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F 0602 Protect each resident from the wrongful use of the resident's belongings or money.

Level of Harm - Minimal harm Based on interview and record review the facility failed to ensure a resident's (Tablet Computer) was not
or potential for actual harm misappropriated for 1 of 3 residents (R1) reviewed for misappropriation of property.

Residents Affected - Few The findings include:

The facility's Abuse Report Final Form dated 6/18/25 shows, On 6/6/25 when [R1]'s friend came to visit her,
she reported to the daughter that the (Tablet Computer) was missing and the daughter reached out to [V3]
unit manager to inform her .On 6/9/25 [V1], administrator was able to identify that one of the daughter's
friends came to see [R1] 6/4/25 around dinner. [R1] was sitting in the nurse's station with her (Tablet
Computer) and when the friend arrived, she removed it from the nurse's station and place back in room .On
6/14/25, [V10], Nursing Supervisor called [V1], Administrator around 2:00 PM stating that [V7], [R1]'s
daughter called her and informed her that the (Tablet Computer) had been pinged in a proximity of [local
hotel] [Local Police] were informed of the allegation of the missing (Tablet Computer) and will investigate .

The schedule for 6/4/25 and 6/5/25 was reviewed. V5, Certified Nursing Assistant (CNA) was assigned to R1
on 6/4/25 PM shift, V6 (Agency CNA) was assigned to R1 on 6/4/25 Night shift and V4 (CNA) was assigned
to R1 on 6/5/25 Day shift.

On 6/25/25 at 12:46 PM, V5 said that she took care of R1 on the PM shift of 6/4/25. V5 said that she
remembers R1's (Tablet Computer) being on her night stand plugged in when she put her into bed for the
evening. V5 said that R1 uses her (Tablet Computer) daily and she would have noticed if it was not there.
On 6/25/25 at 12:16 PM, V6 was contacted with no answer.

On 6/25/25 at 12:08 PM, V4 said that he went in to get R1 up around 7:20 AM on 6/5/25 and noticed the
(Tablet Computer) was missing. V4 said that the (Tablet Computer) is always plugged in and placed on her

night stand when she is not using it. V4 said that R1 uses her (Tablet Computer) daily.

(continued on next page)
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F 0602 An undated Police Incident/Offense Report shows, On June 14, 2025, | was dispatched to [Facility] for a
theft. According to dispatch, the complainant reported that her mother's (Tablet Computer) Wi-Fi + Cellular
Level of Harm - Minimal harm or had been stolen . said that she was able to locate the (Tablet Computer) by using the Find My Phone app.
potential for actual harm According to the app, on today's date, the (Tablet Computer) was online at [Local Hotel] .[V1] noted that only
one Certified Nursing Assistant [Redacted] was temporarily hired by [Facility] on 4/4/25 | requested [Local
Residents Affected - Few Police Department] visit [Local Hotel] to determine if anyone with the name [Redacted] was staying there.

According to [Local Police Department] , they made contact with the hotel clerk, who stated that [Redacted]
checked out from the motel on today's date .

On 6/25/25 at 2:07 PM, V1 (Administrator) verified that it was V6's name that was redacted on the police
report. V1 said that V6 is an agency CNA that only worked at the facility on 6/4/25 and was the CNA that
provided care to R1 that night. V1 said that V6 was seen on camera going into R1's room a couple times
throughout the night. V1 said that she has tried to contact V6 on multiple occasions with no returned call. V1
said that the police have also tried to contact her with no returned call.

The facility's Abuse and Neglect Policy revised on 4/25/25 shows, It is the policy of the facility to provide
professional care and services in an environment that is free from any type of abuse, corporal punishment,
misappropriation of property, exploitation, neglect or mistreatment .Financial abuse includes, but not limited
to deliberate misplacement, misappropriation, exploitation or otherwise taking advantage of a resident's
money or property temporarily or permanently .
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