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‘Fhe facliity must Inform the resident both orally and
in wrlting in a language that the resident
understands of his or her righls and all rules and
reguiations governing resident conduct and
responsibilities during the stay in the facility. The
facliity must also provide the resident with the notice
{if any} of the State developed under §1219(e)(8) of
the Act.  Such notlfication must be made prior to or
upon admission and during the resldent's stay.
Recelpt of such Information, and any amendinents
to It, must be acknowtedged in writing.

The facility must inform each resident who Is
entliled to Medicaid benefits, in writing, at the fime
of admission to the nursing facility or, when the
resident becomes eligible for Medicald of the items
and services that are included in nursing faciiity
services under the State plan and for which the
resident may not be charged; those other items and
services that the facility offers and for which the
resident may be charged, and the amount of
charges for those services; and inform each
rasident when changes are made fo the items and
sarvices specified In paragraphs (5){I)A} and (B) of
fhis section.

The facility must inform each resident before, or at
the time of admission, and periodically during the
resident's stay, of services avallable in the facllity
and of charges for those services, including any
charges for services not covered under Medicare or
by the facility's per diem rate.

The facility must furnish a wrilten description of
legal rights which includes:
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Any deficiency slatement ending with an asterisk {*} denotes a deficlenicy which the Institulion may be excused from correcling providing It Is delermined that other
safeguards provide sufficlent prolection to the palients. (See nslructions.) Exeept for nursing homes, the findings staled above are disclosabla 20 days fellowing the dale
of survey whether of nel a plan of coreaction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made avallable lo the facllty. If deficlencles sre ciled, an approvad plan of correction Is sequisite fo continued program participalion.
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A description of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing eligloility for Medicaid, including the
right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources af the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment toward
the cost of the Institutionalized spouse's medical
care In his or her process of spending down o
Medicaid eligibliity levels.

A posting of names, addresses, and ielephone
numbers of all pertinent State cllent advocacy
groups such as the State survey and cerlification
agency, the State Hcensure office, the State
ombudsman program, the protection and advocacy
network, and the Medicaid fraud control unit; and a
statement that the resident may fite & complaint with
the State survey and certification agency
concerning resident abuse, neglect, and
misappropriation of resident property in the facillty,
and non-compliance with the advance directives
requirements.

The facility must comply with the requirements
speciffed In subpart | of part 489 of this chapter
related to maintalning written policies and
procedures regarding advance directives, These
requirements include provisions to Inform and
provide written Information to all adulf resldents
concerning the right to accept or refuse medical or
surgical treatment and, at the individual's option,
formulate an advance directive. This
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to implement advance directives and applicable
State law.

The facllity must Inform each resident of the name,
specially, and way of contaciing the physician
regponsible for his or har care.

The facility must prominently disptay in the facility
written information, and provids to residents and
applicants for admission oral and written information
about how to apply for and use Medicare and
Madicaid bensfits, and how to recelve refunds for
previous paymants covered by such henefits.

This REQUIREMENT s not met as evidenced by:

Based on observation and staff interviews, the
facility failed to post state agency information,
The findings included:

On 12/21/2011 at 5:26 PM., an observation
revealed there was not a sign posted with
information on the name, address and contact
information for the Division of Health Service
Regulation (DHSR) and the complaint intake unit
information,

On 1272172011 at 5:26 P, Administrative staff #1
stated she did not know that the information for the
DHSR and Complaint intake unit was not posted.
An observation of the skilled nursing area revealed
that there was no posting of state agency
information.

On 12/22/11 at 8:43 AM., Administrative staff #2 '
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A resident has the right {o examine the results of the
most recent survey of the facifity conducted by
Federal or State surveyors and any plan of
correction in effect with respect to the facitity.

The facility must make the results avallable for
examination and must post in a place readily
accessible fo  residents and must post a nofice of
their availability.

This REQUIREMENT is not met as evidenced by:

Based on observation and staff Interviews, the
facility failed to display the Survey Resulis
information without residents/ visitors having to ask
where the Survey Results information was lecated.
The findings included;

On 12/2172011 at 5:20 PM., survey results were
noted io be posted on a small bulietin board located
in a corner near the living room area on the skilled
nursing unit.  The Bulletin  Board was
approximately 4 1/2 fest from the flocr. There was
not a sign identifying that the survey results were
posted there,

On 12/21/2011 at 5:26 PM., Administrative staff
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PROVIDER'S PLAN OF CORRECTION

The facility must -

{1} Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food under
sanitary conditions

This REQUIREMENT is not met as evidenced by:

Based on observation and staff interviews, the
facllity failed fo maintain sanitary conditions in the
kitchen when kitchen staff failed to remove gloves,
wash hands and reapply clean gloves between
kitchen tasks. The findings included:

On 12/21/2011 at 11:08 AM., Kitchen staff #1 was
observed to remove two pieces of bread from the
bread wrapper with her gloved hands, put melied
butter on each plece of bread and placed it on the
grill.  without removing her gloves, she placed
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cheese on the bread and grilled the cheese
sandwich, While the sandwich was being cooked,
kitchen staff #1 used the same gloved hands fo
tnove pots, pans and touched utensils to stir other
food items. After she removed the sandwich from
the grill with a flat utensi, she placed the sandwich
on a cutting board and cut the sandwich in half,
picked up the sandwich with her gloved hand and
put it on a plate.

During interview at 11:10 AM., kitchen staff #1
stated she always wore gloves when she prepared
food and, normally, did not change her gioves
during the mea! preparation. She staled she
removed her gloves and changed them if she
changed tasks such as answering the telephone.

On 12/21/2011 at 11:12 AM., Adminisirative staff #3
stated kitchen staff #1 should have removed her
gloves, washed her hands and put on new gloves
when she went from preparing the sandwich to
touching the utehsils and pans of food. He further
stated that these were two different kitchen tasks
and kifchen staff had been instructed to change

gloves and wash their hands between kitchen tasks.
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There were no Life Safety Code Deficiencles
noted at time of survey ont1/11/2012,
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other safeguards provide sufficient proteciion to Lhe palienls, (See instructions.) Excepl for nursing homes, the findings siated above are disclosable 90 days
foltowing the dale of survey whether or not & plan of correction Is provided. For nursing homas, the above findings and plans of cerrection are disclosable 14
days following the date these documents are made available to the facilily. 1f deficiencies are cited, an approved plen of correction is reauisite to continued

program participation. \@{:
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