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Level of harm - Potential
for minimal harm

Residents Affected - Some

Give residents notice of Medicaid/Medicare coverage and potential liability for services
 not covered.

 Based on interview and record review the facility failed to provide liability notices, specifically Skilled Nursing
 Facility Advance Beneficiary Notice (SNFABN) letters, for 2 (Residents #2 and 3) of 3 residents reviewed. Findings: A
 review of the liability notices for Resident #2 and Resident #3 revealed no SNFABN letter was provided when the residents
 skilled services ended and they remained in the facility. An interview was conducted with the Social Worker on [DATE] at
 12:00 PM. He stated he has not issued a SNFABN notice in years. He did not know he needed to do a letter for those
 residents that stay in the facility. He confirmed that Resident #2 and Resident #3 did not exhaust their Medicare A
 benefits and they remained in the facility.
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