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B9A-35.110( ) FAC Reporting Requirements;
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:
Based on the facility reviews and interviews, the
facility failed to slectronically submit to the agency
a preliminary report within 1 business day of
incident and a full report within 15 days of the
incident for 1 of 6 sampled residents (#1).

Findings:
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Review of Resident #1's record revealed a facility
admission date on health
assessment indicated a medical history of
RV mixed, type i
o right 2nd
spetial precautions o h
and independent with all activities of daily living.
The resident can administer his medications.

On at 9:45 AM, the power of attorney
{POA) stated she called the facility the night
resident #1 1o make them aware because
after he pressed his pendant no one came to help
him.

A facility note on 4:45 AM, family called
stating Resident #1 was on the fioor. Entered
room, observed resident laying on his side beside
bed, barefoot, and ... He was verbaily
aggressive and refused care/assessment from
staff. Emergency medical services arrived and
resident was taken to the hospital.

A facility incident report dated at 3:30 AM,
this nurse was called at 3:30 by a family member
stating they received a call that resident was not
on the floor. contacted due to lack of
resident cooperation, appearance of s
resident on and .

On at 12:05 PM, the Director of Resident
Care stated she did not do an adverse for his
because he did not anything. Further
state, he has a little bit more than usual.

{photographic evidence obtained)

Unclassified
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426.26 Appropriateness of placements;
examinations of residents.-
{1) The owner or administrator of a facility is
responsible for determining the appropriateness
of admission of an individual to the facility and for
ining the i i of
residence of an individual in the facility. A
determination must be based upon an evaluation
of the strengths, needs, and preferences of the
resident, a medical examination, the care and
services offered or arranged for by the facility in
accordance with facility policy, and any limitations.
in law or rule related to admission criteria or
continued residency for the fype of license held
by the facility under this part. The following
criteria apply to the determination of
appropri for ion and
residency of an individual in a facility:
{a) A facility may admit or retain a resident who
receives a health care service or treatment that is
designed to be provided within a private
residential setting if all requirements for providing
that service or freatment are met by the faciiity or
a third party.
{b) A facility may admit or retain a resident who
requires the use of assistive devices.
{c) A facility may admit or retain an individual
receiving hospice services if the arrangement is
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the survey.
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agreed to by the facility and the resident,
additional care is provided by a licensed hospice,
and the resident is under the care of a physician
who agrees that the physical needs of the
resident can be met at the facility. The resident
must have a plan of care which delineates how
the facility and the hospice will meet the
scheduled and unscheduled needs of the
resident, including, if applicable, staffing for
nursing care.

{d)1. Except for a resident who is receiving
hospice services as provided.in paragraph {c), a
facility may not admit or retain a resident who is
bedridden or who requires 24-hour nursing
supervision. For purposes of this paragraph, the
term "bedridden” means that a resident is
confined to a bed because of the inability to:

a. Move, tumn, or reposition without totaf physicat
assistance;

b. Transfer to a chair or wheelchair without fotal
physical assistance; or

. Sit safely in a chair or wheelchair without
personat assistance or a physical .

2. A resident may continue to reside in a facility if,
during residency, he or she is bedridden for no
more than 7 consecutive days.

3. i a facility is licensed to provide extended
congregate care, a resident may continue to
reside in a facility if, during residency, he or she is
bedridden for no more than 14 consecutive days.

{2) A resident may not be moved from cne facility
to another without consultation with and
agreement from the resident or, if applicable, the
resident's representative or designee or the
resident's family, guardian, surrogate, or attorney
in fact. In the case of a resident who has been
placed by the department or the Department of
Children and Families, the administrator must
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notify the appropriate contact person in the
applicable department.

{3) A physician, physician assistant, or advanced
practice registered nurse who is employed by an
assisted living facility to provide an initial
examination for admission purposes may not
have financial interests in the facility.

59A-36.006
{4) CONTINUED RESIDENCY. Except as foliows
in paragraphs {a) through (c) of this subsection,
criteria for continued residency in any licensed
facility must be the same as the criteria for
admission. As part of the continued residency
criteria, a resident must have a -to-
medical ination by a health care
at least every 3 years after the initial assessment,
or after a significant change, whichever comes
first. A significant change is defined in Rule
59A-36.002, F.A.C. The resuits of the
examination must be recorded on the
practitioner's form or on AHCA Form 1823, which
is by in (2)(b)
of this rule and must be completed in accordance
with that paragraph, Exceptions fo the
requirement to meet the criteria for continued
residency are:
{a) The resident may be bedridden for no more
than 7 consecutive days, unless the resident is
receiving licensed hospice services pursuant to
Section 429.26(1)(c), F.S.
{b) Aresident requiring care ofa .

may be retained provided that:
1. The resident contracts directly with a licensed
home health agency or a nurse to provide care,
or the facility has a limited nursing services
ficense and services are provided pursuant to a
pian of care issued by a health care practitioner,
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2. The condition is documented in the resident's
record; and,

3. i the resident's condition fails to improve within
30 days, as documented by & health care
practitioner, the resident must be discharged
from the facifity.

{c) A , ill resident who no longer meets
the criteria for continued residency may continue
to reside in the fagility if the following conditions
are met:

1. The resident qualifies for, is admitted to, and
consents to receive services from a licensed
hospice that coordinates and ensures the
provision of any additional care and services that
the resident may need;

2. Both the resident, or the resident's legal
representative if applicable, and the facllity agree
to continued residency;

3. Alicensed hospice, in consultation with the
facility, develops and implements an
interdisciplinary care plan that specifies the
services being provided by hospice and those
being provided by the facility; and,

4. Documentation of the requirements of this
paragraph is maintained in the resident's file,

{d) The facility administrator is responsible for
itoring the continued apy } of
placement of a resident in the facility at all times.

{e) A hospice resident that meets the
qualifications of continued residency pursuant to
this subsection may only receive services from
the assisted living facility's staff which are within
the scope of the facility's license,

{f) Assisted living facility staff may provide any
nursing service permitted under the facility's
license and fotal help with the activities of daily
fiving for residents admitted to hospice; however,
staff may not exceed the scope of their
professionat licensure or training.
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{g) Continued residency criteria for facilities
holding an extended congregate care license are
described in Rule 59A-36.021, F.AC.

This Statute or Rule is not met as evidenced by
Based on resident reviews and interviews, the
facility failed to obtain & new AHCA Form, 1823
Health by the

provider for continued residency after a significant
change for 2 of 7 sampled residents (#1, #7} as
required in an assisted living facility (ALF).

Findings:

1. Review of Resident #1's heaith
assessment indicated a medical history of
mixed, fype 1}
right 2nd )
Wt <)

special precautions

and was notidentified asa  risk,

On at 9:45 AM, the power of attorney
{POA) stated she called the facility the night
resident#1  to make them aware because
after he pressed his pendant no one came to help
him.

A facility note on 4:45 AM, family called
stating Resident #1 was on the floor. Entered
room, observed resident laying on his side beside
bed, barefoot, and - He was verbaily
aggressive and refused care/assessment from
staff. Emergency medical services arrived and
resident was taken to the hospital.

A facility incident report dated at 3:30 AM,
this nurse was called at 3:30 by family member
stating they received a call that resident was on
the fioor. contacted due to lack of resident

cooperation, appearance of , fesident on
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and

A facility incident report dated at 10:30
AM, patient found on the floor in his room stated
he was going 1o the bathroom and lost his
balance. The patient has a on feft

and right

at 00:48 - resident on
floor beside the bed, laying on fNeft side with
on bed rail, denies hitting , stated he's
and does not want to

A facility note on

on .
go fo hospital.

2.Review of Resident #7's 1823 health
assessment indicated a medical history of

, difficulty walking, lack of coordination,
needs assistance with ADLs, and was not
identifiedasa sk,

A facility note on at 10:28 PM, patient
resting in room, sling in place, s/p hospitalization
due to

A facility note on at8:41 PM, sfp |
hospital, seff-propelling in wheelchair, sfing in
place.

A facility note on at 7:25 PM, patient
resting in roor, s/p hospital, sling in place.

A facility note on at 7:09 PM, hospital
paperwork received, hairline of the

of which will require eval by orthopedic
surgeons, keep arm in sling until evaluated.

A facility note on at 8:41 PM, resident
returned via stretcher accompanied by 2 staff
members.
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(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 facifity is under the same management
or ownership.

1. Evidence of a negative

examination must be documented on an annuat
basis. Documentation provided by the Florida
Department of Health or a licensed health care
provider certifying that there is a shortage of
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A facility note on at 6:23 PM, resident
was noted on the floor in her bathroom, holding
her right with her left . She stated
she hit her . 911 called and resident was
taken to hospital,
On at 2:10 PM, the Director of Resident
Care stated she's provided all the 1823's for the
residents. Further stating, she did not obtain new
forms after their identifying the residents as
risk.
On at 2:40 PM, the Administrator and
Director of Resident Care confirmed the findings.
{photographic evidence obtained)
Class il
A078 59A-36.010(2) FAC Staffing Standards - Staff AO78
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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. f any staff member has, or is suspected of
having, a col . such individi
must be immediately removed from duties untii 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

ion, training, p ion, and experk
Staff providing services requiring licensing or
certification must be appropriately licensed or
certified. All staff must exercise their
responsibilities, consistent with their
qualifications, fo observe residents, to document
observations on the appropriate resident's record,
and fo 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 services 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 desoribe 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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
AL11965661 B.WING 08/06/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
3655 W. LAKE MARY BLVD,
SPRING HILLS LAKE MARY
LAKE MARY, FL. 32746
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
LEFICIENCY)
A078] Continued From page 12 AQT8

AHCA Form 3020-0001

STATE FORM

BIVT11

1 contingation sheet 13 of 22




Agency for Healih Care Administration

PRINTED: 08/27/2028
FORM APPROVED

to each staff member; and,

2. Maintain time sheets for all staff.

{f) Level 2 background screening must be
conducted for staff, including staff

the facility to provide services to residents,
pursuant to sections 408.809 and 429.174, F.8.

by

This Statute or Rule is not met as evidenced by:
Based on personnel record reviews and
interviews, the facifity failed to obtain documented
evidence for 2 of § sampled staff (E, F) submitted
a one-time statement they are free of
communicable including  status within
30 days of employment as required; and failed to
obtain evidence of a negative  examination on
an annual basis for 3 of 8 sampled staff required
{C, D, H).

Findings:

1. Review of Caregiver E's record revealed a hire
date on . Further review revealed a

communicable statement and no
prior hire date.

On at 10:10 AM, Caregiver E stated she
had not taken a test during her employment and
the one she provided was expired. Adding, she
was trying fo get a test done and was told that it
was taken care of. Adding, she was not provided
a copy for review.

On at 2:30 PM, the Director of Resident
Care stated she would go and check to see if the
caregiver had an updated form.

On at 2:38 PM, the Director of Resident
Care stated she did not have an updated test for
the caregiver's 2026 hire. The Administrator and

Director of Resident Care were made aware the
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2024 statementand  were invalid during
employment.

2. Review of Caregiver F's record revealed a hire
date on . The records revealed a
communicable statement was not signed
or dated by the doctor. Further review revealed
the document was signed by the docter
but there was no indication if the caregiver was
free from signs of communicable

3. Review of Caregiver C's record revealed a hire

date on . Further review revealed a
communicable statementand a
annual . There was document evidence a 2026

annual  was performed.

On at 1:57 PM, the Administrator stated
she does not believe Caregiver C has a 2026
annual exam.

On at 1:58 PM, Caregiver C stated she did
it last month and it was performed by one of the
LPN's who works at the facility.

4. Review of LPN D's record revealed a hire date
on . Further review revealed a
communicable statement. There was no
evidence that & 2025 or 2026 annual ~ exam
was performed.

5. Review of Caregiver H's record revealed a hire
date on . Further review revealed a
communicable statement. There was no
evidence a 2024, 2025, or 2026 annual was
performed.

On at 2:40 PM, the Administrator and
Director of Resident Care confirmed the findings.
There was no additional documentation provided
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429.275
{2) The administrator or owner of a facility shalf
maintain personnef records for each staff
member which contain, at a minimum,
do ion of ing, if
i 1of with alt
training requirements of this part or applicable
rule, and a copy of all ficenses or certification held
by each staff who performs services for which
ficensure or certification is required under this
part or rule.

59A-36.015
{2) STAFF RECORDS,
(a) Personnel records for each staff member
must contain, at a minimum, a copy of the
ication, with

furnished, and documentation verifying freedom
from signs or symptoms of communicable

. in addition, records must contain the
following, as applicable:
1. Documentation of compliance with all staff
training and continuing education required by
Rule 58A-36.011, FA.C,,
2. Copies of all ficenses or certifications for all
staff providing services that require licensing or
certification,
3. Documentation of compliance with level 2
background screening for all staff subject to
screening requirements as specified in Section
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429.174, F.8,, and Rule 50A-36.010, FAC,,
4. For facilities with a licensed capacity of 17 or
more residents, a copy of the job description
given to each staff member pursuant to Rule
59A-36.010, F.AC.,
5. Documentation verifying direct care staff and
administrator participation in resident elopement
drills pursuant to paragraph 59A-36.007(8)(c),
FAC.
{b) The facility is not required to maintain
personnel records for staff provided by a licensed
staffing agency or staff employed by an entity

. to provide direct or indirect services to
residents and the facility. However, the facility
must maintain a copy of the contract between the
facility and the staffing agency or contractor as
described in Rule 59A-36.010, FAC.
{¢) The facility must maintain the written work
schedules and staff time sheets for the most
current 6 months as required by Rule
59A-36.010, F.A.C.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facifity failed to provide documentation verifying
freedom from signs or symptoms of
communicable statement altered or
falsifying results in 1 of 7 sampled staff.

Findings:

Review of Caregiver F's record revealed a hire
date of . Further review revealed the

document was signed by the doctor but
there was no indication if the caregiver was free
from signs of communicable

On at 1:57 PM, the Administrator was
made aware Caregiver F's form was incomplete
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IDENTIFICATION NUMBER
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(X2} MULTIPLE CONSTRUGTION
A BUILDING:

{X3) DATE SURVEY
COMPLETED

08/06/2026

NAME OF PROVIDER OR SUPPLIER

3655 W. LA

SPRING HILLS LAKE MARY

STREET ADDRESS, CITY, STATE, ZIP CODE
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[
PREFIX
THG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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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Continued From page 17

and there was no check mark indicating she was
free from communicable . Further stating,
the statement was checked but not
signed or dated by the doctor.

On at 2:30 PM, the Sales and Marketing
Director entered the room stating she was told to
provide the document for Caregiver F. Review of
the form dated , matching the original
form provided revealed a check mark had been
placed next to “yes" indicating the associate is
free from signs and symptoms of Communicable

On at 2:38 PM, the Administrator and
Director of Resident Care were made aware the
new form provided appeared altered and
matched the original form provided during the
initial review.

{photographic evidence obtained)

Class #Hl

59A-36.015(3) FAC Records - Resident

{3) RESIDENT RECORDS. Resident records
must be maintained on the premises and include:
a) Resident demographic data as follows:

. Name,

4. Date of birth,

. Place of birth, if known,

. Social security number,

. Medicaid and/or Medicare number, or name of
other health insurance s
8. Name, address, and telephone number of next
of kin, legal representative, or individual

(

1

2. '
3. Race,
5.

6.

7.

A8t

A182
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designated by the resident for notification in case
of an emergency; and,

8. Name, address, and telephone number of the
resident's health care practioner and case
manager, if applicable.

{0) A copy of the Resident Health Assessment
form, AHCA Form 1823 or the health care
practitioner's medical examination form described
in Rule 59A-36.006, F.A.C.

{c) Any orders for medications, nursing services,
therapeutic diets, ,or
other services fo be provided, supervised, or
implemented by the facility that require a health
care provider's order.

{d) Documentation of a resident's refusal of a
therapeutic diet pursuant to Rule 59A-36.012,
F.AC,, if applicable.

(&) The resident care record described in
paragraph 59A-36.007(1)(f), F.A.C.

HA record that is initiated on admission.
Information may be taken from AHCA Form 1823
or the resident’s heaith assessment. Residents
receiving assistance with the activities of daily
fiving must have their recorded
semi-annually, This subsection does not apply to
residents who are receliving licensed hospice
services when such residents, their
representatives, or their physicians request in
writingthat ~ _,  not be taken.

{g) For facilities that will have unlicensed staff
assisting the resident with the self-administration
of medication, a copy of the written informed
consent described in Rule 59A-36.006, FA.C, if
such consent is not included in the resident's
contract.

{n) For facilities that manage a pill organizer,
assist with seff-administration of medications or
administer medications for a resident, copies of
the required medication records maintained
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pursuant to Rule 59A-36.008, F.A.C.
(1) A copy of the resident's contract with the
facility, including any addendums to the contract
as described in Rule 59A-36.018, FAC.
{i) For a facility whose owner, administrator, staff,
or representative thereof, serves as an attorney in
fact for a resident, a copy of the monthly written
statement of any fransaction made on behalf of
the resident as required in Section 4298.27, F.8.
{k) For any facility that maintains a separate trust
fund to receive funds or other property belonging
to or due a resident, a copy of the quarterly
written statement of funds or other property
disbursed as required in Section 429.27, F.S.
{1} if the resident is an recipient, a copy of
the Department of Children and Famifies form
Alternate Care Certification for |
. ), CF-ES 1008,

, which is hereby incorporated by reference
and available for review at:
http/eww firules .asp?No
=Ref-04004. The absence of this form wilf not be
the basis for administrative action against a
facility if the facility can demonstrate that it has
made a good faith effort to obtain the required
documentation from the Department of Children
and Families.
{m) Documentation of the , ofa
health care surrogate, health care proxy,
guardian, or the existence of a power of attorney,
where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
a hospice patient as required in Rule 59A-36.006,
FAC.

{0) The resident's L DH
Form 1896, if applicable.

{p) For independent living residents who receive
meals and occupy beds included within the

A182
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ficensed capacity of an assisted living facility, but
who are not receiving any personal, lirmited
nursing, or extended congregate care services,
record keeping may be limited to a log listing the
names of residents participating in this
arrangement.

{g) Except for resident contracts, which must be
retained for 5 years, ail resident records must be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents must be
provided with a copy of their records upon
depariure from the facility.

{r) Additional resident records requirements for
facifities holding a limited mental health, extended
congregate care, or fimited nursing services
license are provided in Rules 59A-36,020,
59A-36.021 and 59A-36.022, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to provide upon request copies of
records for 1 of 7 sampled residents (1).

Findings:

Review of Resident #1's record revealed a facility
admission on and discharge on

On at 12:20 PM, a request was made for
Resident #1's records and call pendant report.

On at 2:00 PM, the Director of Resident
Care stated she does have the report, and
Maintenance will have to print if out.

On at 2:18 PM, the Maintenance Director
stated he was unable to provide reports for
residents who no longer live in the facility and no
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jonger in the system.

On at 12:05 PM, the Director of Resident
Care stated without the call report she was
unable to determine if the resident pressed his
pendant when he on later calling his
POA for assistance. Further stated, she is aware
that residents’ records must be retained for 5
years after departure,

The facility failed to maintain all resident records
for 2 years following their departure, except for
contracts which must be retained for 5 years.

On at 2:40 PM, the Administrator and
Director of Resident Care confirmed the findings.

Class 1l
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