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F 000 | IMITIAL COMMENTS F 000 i
Thare were no deficiencies cited as a rasul of
this complaint investigation survay of 4815,
Event 10 #WFGY 11,
F 1583 | 483 1k)i5) - {10), 483.1%b)(1) NOTIGE OF F 156
55=0 | RIGHTS, RULES, SERVICES, CHARGES
Thiee facibty must informn the reskdent bath arally
and m writing in & language thal ihe residend
understands of his or ber righls and all rules and
regulations goveming resident conduct and
resgansibiliies during the stay in the fazility. The 1} We can't corrected the [
facility must also provide the resident with the i N ) |
notice {if any) af the State developed undar i Matification time for Resident
| 18196 of the Act. Such notification must be , #281 and #113, i
| made priof bo or upon admission and during 1he [ : . :
resident's stay. Fecaiot of such inlarmation, and 2} All residents who receive |
! amy amsndrments to 4, musl b acknowladged in a non covered letter will be !
| wri | |
writang. | checked for compliance.
The facility must inform each resident who s ' 3} The Social Workers will
| antitied to Meadiceid benefits, in writing, at the tims Be in serviced on the
of admission to the nursing facity or, when the )
resident becormes eigible for Medicaid of the | Policy and procedures
fems and sarvices that are included in nunsing | For non covered letters
facility servicas under the Stale plan and for | )
¢ which the resident may nol be charged; those . 4] The Social Warkers will
other items and services that the facilily offers [ Momitor non covered
and lar which the resident may be charged, and -
the amount of charges for those services; and Lett.er natices and report
inform esch resident when changes are made 1o Their findings to the QA
the items and services specified in paragraphs (5) Committ
ee for th
{1)iA} and (8) of this section, & next 3
Months.
The facility must inform each regidant befone, or 50 Completion Date
gt the time of admésgion, and perdedically during ABri
the reskdenl's slay, of $erices available in the pril 30, 2015
facilty and of charges for those services,
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ATORY MRECTOR'S DR FROVICERSEUPFLIER REPRESENTATIVE'S SIGHATURE TITLE

A0 OVenusiTed o

cigncy stalamen anding wih an ssterisk {7} denoles a deficiancy which iha inaiFion =y e smiusad from comecting provding & is deberminad had
cther saleguards provide soffisient gralecion 1o the patents . (See nsincions ) Excapl & mrsing homes, the findngs saled above ars disdosatie 90 days
fodicawing thee daba ol surnay whesher or nola plan of oomeciion Is provided. Far nuiaing kemae, the above findings and plars of cormeclion ans dischasalbe 14
days felowing B dale fhesn documents are made avaiiable 10 10 faciily, I deficiencies are cied, an approved plan of coerection |s requisie 1o caninued
pregeam garbcipation,
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including any chames for servicas not coversd
urider Medicare ar by tha facility's per dism rate.

The facility must furnish a wrillen descoription of
legal rights which incudes:

A gescriplion of the manner of protecting personsl
funds, undar paragraph (o} of this section;

| & dascription of the requiremeanis and procadures
for establizhing eligibility for Medicaid, including
he right 1o request an assessment under section
1924(c) which detemnines the exlent of a couple's
nan-exempt resources at he tirme of
[ Instibutionalization and atiributas to the community
apouse an equitable shars of resources which | ! |
cisnnat be considerad svallable for paymieni |
towand the coat of the instifutionalized spouss's
redical care in his ar her process of spending
down io Medicaid shgibility levels. ; ; i

A posting of names, addresses and telephone
numbers of all pertinent State client advocacy
groups such as the Stale survey and cartification
apency, the Sfata icensure office, the State |
ombudsman pragram, the protectan and
advocacy network, and he Medicaid frawd conbrod
unii; and & statement thal the resident may fila a
complain with fhe State sunmey and cartdication
Bgency concerming resident abuse, neglect, and
misappropnation of resident propery in fhe
facility, and non-compliance with the advance
diractives reguirermenis

| The Facifty must infonm each resident of the
narma, spacielly, and way of contacting tha
physiclan respengide for his or har care.

The faciity must prominently display in the fasility
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veristan information, and provide o residents and
applicants for admigsion oral and writtan
infarmation about how 1o apply for and use
Madicare and Mediceid benefits, and how to
recaive rafunds for previous payrends covened by
such b=nefils.

This REQUIREMENT is not mat as evidenced
By
| Based on record review snd Inberdiew with stalf
| the facilzy failed to provide Medicare Lattars of
Hon-coverage af a minimam of teo (2} deys prior
to the last covernd day for Resident #2281, The !
facility failed to provide a Medicars Lelier of [
Mon-cowerage 1o Resident 8113, This was
awdant in 2 of 3 Medicare Lethers of
| Mon-coverage reviswed
Finding induded;
Favigw of tha * Medicare Letters of
Mon-coverage " procedure with a revision date of
January 2013 read in par
[ 2)Motices are deliverad to the resident or
respongible party 8 minimum of teo (2] days prior
b the last coversd day.
1. Review of he Nalics of Medicare
non-coverage form for Resident #2481 revealed
the services for Madicare coverage would end on
12224, The date aof nobice was 1222014
2. Review of the Notices of non-coverage fom
revesiad thare was na lattar provided 1o Resident
| ® 113 or the responsizle party (RF) to inferm
them thai Medicare coverage would end on
T2 14,
Intarview on 402015 al 2:28 pm with a business
office stalf (BOS #1 responsishe for providing
natices in 2014) and Businese office manager
| {BOM) was hald. BOS#1 Indicated the facility
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reviewed tha electronic care managemsans board
io determing when the Medicare nan covarage
would end ard a mininum of 48 hour nadica
wiould be provided to the residant or RP. BOM
canfernad this was the practice of the faciiiy.
Intgrview on 040612015 4:18 PM wilh the
adminitrator revesled her axpectaiion was o
heve siaff provide the notices af least 48 howrs
pries 1o e ren-covarage date,
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