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

435,12 Care Provider Background Screening
Clearinghouse.-

{2)(p) Until such time as the |, |
enrolled in the national retained print
notification program at the Federal Bureau of
Investigation:

1. A person 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.

2. Effective . . or a later date as
determined by the Agency for Health Care
Administration, for the participation of qualified
entities in the clearinghouse under s. 435.12, a
person with a break in service of more than 90
days from a position for which screening is
conducted by a qualified entity participating in the
clearinghouse must submit to a nationat
screening if the person returns fo a position for
which screening is conducted by a qualified
entity.

{c) An employer of persons subject to screening
or a qualified entity participating in the
clearinghouse rmust register with the
clearinghouse and maintain the employment or
affiliation status of all persons included in the
clearinghouse.

1. Before , initiat status and any
changes in status must be reported within 10
business days after a person receives his or her
initial status or after a change in the person's
status has been made.

2. Effective . , initial status and any
changes in status must be reported within 5
business days after a person receives his or her
inftial status or after a change in the person 's
status has been made.
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{d) An employer or a qualified entity participating
in the clearinghouse must register with and
initiate all criminal history checks through the
clearinghouse before referring an employee or
potential employee or a parson with & current or
potential affiliation with a qualified entity for
electronic submission to the

of Law . The
must include the person ' s full first name, middie
initial, and last name; social security number;
date of birth; mailing address; ; and race.
Individuals, persons, applicants, and controlling
interests that cannot legally obtain & 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 report in Care Provider Background
Screening Clearinghouse, employment status
within 5 business days for 1 of § staff sampled.

®)
Findings:

Areview of caregiver (B} record revealed she was
hired on and her last day of employment
was . A Review of the facility Background
Screening Roster found she had not been
updated to reflect the date the resident was no
longer empioyed with the facility within 5 business
days.

On at 3:15pm the Director of Nursing
confirmed the finding.

Unclassified
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59A-35.110 Reporting Requirements; Electronic

Submission.

{1) During the two year licensure period, any

change or expiration of any information that is

required o be reported under Chapter 408, Part

Il, 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

occurrence of the change, including:

{a) Insurance coverage renewal;

{p) Bond renewat;

{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;

(&) Fire inspections.

{2) Etectronic submission of information.

{a) The following required information must be

submitted electronically through the Agency’s

Singte Sign On Portal located at

https://apps.ahca.myflorida.com/SingleSignOnPo

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 available at:

https:/iwww firules.ol asp?N

ef-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

10OnPo
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rial.

2. Assisted fiving facilities:

Adverse incident reports must be submitted
electronically 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 required in Section 420.23, F.S., on Assisted
Living Facility Adverse incident, AHCA Form
3180-1025 0L, | , which is hereby
incorporated by reference and available at:
hitps:/fwww.firules.org/Gateway/freference.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.cc
rial.

3. Hospitals:

Adverse incident reports must be submitted
electronically fo the Agency within 15 calendar
days after the occurrence of the incident as
required in Section 395.0197, £.8., on Hospitat
Adverse Incident, AHCA Form 3140-5001 OL,

. . which is hereby incorporated by
reference and available at
hitps:/iwww.firules.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://apps.ahca.myflorida.cc
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, F.S,, on
Ambulatory Surgical Center Adverse Incident,
AHCA Form 3140-5004 OL, . which is

OnPo

OnPo
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hereby incorporated by reference and available
at:
hitps:/fwww.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: ahca myflorida
stal.
5. Hospitals and ambulatory surgicat 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:/iww firules.org/Gateway/reference.asp?No
=Ref-12123, and through the Agency's Single
Sign On Portal located af:
hitps://apps.ahca.myflorida.com/SingleSignOnPo
rtal.
6. For the purposes of this rule, the following
appilies for submitting adverse incident reports:
a. A business day means any day other than a
Saturday, Sunday, or fegal holiday as designated
in Section 110,117, F.8.
b. A prefiminary {1-Day) report is deemed late
when submitted more than 1 business day after
the day of the incident.
©. 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 Fagilities: 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.S., whichever is later.
e. Assisted Living Faciliies and Nursing Homes

OnPo
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that submit reports deemed late may be fined up
to $50 per day fate not to exceed $500.
{b) The licensee must retain a copy of all
documentation generated at time of reporting as
irmatis electronic issi
{c) If the Agency's Single Sign On Portal or the
ontine 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 record reviews and interviews, the
facility failed to electronically submit to the
agency, a preliminary report within 1 business day
and a full report within 15 days of incident
reported to faw enforcement for 3 of 6 sampled
residents (#3, #5 & #6) who were alleged victims
of theft #4, with police involvement.

Findings:

On at 9:30am the Director of Nursing
{DON) provided a copy of an emall dated
to the administrator documenting thefts that
occurred in . Resident #4
reported $300 in cash was taken from his wallet.
He believed this occurred while he and his wife
were out to funch or dinner between and
. Resident #5's son reported
approximately $1000 in cash was missing from
her apartment. They suspect this may have
happened while she was out for a meal between
and
Resident #6 reported $15 was taken from her
kitchen table between and

The DON documented she believed it was
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Resident Care - Rights & Facility Procedures

59A-36.007

{5} 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 420.28, F.S., the
facility must have a written grievance procedure
for receiving and responding to resident
complaints and a written procedure to affow
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necessary to involve the police to file an official
report.
On at 3pm the DON confirmed she did
contact the police, and they came to the facility.
She said they were unable to do anything
because there was insufficient svidence. She
confirmed no adverse incidents were submitted to
the agency.
Unclassified
A 000 Initial Comments A 000
A complaint investigation #2025002495, a Limited
Nursing Services (LNS) licensure monitoring, and
a generator monitoring were conducted at
Fountains of Melbourne Assisted Living Facility.
There were deficiencies identified at the time of
the survey.
A030, 59A-36.007(5) FAC; 429.28( ) FS 429.27 A030
88=D
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residents to recommend changes to facility
policies and procedures. The facility must be able
to demonstrate that such procedure is
implemented upon receipt of a complaint.

{c) The telephone number for lodging complaints
against a facility or facility staff raust 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)362-2873, 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 50A-36.006, F.A.C. The rules
and procedures must at a minimum address the
facifity's policies regarding:
1. Resident responsibilities;
2. and tobacco use;
3. Medication storage;

4. Resident elopement;

5. Reporting resident . neglect, and

6. Administrative and housekeeping schedules
and requirements;

. 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 facifity without compensation.
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Residents may be required to clean their own
sleeping areas or apartments if the facility rules
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 fo unrestricted and private
communication, pursuant to Section 429.28(1)(d),
F.8. The facility must allow unidentified telephone
calls to residents. For facifities with a licensed
capacity of 17 or more residents in which
residents do not have private telephones, there
must be, at 8 minimum, a readily accessible
telephone on each floor of each building where
residents reside.

429.28 Resident bill of rights.~

{1) No resident of a facility shall be deprived of
any civil or legal rights, benefits, or privileges
guaranteed by faw, 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 fiving 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, 50 as to maintain individuality and
personat 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
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corr , access 1o a , and
visiting with any person of his or her choice, at
any time between the hours of 8 a.m. and 9 p.m.
at a minimum. Upon request, the facility shalt
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 fo pursue
the highest possible level of independence,
and i ion within the
{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 to provide safekeeping for funds as
provided in s, 429.27.
{9) Share a room with his or her spouse if both
are residents of the facility.
{h) Reasonable opportunity for reguiar exercise
several times a week and to be outdoors at
regular and frequent intervals except when
prevented by inclement weather.
{i) Exercise civil and religious liberties, including
the right to independent personal decisions. No
religious beliefs 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
the term " and appropri
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
i within the i
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{k) At least 45 days' notice of relocation or
termination of residency from the facility unfess,
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 thatis
harmful or offensive to other residents. in the
case of a resident whe has been adjudicated
mentally . , the guardian shali 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 tegal
representative. The notice must state that the
resident may contact the State Long-Term Care
Ombudsman Program for assistance with
relocation and must include the statewide toli-free
telephone number of the program. In order for a
facility to i the resi of an indivi
without notice 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 facifitate the
residents’ exercise of this right. This right
includes access to ombudsman volunteers and
advocates and the right to be a member of, to be
active in, and fo 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 is posted ina
prominent place in each facility and read or
explained to residents who cannot read. The
notice must include the statewide toll-free
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telephone number and e-mail address of the
State Long-Term Care Ombudsman Program and
the telephone number of the local 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 comptlaint made to the Office of State
Long-Term Care Ombudsman or a local
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 to a telephone to
call the State Long-Term Care Ombudsman
Program or focal ombudsman counci, the Elder

Hotline operated by the Department of
Children and Families, and . Rights
Fiorida.

429.27 Property and personal affairs of
residents.-
{1)(a) A resident shall 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
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which may be necessary for the safe
management of the facility or for the safety of the
resident.

This Statute or Rule is not met as evidenced by:
Based on interview and record review the facility
failed to provide a safe and decent living
environment resulting in complaints of theft of
personal items for 6 of 6 residents sampled (#1,
# #3.44,#5 & #6). The facility failed to
demonstrate that their grievance procedure was
implemented upon receipt of a complaint. for 6 of
6 sampled residents (#1, #2, #3, #4, #5 & #6).

Findings:

On at 9:30am the Director of Nursing
{DON;) provided a copy of two emails.

The first was dated from her to the
Administrator documenting complaints of thefts
that occurred in .

Resident #4 reported $300 in cash was taken
from his wallet. He believed this occurred while
he and his wife were out to Junch or dinner
between and

Resident #5 - Son reported approximately $1000
in cash was missing from her apartment. They
suspect this may have happened while she was
out for a meal between and

Resident #6 reported $15 was taken from her
kitchen table betweern and

The DON documented in that email she believed
it was necessary fo involve the police to file an
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official incident report, She did contact the police,
and they came to the facility. She said they were
unable to do anything because there was
insufficient evidence.

The second email was dated - from her
to the Administrator documenting - update
regarding recent thefts.

Resident #1 had 5 checks stolen which were kept
on her bookshelf. 2 were attempted to be cashed
on and . She also reported a
missing credit card which had not been used.
Police report filed.

Resident #2 had 5 checks stolen from her
apartment. One attempted to be cashed on
. Police report filed.

Resident #3 daughter reported $160 missing from
her mothet's apartment on . it had been
placed in the apartment on . Also $13
was missing from her purse. The family had
decided not to involve the police.

On at 2:02pm an interview was
conducted with resident #1. She confirmed she
had 5 checks stolen and someone attempted to
cash 2 of them. She said her bank notified her.
She said a credit card was also missing but it was
cancelled and not used. She said she befieved it
occurred when she was downstairs at lunch. She
said she locks her apartment door,

On at 1:50pm an interview with resident
#4 was conducted. He said there were two
occasions when $300 was missing from his wallet
in - He said he went to the store
and had to feave his grocery cart and come

to get money. Now he keeps his wallet in the
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safe in his room. He said he locks the door when
he leaves the apartment.

The DON provided a document titled Resident
Comment Concern Report. It is documented -
This form shall be utilized to provide written
documentation of any concern from a resident,
legal representative, family member, or associate
and to record the follow up action taken and
results thereof.

On at 3:05pm the DON confirmed there
were no grievances written on the facility
Resident Comment Concern Report for any of the
complaints of theft.
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