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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Notify each resident of certain balances and convey resident funds upon discharge,
 eviction, or death.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure that within 30 days from discharge trust funds and a
 final account of one of two sampled residents (Resident 1) were conveyed to the resident or the resident's representative.
 Resident 1's representative requested the facility, multiple times, for the money in the resident's account. The money was
 returned after the surveyor intervened. This deficient practice resulted in unnecessary delay of the resident's funds.
 Findings: On 8/20/2020 at 3:45 p.m., during an interview, Family Member 1 (FM 1) stated the facility had not given the
 money from Resident 1's trust account since discharge on 4/1/ 2020. FM 1 said she had called several times and sent emails
 after this time regarding this matter but there was no response. FM 1 provided copies of emails to the facility on ,[DATE], 6/5, 6/29
and 7/27/2020 requesting Resident 1's funds. A review of Resident 1's Admission Record (Face Sheet) indicated
 Resident 1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. A review of Resident 1's Minimum Data Set
(MDS - standardized assessment and care-screening tool) dated 1/16/2020, indicated Resident 1 had impaired decision- making and
 memory problems. Resident 1 required one-person extensive assistance with transfer, dressing, and personal hygiene. A
 review of the Social Services Assessment, dated 1/17/2020, indicated FM 1 was the surrogate decision-maker. A review of
 Resident 1's physician's orders [REDACTED]. On 8/20/2020 at 4:20 p.m., during an interview, the Business Office Staff
 (Staff 1)and the Social Services Director (SSD) stated Resident 1 had been discharged    from the facility on 4/2/2020 and
 was not readmitted     to the facility. Staff 1 stated the resident had the amount of $1824.32 in a trust account. A review of the
facility's undated policy and procedures titled, Refunds, indicated within thirty days of a resident's discharge or
 death, the facility will refund the resident's personal funds and provide a final accounting of those funds to the
 resident, the resident's representative or to the resident's estate, as applicable.
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