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A 000 Initial Comments AD00

The re-ficensure with Limited Mental Health
{LMH) and int i igation & 202000
were conducted at Homestead Retirement on

. Deficiencies were identified at the
time of survey.

A Q25| 429.26(7) FS; 59A-36.007(1) FAC Resident Care A025
$8=D| - Supervision

429.26
{7) The facility shall notify a ficensed physician
when a resident exhibits signs of or

- . or has a change of condition
in order to rule out the presence of an underlying
physiclogical condition that may be contributing to
such or - The notification
must oceur within 30 days after the
acknowledgment of such signs by facility staff. If
an underlying condition is determined to exist, the
facitity must notify the resident's representative or
designee of the need for health care services and
must assist in making _, | for the
necessary care and services to treat the
condition. {f the resident does not have a
representative or
designee or if the resident's representative or
designee cannot be located or is unresponsive,
the facifity shall arrange with the appropriate
health care provider for the necessary care and
services to treat the condition.

59A-36.007

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission to the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the quantity and quality of
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Continued From page 1

resident diets in accordance with rule
59A-36.012, FA.C.

{b) Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c} Maintaining a general awareness of the
resident’s whereabouts. The resident may travel
independently in the community.

(d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

{e) Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilnesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on resident record review, adverse report
review, facility observation notes review and
interview, the facility faled to provide adequate
supervision when resident #14 was noted to be
missing from the facility on multiple occasions.

Findings:

Review of the closed record for resident #14
found an admission date of anda
discharge on . The health assessment,
dated . included a diagnosis of "n/a." He
was not noted to be at risk for elopement on the
assessment. He required supervision with all
activities of daily living and assistance with

A025
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Continued From page 2

seif-administration of medications.
{photographic evidence obtained)

The facility shift observation notes from
to were reviewed. A note dated
, H1pm-7am documented resident #14

“left the facility. Police notified.” There were no
further notes about resident #14. The notes did
not indicate when or where he was found and
returned to the facility. The next note about
resident #14 was on when he was
missing again. Continued reviewed found
resident #14 was noted to be "stilt missing” every
shift from untit , where the 3pm-1ipm note
indicated that resident #14 was in the hospital
and had been . Notes indicted he
was returned to the facility on on the
3pm-11pm shift. Continued review found resident
#14 was "out of facity" on 7am-3pm
shift, and every shift after that until .On

. the 7am-3pm shift note indicated resident
#14 was . None of the observation
notes for the incident indicate
nofification to the police, his physician, or family.
{photographic evidence obtained)

On at 2:20PM, the administrator
designee confirmed the finding and said she did
not have any additional Adverse Reports. She
said she could not recall when resident #14 came
or the circumstances for the
elopement. For the incident she stated
resident #14 “just went in and out all the time.”
She said she did not think he eloped. She also
confirmed he was given a 45-day discharge
notice on but did not move out untif

Class Il
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88=D

Continued From page 3
59A-36.010(2) FAC Staffing Standards - Staff

(2) STAFF.
{a) Within 30 days after beginning employment,
newly hired staff must submit a written statement
from a health care provider documenting that the
individual does not have any signs or symptoms.
of communicable . The examination
performed by the health care provider must have
been conducted no earlier than 6 months before
submission of the statement. Newly hired staff
does not include an employee transferring without
a break in service from one facility to another
when the facility is under the same management
or ownership.
1. Evidence of a negative
exarnination must be documented on an annual
pasis. Documentation provided by the Florida
Department of Health or a ficensed health care
provider certifying that there is a shortage of
testing materials satisfies the annual
examination requirement. An
individual with a positive test must
submit a health care provider's statement that the
individual does not constitute a risk of

2. If any staff member has, or is suspected of
having, a col i . such indivi
must be immediately removed from duties untit a
written statement is submitted from a health care
provider indicating that the individual does not
constitute a risk of transmitting a communicable

{b) Staff must be qualified to perform their
assigned duties consistent with their level of

training, ion, and i
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. Al staff must exercise their

A078
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Continued From page 4

responsibilities, consistent with their
qualifications, to observe residents, to document
observations on the appropriate resident's record,
and to report the observations to the resident's
health care provider in accordance with this rule
chapter.

{c} All staff must comply with the training
requirements of rule 59A-36.011, F.A.C.

{d) An assisted living facility Lo
provide sefvices to residents must ensure that
individuals providing services are qualified to
perform their assigned duties in accordance with
this rule chapter. The contract between the facility
and the staffing agency or contractor must
specifically describe the services the staffing
agency or contractor will provide to residents.

{e) For facilities with a licensed capacity of 17 or
more residents, the facility must:

1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff by
the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.S.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the facility failed fo ensure 1 of 4 sampled staff

obtained freedom from { .)yearly.

Findings:

Personnel record review for staff D, the
administrator, revealed the last documented

test result was dated - There was no
evidence to confirm freedom from  for the year
2020.

A078
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A078| Continued From page 5 AD78
I an interview on at 3:30 PM with the
facility supervisor who said she had no additionat
documentation to provide. He did not have a
current  test result.
Class Ill
A081| 429.52(1 & 7) F8; 59A-36.011( ) FAC Training A081

S8=D| . Staff In-Service

429.52(1)
{1) Each new assisted living facility employee
who has not previously completed core training
must attend a preservice orientation provided by
the facility before interacting with residents. The
preservice orientation must be at least 2 hours in
duration and cover topics that help the employee
provide responsible care and respond to the
needs of facility residents. Upon completion, the
employee and the administrator of the facility
must sign a staternent that the employee
completed the required preservice orientation.
The facility must keep the signed statement in the
employee's personnel record.

{7) Facility staff shall participate in in-service
training relevant to their job duties as specified by
agency rule of the agency. Topics covered during
the preservice orientation are not required fo be
repeated during in-service training. A single
certificate of completion that covers all required
in-service training topics may be issued to a
participating staff member if the training is
provided in a single training course.

59A-36.011

{2) STAFF PRESERVICE ORIENTATION.

{a) Facilities must provide a preservice
orientation of at least 2 hours 1o ail new assisted
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Continued From page 6

fiving facility employees who have not previously
completed core training as detailed in subsection
{1
{b) New staff must complete the preservice
orientation prior to interacting with residents.
{c) Once complete, the employee and the facility
administrator must sign a statement that the
employee completed the preservice orientation
which must be kept in the employee's personnel
record.
{d) In addition to topics that may be chosen by
the facHiity administrator, the preservice
orientation must cover:
1. Resident's rights; and,
2. The facility's license type and services offered
by the facility.
{3) STAFF IN-SERVICE TRAINING. Facility
administrators or managers shall provide or
arrange for the following in-service training to
facitity staff:
{a) Staff who provide direct care to residents,
cther than nurses, certified nursing assistants, or
home heaith aides trained in accordance with rule
58A-8.0095, F.A.C., must receive a minimum of 1
hour in-service training in control,
including universal precautions and facility
sanitation procedures, before providing personal
care to residents. The facility must use its

control policies and procedures when
cffering this training. Documentation of
compliance with the staff training requirements of
29 CFR 1910.1030, relating to borne
. .. .. may be used to meet this
requirement.
{b) Staff who provide direct care to residents
must receive a minimum of 1 hour in-service
training within 30 days of employment that covers
the following subjects:
1. Reporting adverse incidents.

A081
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Continued From page 7

2. Facility emergency procedures including
chain-of-command and staff roles relating to
emergency evacuation.
{c} Staff who provide direct care to residents, who
have not taken the core training program, shall
receive a minimum of 1 hour in-service training
within 30 days of employment that covers the
foliowing subjects:
1. Resident rights in an assisted living faclity.
2. Recognizing and reporting resident .
neglect, and . . The facility must use its
prevention policies and procedures when
offering this training.
(d} Staff who provide direct care to residents,
other than nurses, CNAs, or home health aides
trained in accordance with rule 59A-8.0095,
F.A.C., must receive 3 hours of in-service fraining
within 30 days of employment that covers the
following subjects:
1. Resident behavior and needs.
2. Providing assistance with the activities of daily
tiving.
{e) Staff who prepare or serve food, who have not
taken the assisted living facility core training must
receive a minimum of 1-hour-in-service training
within 30 days of employment in safe food
handling practices.
{fy All facility staff shall receive in-service training
regarding the facility's resident elopement
response policies and procedures within thirty
{30) days of employment.
1. All facility staff shall be provided with a copy of
the facility's resident elopement response policies
and procedures.,
2. All facility staff shall demonstrate an
understanding and competency in the
implementation of the elopement response
policies and procedures.

A081
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This Statute or Rule is not met as evidenced by:
Based on interviews, facility and personnel record
review the facility failed to ensure

1 of 4 staff (A) demonstrated an understanding
and competency in the implementation of the
elopement response policies and procedures.

Findings:

In an interview on at 11: 30 AM with
staff A, caregiver hired . who when
asked if the facility conducted elopement drifls,
she answered no, She did not recall participating
on any elopement drifl.

Review of the personnel record for staff A
revealed a certificate dated which
documented she attended a training related fo the
facitity's elopement policies and procedures.

Review of the facility's elopement drilis conducted
on . did not
reveled she parhcupa(ed Continued review of the
elopement drilis revealed she participated on

2, .and . However, the drill did
not contain staff signatures but rather a list of
names handwritten by the facility supervisor.

On at 3:20 PM, the facility supervisor
said she had been trained, maybe she
misunderstood. it was explained to the supervisor
that the staff had been interviewed in Spanish as
well to make sure she understood the question.

Class i

A081
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Continued From page 9

59A-36.011(11) FAC Training -

an

TRAINING.

(a} Currently employed facility administrators,
managers, direct care staff and staff involved in
resident admissions must receive at least one
hour of training in the facility's policies and
procedures regarding

{b) Newly hired facility administrators, managers,
direct care staff and staff involved in resident
admissions must receive at least one hour of
training in the facility's policy and procedures
regarding within 30 days after
employment.

{c} Training shal consist of the information
included in rule 59A-36.008, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed fo ensure that 2 of 4 sampled
staff (A and B) who were trained on the facility's

{ } policy
understood the policy.

Findings:

1. On at 11:00AM, in a phone
interview with staff B, caregiver hired in

, when asked "What is a " she was
unable to answer the question. When told what
the letters stood for ({order)
she said she thought she should know, but was
still unable to exptain what that meant. She said,
"} think it has something to do with if the resident
is violent."

Review of the personnel record for staff B
revealed a certificate dated indicating

A0S0

A0S0
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she had participated in training related to

2. Inan interview on at 11: 30 AM with
staff A, caregiver hired . who when
asked "What is a " she was unable o
answer the question. When told what the letters
stood for (order) she said she
thought she should know but was siill unable to
expiain what that meant,

Review of the personnel record for staff A
revealed a certificate dated which
documented she attended a training related fo the
facliity's policies and procedures.

On at 3:20 PM, the facility supervisor
said they had been trained, maybe they were
nervous.

Class i

AL243 420.075(1) FS; 59A-36.011(8) FAC LMH -
$5=0| Training

429.075

{1} To obtain a limited mental health license, a
facility must hold a standard license as an
assisted living facility, must not have any current
uncorrected violations, and must ensure that,
within 8 months after receiving a limited mental
heaith ficense, the facility administrator and the
staff of the facility who are in direct contact with
mental health residents must complete training of
no less than 6 hours related to their duties. This
designation may be made at the time of initial
ticensure or relicensure or upon request in writing
by a licensee under this part and part Ii of chapter
408. Notification of approval or denial of such

A0S0

AL243
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Continued From page 11

request shall be made in accordance with this
part, part |l of chapter 408, and applicable rules.
This training must be provided by or approved by
the Department of Children and Families.

59A-36.011

{9) LIMITED MENTAL HEALTH TRAINING.

{a) Pursuant to section 429.075, F.S., the

administrator, managers and staff, who have

direct contact with mental heaith residents in a

ticensed limited mental health facility, must

receive the following training:

1. A minimum of 6 hours of specialized training in

working with individuals with mental health

diagnoses.

a. The training must be provided or approved by

the Department of Children and Families and

must be taken within 6 months of the facility's

receiving a limited mental health license or within

6 months of employment in a limited mental

health facility.

b. Training received under this subparagraph may

count once for 6 of the 12 hours of continuing
required for ini ors and

managers pursuant to section 428.52(5), F.S.,

and subsection (1) of this rule.

2. A minimum of 3 hours of continuing education,

which may be provided by the ALF administrator,

online, or through distance learning, biennially

thereafter in subjects dealing with one or more of

the following topics:

a. Mental health diagnoses; and,

b. Mental health treatment such as:

(1) Mental health needs, services, behaviors and

appropriate interventions;

{I1) Resident progress in achieving treatment

goals;

(1) How to recognize changes in the resident's

status or condition that may affect other services

AL243
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Continued From page 12

received or may require intervention; and,
{ ) Crisis services and the
procedures.
3. For administrators and managers, the
continuing education requirement under this
subsection wilt satisfy 3 of the 12 hours of
continuing education required biennially pursuant
to section 428.52(8}, F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education
requirement under this subsection shail have up
to 6 months after the effective date of this rule to
meet the training requirement.
{b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate fo the current employer
for retention in the facility's personnet files. They
must also ensure that copies of the continuing
education fraining certificates, pursuant to

(a)2. of this subsection, are
retained in thelr personnel files.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 1 of 4 sampled staff
who had direct contact with residents in a Limited
Mental Health (LMH) facility had received the
required training (C).

Findings:

Personnel record review for staff C (caregiver
hired }revealed a certificate for an 8-hour
initial LMH training on . Continued review
revealed no evidence that staff C had completed
the required 3-hour additional training every 2

AL243

years thereafter.
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Continued From page 13

On at 3:30PM, the administrator
designee confirmed the finding.

Class i

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

435.12(2) Care Provider Background Screening
Clearinghouse .~

(b} Untif such time as the |, | are enrolled
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 & 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 all employees within the clearinghouse.
Initiat 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

D for i - ission o
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:

AL243
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Based on the Agency Background screening
(BGS) website and personnel record review and
interview, the facility failed fo register and
maintain the actual employment status of
employees within the Agency's Background
Screening Clearinghouse for 3 of 4 current
employees ( B, G, and H) and 4 former
employees ( E, F, 1 and J)

Findings:

Review of the Agency's Background Screening
website on at 3:10PM revealed the
roster was not up to date, it listed former
employees and did not fist all current employees.

Review of the facility's | staff
schedule revealed that it listed staff B, G and H
as current staff.

Staff B, caregiver hired on . The
Agency BGS website indicated she was eligible
on

Staff G, a caregiver. The Agency BGS website
indicated eligible on

Staff H, a caregiver. The Agency BGS website
indicated eligible on

Continued review reviled the BGS roster listed
several former employees, E, F, {and J.

In an interview with the supervisor on
at 3:30 PM who confirmed that staff £. F, 1 and J
were no longer employed at the facility. She said
she had not updated the BGS roster.

CZ814
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Unclassified

408.809(2a-c) 435.05(2) 58A-35.090(2d-3¢
Background Screening-Compliance Attestation

408.809 Background screening; prohibited
offenses.-
{2) Every 5 years following his or her ficensure,
employment, or entry into a contract in a capacity
that under subsection (1) would require level 2
background screening under chapter 435, each
such person must submit to level 2 background
rescreening as a condition of retaining such
ficense or continuing in such employment or
contractual status. For any such rescreening, the
agency shall request the Department of Law
Enforcement to forward the person's |
to the Federal Bureau of Investigation for a
national criminal history record check unless the
person's are enrolied in the Federal
Bureau of Investigation’s national retained print

notification program. If the .. of
such a person are not retained by the
Department of Law Enforcement under s.
943.05(2)(g} and {n}, the person must submit

. electronically to the Department of
Law Enforcement for state processing, and the
Department of Law Enforcement shall forward
the to the Federal Bureau of
Investigation for a national criminal history record
check. The shalf be retained by the
Department of Law Enforcement under s.
943.05(2)(g) and (h) and enrolled in the national
retained print notification program when
the Department of Law Enforcement begins
participation in the program. The cost of the state
and national criminal history records checks
required by tevel 2 screening may be borne by

CZ814
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Continued From page 16

the licensee or the person ., . The
agency may accept as satisfying the
requirements of this section proof of compliance
with level 2 screening standards submitted within
the previous 5 years to meet any provider or
professional licensure requirements of the
Department of Financial Services for an applicant
for a certificate of authority or provisional
certificate of authority to operate a continuing
care retirement community under chapter 651,
provided that:

{a) The screening and

offenses for the prior screening are equivalent to
those specified in s. 435.04 and this section;

{b) The person subject to screening has not had
a break in service from a position that requires
tevel 2 screening for more than 90 days; and

{c) Such proof is accompanied, under penalty of
perjury, by an attestation of compliance with
chapter 435 and this section using forms
provided by the agency.

435.05 Requirements for covered employees and
employers.-Except as otherwise provided by law,
the following requirements apply to covered
employees and employers:

{2) Every employee must attest, subject to
penalty of perjury, to mesting the requirements
for qualifying for employment pursuant to this
chapter and agreeing to inform the employer
immediately if for any of the disqualifying
offenses while employed by the employer.

59A-35.090 Background Screening.

{2) Processing Screening Requests, Required
Documents and Fees.

(dy An ion of Compliance with

Screening Requirements, AHCA Form
3100-0008, . , herein incorporated by

CZ816
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Continued From page 17

reference, avallable at
hitp:/iwww. firules.ol e.asp?No
=Ref-09108, and available from the Agency for
Health Care Administration at:
hitp:/fahca.myflorida.com/MCHQ/Central_Service
0 i ions_Forms.sht
mi. This form must be completed by the individual
and retained by the provider upon hire to attest
that they meet the requirements for qualifying for
employment, they have not been unemployed for
more than 90 days from a position that requires
Level 2 screening, and they agree to inform the
employer immediately if for any
disqualifying offense.
{e) An administrator or chief financial officer must
be screened and quafified prior to | | to
the position.
(3) Results of Screening and Notification,
{a) Final results of background screening
requests will be provided through the Agency’s
secure website that may be accessed by all
health care providers applying for or actively
ficensed through the Agency that are registered
with the Care Provider Background Screening
Clearinghouse. The secure website is located at:
apps.ahca.myflorida.com/SingleSignOnPortal.
{b} If a Level 2 criminal history is incomplete, a
certified letter will be sent to the individual being
screened requesting the report and court
disposition information. If the letter is returned
unciaimed, a copy of the letter will be sent by
regular mail. Pursuant to section 435.05(1)(d),
F.S., the missing information must be filed with
the Agency within 30 days of the Agency's
request or the individual is subject to
disqualification in accordance with section
435.06(3), F.S.
{c} The eligibility results of employee screening
and the signed Attestation referenced in

CZ816
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Continued From page 18

subsection 59A-35.090(2), F.A.C., must be in the
employee's personnel file, maintained by the
provider.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview,
the facility failed to ensure 3 of 4 sampled staff.
{A, B, and C) had signed the Affidavit of
Compliance with Background Screening
Regquirements.

Findings:

1. Review of the personnel record for staff C,
caregiver hired , revealed a level 2
packground screening result dated
Continued review of the record did not find a
signed attestation for compliance with the
background screening requirements.

Individual personnel record review for staff A
hired and staff B hired s
both caregivers, revealed no evidence to confirm
they each signed an attestation with compliance
with the background screening requirements.

On at 3:00 PM, the administrator
confirmed the finding, said she overlooked the
forms.

Unclassified

59A-35.110 FAC Reporting Requirements;
Electronic Submission

59A-35.110 Reporting Requirements; Electronic
Submission.

CZ816
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Continued From page 19

{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
Single Sign On Portal located at

7 ahca.myflorida.c i ignOnPo

rtal:

1. Nursing homes:

Adverse incident reports must be submitted
electronically 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 avalliable at:

hittps:/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:

ks . -ahca.myflorida i ignOnPo
rtal.

Cz821
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Continued From page 20

2. Assisted living facitities:
a. Adverse incident reports must be submitted
electronically to the Agency within 1 business day
after the ocourrence of the incident, and within 15
days after the occurrence of the incident as
required in section 429,23, F.S., on Assisted
Living Facifity Adverse Incident, AHCA Form
3180-1028 OL, | , which is hereby
incorporated by reference and availiable at:
hitps:/iwww firules.org/Gateway/reference.asp?N
o=Ref-08778, and thraugh the Agency's adverse
incident reporting system which can only be
accessed through the Agency's Single Sign On
Portal located at:
hitps:f/apps.ahca.myfiorida.com/SingleSignOnPo
rtal.
b. Liability claim reports required pursuant to
section 429.23(5), F.8., and rule 58A-5.0242,
F.AC.
3. Hospitals:
Adverse incident reports must be submitted
electronically to the Agency within 15 calendar
days after the accurrence of the incident as
required in Section 395.0197, £.S., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL.,

. , which is hereby incorporated by
reference and avalliable at:
hitps:/iwww firules.org/Gateway/reference.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 located at:
hitps:/fapps.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

Cz821
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Continued From page 21

Surgical Center Adverse Incident, AHCA Form
3140-5004 OL, | , which is hereby

by and i at
https:/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:/fapps.ahca.myflorida.com/SingleSignOnPo
rtal.

{b) The licensee must retain a copy of all
documentation generated at ime of reporting as
irmation of successful i 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)419-3458 for
assistance. Reporting will resume as soon as
online access is restored.

This Statute or Rule is not met as evidenced by:
Based on resident record review, adverse report
review, facility observation notes review and
interview, the facility failed to electronically submit
an adverse incident report for an incident where
resident #14 was missing from the faciity.

Findings:

Review of the closed record for resident #14
found an admission date of anda
discharge on . The health assessment,
dated . included a diagnosis of "n/a." He
was not noted to be at risk for elopement on the
assessment. He required supervision with all
activities of daily living and assistance with
seif-administration of medications.

(photographic evidence obtained)

Cz821
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resident #14 was on
missing again.

elopement.

Unclassified

€Z821 | Continued From page 22

were reviewed. A note dated .
11pm-7am documented resident #14 "left the
faciiity. Police notified.” There were no further
notes about resident #14. The notes did not
indicate when or where he was found and
returned to the facility. The next note about

when he was

{photographic evidence obtained)

Request to review the Adverse Reports for the
facitity found one report for an elopement on

. No adverse report was found related to
resident #14 being missing on

On at 2:20PM, the administrator

designee confirmed the finding and said she did

not have any additional Adverse Reports. She

said she could not recall when resident #14 came
or the circumstances for the

Cz821
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