule. The medical
examination form, signed only by the practitioner,
must be submitted to the owner or administrator
of the facility, who shall use the information
contained therein to assist in the determination of
the appropriateness of the resident's admission
to or continued residency in the facility. The
medical examination form may only be used to
record the practitioner's direct observation of the
patient at the time of examination and must
include the patient's medical history. Such form
does not guarantee admission 1o, continued
residency in, or the defivery of services at the
facility and must be used only as an informative
tool to assist in the determination of the
appropriateness of the resident's admission to or
continued residency in the facility, The medicat
examination form, reflecting the resident's
condition on the date the examination is
performed, becomes a permanent part of the
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facility's record of the resident and must be made
available to the agency during inspection or upon
request. An that has been

through the Comprehensive Assessment and
Review for Long-Term Care Services (CARES)
Program fulfills the requirements for a medical
examination under this subsection and s.
429.07(3)(b)6.

{6) Any resident accepted in a facility and placed
by the Department of Children and Families must
have been examined by medical personnel within
30 days before placement in the facility. The

ination must include an of the
appropriateness of placement in a facility. The
findings of this examination must be recorded on
the examination form provided by the agency.
The completed form must accompany the
resident and be submitted to the facility owner or
administrator. Additionally, in the case of a mental
health resident, the Department of Children and
Families must provide documentation that the
indivi has been by a p! jatrist,
clinical psychologist, clinical social worker, or
. nurse, or an individual who is
supervised by one of these professionals, and
determined to be appropriate to reside in an
assisted living facility. The documentation must
be in the facility within 30 days after the mental
heaith resident has been admitted to the facility.
An evaluation completed upon discharge from a
state mental hospital meets the requirements of
this fon related to i for
placement as a mental health resident provided
that it was completed within 90 days prior to
admission to the facility. The Department of
Children and Famities shall provide to the facility
administrator any information about the resident
which would help the administrator meet his or

AHCA Form 3020-0001
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her responsibilities under subsection (1). Further,
Department of Children and Families personnet
shall explain to the facility operator any speciat
needs of the resident and advise the operator
whom to call should problems arise, The
Department of Children and Families shall advise
and assist the facility administrator when the
special needs of residents who are recipients of
.. require such

assistance.

59A-36.006

{2) HEALTH ASSESSMENT. As part of the

admission criteria, an individual must undergo a
-to- medicat examination completed by a

health care practitioner as specified in either

paragraph (a} or (b} of this subsection.

(a) A medical examination completed within 60

days before or within 30 days after the individual's

admissicn to a facility pursuant to Section

429.26(5), F.S. The examination must address

the following:

1. The physical and mental status of the resident,

including the identification of any health-related

probiems and functional limitations,

2. An evaluation of whether the individual will

require supervision or assistance with the

activities of daily living,

3. Any nursing or

individual,

4. Any special diet required by the individual,

5. A list of current medications prescribed, and

whether the individual will require any assistance

with the administration of medication,

6. Whether the individual has signs or symptoms

of .

, . services required by the

- s or any other
commuricable , which are fikely to be
transmitted to other residents or staff,
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7. A statement on the day of the examination that,
in the opinion of the examining health care
practitioner, the individual's needs can be met in
an assisted living facility; and,

8. The date of the examination, and the name,
signature, address, telephone number, and
ficense number of the examining health care
practitioner.

{b) When a health care practitioner conducts a
medical exarnination, the examination must be
recorded on the practitioner's form or on AHCA
Form 1823, Resident Health Assessment for
Assisted Living Facilities, , which is
incorporated by reference and available onfine at:
hitp:/fwww firules.org/Gateway/reference.asp?No
=Ref-13531. Faxed or electronic copies of the
completed form are acceptable, If AHCA Form
1823 is used, the form must be completed as
instructed.

1. if the health care practitioner's form does not
include all the examination items on AHCA Form
1823 or if AHCA Form 1823 is not completed
fully, then the omitted items may be obtained by
the administrator or designes either oraily or in
writing from the health care practitioner, The
missing or omitted information must be obtained
and documented in the resident's record within 30
days after the resident's admission to the facility.
2. Omitted or missing information received orally
must include the name of the heaith care
practitioner, the name and signature of the
administrator or designee recording the
information, and the date the information was
provided.

{c) Medical examinations of residents placed by
the department, by the Department of Children
and Families, or by an agency under contract with
either department must be conducted within 30
days before placement in the facility and recorded
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on AHCA Form 1823 described in paragraph (b},
{d) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.26, F.S. and this rule.

{e) Any orders issued by the heaith care

iti ing the medical i
for medications, nursing services, treatments,

. .. or therapeutic diets, may be aftached to
the health A health care practiti
may attach a DH Form 1896, Florida

Form, for residents whe do not
tobe
or

wish R .
administered in the case of \ .
{f) A resident placed in a facility on & temporary
emergency basis by the Department of Children
and Families pursuant to Section 415.105 or
415.1051, F.8,, is exempt from the examination
requirements of this subsection for up to 30 days.
However, a resident accepted for temporary
emergency placement must be entered on the
facility's admission and discharge log and
counted in the facility census. A facility may not
exceed its licensed capacity in order to accept
such a resident. A medical examination must be
conducted on any temporary emergency
placement resident accepted for regular
admission.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that the 1823 Health Assessment,
Agency for Healthcare Administration (AHCA
Form) for 1 of 4 sampled residents (#1) was
dated by the healthcare provided and did not
document the medication assistance required.
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59A-36.015 Records.

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

{1) FACILITY RECORDS. Facility 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
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Findings:
A review of Resident #1's record revealed date of
admission . The 1823 Health Assessment
was not dated by the heaithcare provider that
fisted medical history of | and
. He needed supervision with all his
activities of daily living (ADLs) and needs could
be met in the assisted living facllity. In further
review, on page 3, section B did not document
the type of medication administration was
needed.
On at 1:45 PM, an interview with the
Assistant Administrator confirmed the findings.
{Photographic Evidence Qbtained)
Class il
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fisting the names of all 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 facitity but
intending to return pursuant fo Rule 58A-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
emergency placement and respite care residents
if not included on the log described in paragraph
(b).

{d) The facility's emergency management plan,
with documentation of review and approvat by the
county emergency management agency, as
described in Rule 50A-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, F.AC.

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

{g) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 59A-36.006, F.A.C.
{h) If the facility advertises that it prowdes special
care for persons with or
related . & copy of all such facility
advertisements as required by Section 429177,
F.8.

{i) A grievance procedure for receiving and
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responding to resident complaints and
recommendations as described in Rule
59A-36.007, F.AC.

{i) Alt food service records required in Rule
59A-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) Al fire safely inspection reports issued by the
local authority or the State Fire Marshal pursuant
10 Section 429.435, F.8,, and rule Chapter
B69A-40, F.A.C., issued within the fast 2 years.

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

{m) Pursuant to Section 428.35, F.S., all
completed survey, inspection and complaint
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
fast 5 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
1o subsection 59A-36,007(10), FAC,;

{(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 facitity's policy on visitation pursuant to
Section 408.823(2)(a), F.S.;

{w} For facilities licensed as limited mental health,
extended congregete care, or limited nursing
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services, records required as stated in Rules
59A-36.020, 59A-36.021 and 55A-36.022, FA.C.,
respectively.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's documentation
and interview, the facility failed to obtaina
Department of Health {DOH) group care
inspection report annually as required.

Findings:

Areview of the last DOH group care inspection
report dated {two years ago) had expired.
There was no documented evidence provided for
the current DOH group care inspection report. In
further review, the food inspection report was
completed on

On at 3:45 PM, an interview with the
Assistant Administrator confirmed the finding and
further stated that the DOH inspector usuaily
emailed her both food inspection and group care
inspection reports and that she reviewed her
ernall and did not see the group inspection report,

{Photographic Evidence Obtained)
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