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F 0582 Giveresidents notice of M edicaid/M edicar e coverage and potential liability for services
not covered.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on record review and interview, the facility failed to provide aresident's representative written notice of changes
harm in service that were not covered with the resident's Medicare plan and the resident's liability for payment for 1 (Resident #3) of 1
resident. This failed practice had the potential to affect 17 residents currently receiving skilled services with
Residents Affected - Few aMedicare policy per a Daily Census Report provided by the Administrator on 07/30/2020. The findings are: 1. Resident #3
had [DIAGNOSES REDACTED]. The Admission Minimum Data Set with an Assessment Reference Date of 05/04/2020

documented the

resident scored 6 (0-7 indicates severe cognitive impairment) per a Brief Interview for Mental Status and required

extensive assistance with transfers and toileting needs. a. The resident was admitted to the facility on [DATE] and

discharged on [DATE]. The resident's Medicare services started on 05/01/2020 and were discontinued on 06/05/2020. b. On
08/11/2020 at 9:37 am., the Complainant was asked if she was notified in writing of her father's therapy sessions ending

on 06/05/2020. The Complainant stated, No, | never got anything in writing from the facility. They told me they were going

to move my dad to a different room and that he had plateaued with this therapy sessions. | didn't really know what they

meant at that time. They did not let me know they stopped therapy. | did not get aletter or phone call. If they would of

let me know, | could of talked to my Dad and told him how important therapy was for him getting better and being able to

get out of there. ¢. On 08/11/2020 at 2:49 p.m., the Business Office Manager (BOM) was asked if the facility informed the
family or representative of Resident #3 by mail of the discontinuing of his therapy sessions and that the family or

representative would be responsible for payment. The BOM stated, That was the previous Medicare Manager's responsibility. | was
not able to verify that he sent that notification out. I'm not sure she ever received one. d. On 08/12/2020 at 11:27

am., the Administrator was asked if he had any evidence that the Skilled Nursing Facility Advanced Beneficiary Notice had
been sent to Resident #3's family or representative. The Administrator stated, | looked all over for it and | could not

find it. | tried to get a hold of the previous Medicare Manager, but he did not return my phone calls. He apparently wasn't the best
about filing forms or scanning them in. We are supposed to keep arecord of the notices we send out to families.
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