Agency for Healih Care Administration

PRINTED: 07/10/2028
FORM APPROVED

STATEMENT OF DEFICIENCIES {X$) PROVIDER/SUPPLIERICUIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

AL11811297

(X2} MULTIPLE CONSTRUGTION
A BUILDING:

BLWING

{X3) DATE SURVEY
COMPLETED

R
06/30/2026

NAME OF PROVIDER OR SUPPLIER

LAKEVIEW MANOR ASSISTED LIVING FACILITY, INC

FL. 32807

STREET ADDRESS, CITY, STATE, ZIP CODE
5357 BROSCHE ROAD
ORLANBO,

(X410 SUMMARY STATEMENT OF DEFICIEENCIES
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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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.
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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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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:
DEFICIENCY REMAINED UNCORRECTED

Based on the facility reviews and interviews the
facility failed to electronically submit to the agency
a preliminary report within 1 business day of
incident and a full report within 16 days of the
incident for 1 of 4 sampled residents. (#1)
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Findings:

Review of Resident #1's record revealed an

admission date -A 1823 health
assessment indicated a medical history of
. ,and

a;w'\bulatory witr; \.Nalk'er‘

A facility note on , Resident #1 was picked
up by her daughter around 11:00 AM, stating she
would be fater. Until now she has not come

and around 1:57 PM the Administrator
called 911 fo report a missing person.

A facility note on at 11:50 AM, texted
Resident #1's daughter. She read the text
message with no reply.

On at 11:08 AM, Caregiver C stated she
was present the day Resident #1 left with her
daughter. Further stating, she did not speak and
stated that she was taking the resident out and
the resident did not returm.

On at 11:18 AM, the Administrator stated
she was unaware that she needed fo submit a
report to the agency due to law enforcement
coming to the facility. Further stating, law
enforcement told her they would follow up with
their findings, but she has not received a phone
call.

On at 9:50 AM, an attempt was made to
speak with the deputy sheriff who visited the
facility on but he was unavailable fo take
my call.

On at 9:30 AM, Caregiver A stated she
does not know anything about the incident report
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408.821 Emergency management planning;
emergency operations; inactive license.-
(1) Alicensee required by authorizing statutes
and agenoy rule to have a comprehensive
emergency management plan must designate a
safety liaison to serve as the primary contact for
emergenocy operations. Such ficensee shall
submit its comprehensive emergency

pian to the tocal
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.
{h) Submit the plan annually and within 30 days
after any significant modification, as defined by
agency rule, 1o 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
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and the Assistant Administrator will bring it when
she arrives.
On at 11:55 AM, the Assistant
Admini stated the Admini
the report with the plan of correction to the office.
Further review of the agency website and plan of
correction did not reveal submission of the report
for Resident #1.
On at 12:00 PM, Caregiver A and the
Assistant Administrator confirmed the findings.
Unclassified
{22830}, 408.821 F$ Emergency Management Planning {22830}
88=D
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approvat of its plan by the local emergency
management agency, county health department,
or Department of Health.

{2) An entity subject fo this part may temporarily
exceed its licensed capacity to act as a receiving
provider in accordance with an approved

ompt plan for
up to 15 days. While in an overcapacity status,
each provider must furnish or arrange for
appropriate care and services to afl clients. In
addition, the agency may approve requests for
overcapacity in excess of 15 days, which
approvals 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 1o this section when the provider
is located in a geographic area in which a state of
emergency was declared by the Governor if the
provider:

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

2. is currently licensed.

3. Does not have a provisional license.

4. Will be terporarily unable to provide services
but is reasonably expected to resume services
within 12 months.

{b) An inactive license may be issued for a period
not to exceed 12 months but may be renewed by
the agency for up fo 12 additional months upon
demonstration to the agency of progress toward
reopening. A request by a licensee for an inactive
license 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
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approval, the licensee shall notify clients of any
necessaty discharge or transfer as required by
authorizing statutes or applicable rutes. 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
current, must be paid in full, and may be
prorated. Reactivation of an inactive license
requires the prior approval by the agency of a
renewal application, including payment of
ficensure fees and agency inspections indicating
compliance with ali 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 fo report information to
the agency regarding the provider's emergency
status, planning, or operations.

This Statute or Rule is not met as evidenced by:
DEFICIENCY REMAINED UNCORRECTED

Based on facility record review and interview, the
facility failed to obtain an approved
comprehensive emergency management plan
{CEMP) annuatly,

Findings:

Review of the facility's current comprehensive
emergency managerent plan (CEMP) letter
dated stated your comprehensive
emergency management plan submission has
been received.

On at 9:30 AM, Caregiver A stated the

Administrator submitted the letter but has not
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received the approval.
On at 12:00 PM, Caregiver A and the
Assistant Administrator confirmed the findings.
{photographic evidence obtained)
Class il
{A 000} Initial Comments {A 000}

Arevisit survey to complaint investigation
#2026008401 and generator monitoring was

at the time of the visit.

conducted at Lakeview Manor Assisted Living on
. The facility had uncorrected deficiencies
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