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0000 - initial Comments
A Standard Biennial Survey Revisit was conducted on 27, 2017, Living Care Facility inc. (License

#12671) had a deficiency at the time of the survey:

D165 - Risk Mgmt & QA; Adverse Incident Report - 429.23(1-4 & 6-10) FS; 58A-5.0241 FAC

Based on record review and interview the facility failed to send the one day and the 15 days incident
report to AHCA for a resident that  at the facility and had injuries (Resident # 1),

Findings included:

Areview of Resident # 1's observation log revealed that she had a on and sustained
injuries.

A review of the incident report file revealed that there was no incident report written for Resident #1.

On the Administrator stated at 10:00 am that she registered last week to be able to access the
Agency for Health Care Administration’s (AHCA) incident reporting portal, but that she did not know that
she had to send the incident report. She was waiting for AHCA to send the password for her to be able
to access the site and that as soon as she gets the password she will send the reports.
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