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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 - Potential **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

for minimal harm Based on interviews with staff and aresident ' s Medical Power of Attorney (MPOA) and record reviews the facility failed

to provide a Skilled Nursing Facility Advanced Beneficiary Notice (SNFABN) for aresident discharged from Medicare Part
Residents Affected - Some | A dueto not participating in therapy and remained in the facility for 1 of 1 residents reviewed for beneficiary protection notification.
(Resident #3) Findings Included: Resident #3 was admitted on [DATE]. Her active [DIAGNOSES REDACTED].

Resident #3" s care plan dated 12/17/19 revealed she was care planned for family being unsure of discharge plans. The

interventions included to educate the resident and family about possible discharge plans. A nursing note dated 1/28/2020

revealed the Nurse Navigator met with the Medical Power of Attorney (MPOA). The Notice of Medicare Non-Coverage (NOMNC)
was issued with the last day of coverage being 1/30/2020. Resident #3 remained in the facility with a private payer source.

Resident #3 ' s minimum data set assessment dated [DATE] revealed she was assessed as severely cognitively impaired. She
required extensive assistance with bed mobility, transfers, dressing, toilet use, and persona hygiene. She required

supervision with eating and totally dependent on staff for locomotion on and off unit. A review of Resident #3 ' s chart

revealed there was not a completed Skilled Nursing Facility Advanced Beneficiary Notice (SNFABN) for Resident #3. During an
interview on 7/15/2020 at 8:52 AM the Medical Power of Attorney (MPOA) for Resident #3 stated she received invoices from

the facility but had never been told how much she was liable for if her appeals were denied for Medicare Part A coverage.

During an interview on 7/15/2020 at 10:10 AM the Nurse Navigator stated Resident #3 did get a notice of Medicare

non-coverage (NOMNC) letter for therapy. She further stated the responsible party appealed the notification of non-coverage because
the responsible party was unable to care for the resident at home. The responsible party voiced concerns about

placement and finances as she had been turned down for assisted living. The resident did not qualify for assisted living

because she refused to participate in therapy and could not walk. During an interview on 7/15/2020 at 11:34 AM the Business Office
Manager stated Resident #3 was taken off Medicare Part A on 1/30/2020 and the MPOA requested an appeal so Resident

#3 received therapy until 2/4/2020 when they received aresponse that the appeal had been denied. He further stated he only
completed an SNFABN for residents going off Medicare Part B which covered therapy after Medicare Part A had been exhausted. He
stated if someone goes off Medicare Part A due to refusal of therapy the resident or responsible party would not receive and
SNFABN. He stated Resident #3 was on Medicare Part A and discharged from Medicare Part A which was why she did not

get aSNFABN. During an interview on 7/15/2020 at 12:28 PM the Administrator stated the process for the SNFABN should have
been followed for Resident #3. He concluded by review of the documentation available the process was not followed for

Resident #3 and the process would be corrected.
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