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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or bed-hold
policies.

Level of Harm - Minimal harm

or potential for actual harm Based on interview and record review the facility failed to notify the local emergency room hospital of a
resident's transfer for 1 of 1 resident (R1) reviewed for admission, transfer and discharge. Findings

Residents Affected - Few include:On 8/12/2025 at 11:30am V4(Nurse) said that R1 had an unwitnessed fall and was found on the

bedroom floor with a pillow under his head, V4 said that R1 is alert and oriented times one and unable to say
what happened R1 was assisted to the bed and the nurse practitioner gave orders to send to the local
emergency room for an evaluation. V4 said that she gave report to the oncoming nurse of the incident,
prepared documents, while R1 was waiting for the ambulance to arrive, V4 said she did not notify the local
emergency room hospital of R1 transfer because she did not know when the ambulance would arrive,
V6(Nurse) expressed understanding. On 8/12/2025 at 1:00pm V6(Nurse) said that he received report from
the ongoing nurse of R1 fall and that R1 is alert but confused and would not be able to say what happened to
him. V6 said when the ambulance arrived, he gave documents to the ambulance, and he did not notify the
local emergency room of R1 arrival for an evaluation of a fall that is for the ambulance driver to do we don't
do that here. On 8/12/2025 at 1:10pm V2 (Director of Nursing-DON) said | expect all nurses to notify the
receiving facility of a transfer even if they can advocate for themselves or not, R1 is confused and cannot
speak for himself the local emergency room hospital should have been notified.On 8/12/2025 at 1:15pm
V1(Administrator) said | expect all nurses to give a full report to the receiving facility of any resident
transferring. An admission Record dated 8/12/2025 indicates R1 has a diagnosis of Delirium due to know
physiological condition, cognitive functions and abnormalities of the gait and mobility, a care plan dated
8/12/2025 for impaired cognitive function/dementia or impaired thought processes. Facility Policy:Transfer or
Discharge, Emergency revised 2/28/2025Policy Statement:Emergency transfers or discharges may be
necessary to protect the health and /or well -being of the resident. Procedure:4. Should it become necessary
to make an emergency transfer or discharge to a hospital or other related institution, our facility will
implement the following procedures. b. notifies the receiving facility that the transfer is being made.
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