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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12(2) Care Provider Background Screening
Clearinghouse.-

{byUntif such time as the ., are enrolied
in the national retained print notification
program at the Federal Bureau of Investigation,
an employee with a break in service of more than
90 days from a position that requires screening
by a specified agency must submit to a national
screening if the person returns to a position that
requires screening by a specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.

{d) An employer must register with and initiate all
criminal history checks through the clearinghouse
before referring an employee or potential
employee for electronic |, | submission to
the Department of Law Enforcement. The
registration must include the employee's full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to maintain the employment status of alt
employees within the BGS clearinghouse.

Findings:
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AHCA Form 3

20-0007

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TLE

(x5 DATE

STATE FORM

)

ora2

i continuation sheet 1 of 6




Agency for Health Care

PRINTED: 07/01/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES (X7) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETED
R
AL11968413 8. WING 05/28/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE ROSE GARDEN OF ORLANDO 9309 S ORANGE BLOSSOM TRAIL
ORLANDO, FL 32837
oy SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coupLeTE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) we GROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
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Review of the Agency's BGS roster on at
10 AM revealed that staff D, terminated
was not listed as ever been employed at the
facitity.
In an interview with the Business office manager
who said staff D was terminated on and
she was not aware that the staff needed tc be
added to the roster and then update the roster
with the termination date.
Unclassified
{CZ821}| 59A-35.110 FAC Reporting Requirements; {CZ821}
$8=C| Electronic Submission
58A-35.110 Reporting Requirements; Electronic
Submission.
{1) During the two year licensure period, any
change or expiration of any information that is
required to be reported under chapter 408, part I,
F.S., or authorizing statutes for the provider type
as specified in section 408.803(3), F.8., during
the license application process must be reported
to the Agency within 21 days of ocoutrence of the
change, including:
{a) Insurance coverage renewal;
(b} Bond renewal;
{c} Change of administrator or the simitarly titled
person who is responsible for the day-to-day
operation of the provider;
(d} Annual sanitation inspections;
{e) Fire inspections; and,
{fy Approval of revisions to emergency
management plans.
2) of i
{a) The following required information must be
submitted electronically through the Agency's
AHCA Form 3020-0001
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Continued From page 2

Single Sign On Portat located at

ks . ahca.myflorida. i ignOnPo
rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in section 400.147, F.S. on Nursing
Home Adverse incident, AHCA Form 3110-0010
oL, , which is hereby incorperated by
reference and avaliable at:

hitps:/iwww firules.org/Gateway/reference.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:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

2. Assisted living facifities:

a. Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the occurrence of the incident, and within 15
days after the accurrence of the incident as
required in section 429.23, F.S., on Assisted
Living Facility Adverse Incident, AHCA Form
3180-1025 0L, | , which is hereby
incorporated by reference and availiable at:
https:/iwww firules.org/Gateway/reference.asp?N
0=Ref-08778, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

b. Liability claitn reports required pursuant fo
section 429.23(5), F.S., and rule 58A-5.0242,
F.AC.

3. Hospitals:

Adverse incident reports must be submitted
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electronically to the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, .., on Hospital
Adverse Incident, AHCA Form 3140-5001 OL.,

. which is hereby incorporated by
reference and availiable at:
hitps./iwww.firules.org/Gateway/reference.asp?N
o=Ref-08779, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitpsi//apps.ahca.myflorida.com/SingleSignOnPo
rtal.

4. Ambutatory 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 395.0197, F.S., on Ambutatory
Surgical Center Adverse Incident, AHCA Form
3140-5004 OL, | . which is hereby
incorporated by reference and availiable at:
hitps:/iwww firules.org/Gateway/reference.asp?™N
0=Ref-08780, and through the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:/apps.ahca.myflorida.com/SingleSignOnPo
rtal.
{b) The licensee must retain a copy of all
documentanon generated at time of repomng as
ion o
(c) if the Agency 's Single Sign On Ponal 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
onfine access is restored.
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This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on facility record review and interview the
facitity fatled to submit an electronic an adverse
report when an event was reported to faw
enforcement for investigating.

Findings:

Review of the facifity's adverse reports for 2017
and 2018 on at 11 AM revealed no
evidence a report had been filed when law
enforcement was called to investigate an
allegation of resident

Review of the facility's investigation regarding

revealed that on at 6 PM two
facility staff informed the administrator that they
had observed a staff to push resident # 24. The
staff was removed from work, law enforcement
was cafled. The local Sheriff's responded. The
staff was on at 8 PM. She was
immediately terminated. The Agency's
background screening site indicated the staff was
not eligible as of and the facility's
background screening roster indicated her last
day of employment was

The administrator said on at 2 PM that
the former administrator had been responsible for
completing the report, but she had a car accident,
was unable to return to work , so the report was
not submitted to the Agency.

Unclassified
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