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F 0569 Notify each resident of certain balances and convey resident funds upon dischar ge,

eviction, or death.
Level of harm - Potential **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
for minimal harm Based on record review and interview the facility failed to ensure residents personal funds were issued to the payeein a
timely manner for 1 (Resident #1) who was discharged and owed arefund for services. Thisfailed practice had the
Residents Affected - Many | potential to affect all 49 residents according to the Resident Census and Conditions of Residents provided by the Minimum
Data Set Coordinator on 08/20/2020. The findings are: Resident # 1 was admitted to the facility on [DATE] and was

discharged on [DATE]. a On 8/21/2020 at 11;59 p.m., The Business Office Manager (BOM) was asked, Do you remember Resident
#17? She stated, Y es. She was asked, Can you explain his payment source during his stay? She stated, Up front he paid

private. | sent the money to the bank. From the bank it goesto our corporate office. | have to complete a request form for the refund,
then send to our corporate office. If the family livesin the city | usually call them and ask if they would

like to pick up the check or prefer, | mail the check. At the time of his discharge his money had already been sent to

corporate. She was asked, How soon should the money be returned to the payee? She stated, | try to have it done within 30

days. She was asked, Do you mean 30 days from the resident's discharge date ? The BOM stated, Y es. The BOM was asked,

What date was the refund request made and who requested the refund? She stated, | can't remember the exact date or who

requested the money. | will have to go look for it in the shed. b. On 08/21/2020 at 12:39 p.m., the Manual Check Request

provided by the BOM documented, 06/17/2020 Belle View Estates (Resident #1) . Relation to Resident . spouse . overpayment/
(and or) refund . Refund information - Payer Class: Hospice PVT (Private) Pay - Check amount $4070.00 -Supporting Documents
Aging Report . Per . Do & (and) sent to her ASAP . c. On 8/21/2020 at 1:37 p.m., the Administrator was asked, What do you

know about the resident refund request? She stated, Only what the Business Office Manager just told me. She was asked, When was
the first request for the refund? The Administrator stated, | am not sure. They never talked to me. They always talk to the Business
Office Manager. She was asked, How soon should arequest for a refund be mailed and received by the requestor? She shrugged her
shoulders. The Administrator was asked, Should arefund request be submitted and mailed in atimely

manner? She stated, Y es maam. d. A PES Belleview document provided by the BOM on 08/21/2020 documented, Invoice (Resident
#1) 07/10/2020 4,070.00 . Check (Resident #1) Check (Number) 07/10/2020 -4707.00 Balance 0.00. e. The facility had no

policy and procedure for refunding personal funds.
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