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INITIAL COMMENTS  
 
The State Agency (SA) conducted four (4) Complaint 
Investigations (CI MS #3037822, CI MS #3006878, CI 
MS #3000785, CI MS #2994523) at the facility from  
6/15/26 through 6/16/26. CI MS# 3006878 was  
investigated regarding abuse and neglect. CI MS#  
3000785 was investigated regarding quality of care  
and neglect. CI MS# 2994523 was investigated  
regarding nursing services, quality of care and  
infection control. There were no citations related to  
these CIs. CI MS# 3037822 was investigated related  
to misuse of resident funds and failure to return the 
resident’s trust account funds upon discharge.  
During the survey, the SA determined the facility  
was not in compliance with the requirements for  
participation in Medicare and Medicaid and F569 was 
cited related to CI MS# 3037822.  
 
The facility held a license for 105 beds, with a  
census of 101 residents.  
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Notice and Conveyance of Personal Funds  
 
CFR(s): 483.10(f)(10)(iv)(v)  
 
§483.10(f)(10)(iv) Notice of certain balances.  
 
The facility must notify each resident that receives  
Medicaid benefits-  
 
(A) When the amount in the resident's account  
reaches $200 less than the SSI resource limit for one 
person, specified in section 1611(a)(3)(B) of the Act; 
and  
 
(B) That, if the amount in the account, in addition to 
the value of the resident's other nonexempt  
resources, reaches the SSI resource limit for one  
person, the resident may lose eligibility for Medicaid 
or SSI.  
 
 
§483.10(f)(10)(v) Conveyance upon discharge, eviction, 
or death.  
 
Upon the discharge, eviction, or death of a resident 
with a personal fund deposited with the facility, the
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Continued from page 1 
facility must convey within 30 days the resident's  
funds, and a final accounting of those funds, to the 
resident, or in the case of death, the individual or  
probate jurisdiction administering the resident's  
estate, in accordance with State law.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on record review and interviews, the facility  
failed to ensure personal funds that were deposited 
with the facility were returned within (30) days of  
discharge for one (1) of six (6) sampled residents.  
Resident #1.  
 
Findings Included:  
 
Record review of the “Transaction Report” dated  
6/16/26 for 11/01/25 through 7/16/26 revealed the  
resident had a credit balance of $580.07.  
 
Record review of the “Trust Statement” dated  
2/28/26 for Resident #1 revealed that she had an  
Opening Balance of $178.00 with one debit on  
2/10/26 for $21.00 for “Shampoo, Cut & Style”  
(in-facility beauty shop service) leaving a Closing  
Balance of $157.00.  
 
On 6/15/26 at 3:40 PM, during an interview the  
Administrator explained that Resident #1 was cared 
for by the facility 11/14/25 through 11/30/25 at no  
charge to the resident. She said that in January 2026 
the resident paid $3,173.92 and should have paid  
$3,343.97. She said that the resident’s account was 
charged $119.42 for the eight days she resided at the 
facility which left a credit balance of $573 due to the 
resident which had not been paid, along with the  
$157.00 that remained in her trust account.  
 
On 6/16/26 at 3:00 PM, during an interview the  
Business Office Manager (BOM) confirmed that she  
had not issued payment for the remaining balance of 
the resident’s trust fund account and that $157.00  
was due to the resident since her discharge on  
2/12/26. She confirmed that she had not been  
instructed to issue any refund to the resident.  
 
On 6/16/26 at 3:33 PM, during an interview the  
Complainant stated that he thought the facility owed 
Resident #1 the money from her resident trust fund 
account and a refund of the money left on her  
account. He said he had spoken with facility staff  
regarding the balance owed Resident #1 but could  
not remember whom he spoke.  
 
Record review of the “Admission Record” revealed  
Resident #1 was admitted to the facility on 11/14/25
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Continued from page 2 
with diagnoses that included hypertension, macular 
degeneration, depression and pain.  
 
Record review of the Discharge Minimum Data Set  
(MDS) with an Assessment Reference Date (ARD) of 
2/09/26 revealed a Brief Interview for Mental Status 
(BIMS) score of 15, which indicated the resident was 
cognitively intact.
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