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Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to provide R1's durable power of attorney (DPOA- a
legal document that names a person to make healthcare decisions when the resident is no longer able
to) with the Medicare Liability Notice, CMS 101123- Notice of Medicare Non-Coverage (NOMNC) prior
to the last day of skilled coverage on 05/21/2026. Findings included:- R1 admitted to the facility on
[DATE] and discharged home to his independent living apartment on 05/22/2026. R1's Electronic
Medical Record (EMR) documented diagnoses of acute kidney failure (inability of the kidneys to
excrete waste, concentrate urine, and conserve electrolytes), dementia (a progressive mental
disorder characterized by failing memory and confusion), and cognitive communication deficit (an
impairment in organization, sequencing, attention, memory, planning, problem-solving, and safety
awareness). R1's admission Minimum Data Set (MDS) dated 04/24/2026 documented he had a Brief
Interview for Mental Status (BIMS) score of nine, which indicated moderate cognitive impairment. The
Cognitive Loss/Dementia Care Area Assessment (CAA) dated 04/30/2026 documented R1 had a BIMS
score of nine, which indicated moderate cognitive impairment. R1 had a diagnosis of dementia and
was able to make his needs known. R1's 04/30/2026 Care Plan documented R1 had problems with
temporal orientation and short-term memory due to a diagnosis of dementia. The Care Plan
documented the following interventions:04/30/2026- Staff always told R1 what they were going to do
before they initiated care.04/30/2026- Staff anticipated R1's needs and helped with them, such as
toileting, meals, and grooming.04/30/2026- R1 needed simple choices to allow him to make decisions
with his care, such as clothes to wear, activities to attend, and food choices at meals.04/30/2026- R1
needed his call light within reach to call for assistance if he remembered.04/30/2026- Staff provided
cueing and prompting for decisions and participation in his care as needed. R1's medical record
revealed the following: A Nursing note on 04/21/2026 at 02:32 PM, documented R1 admitted around
01:40 PM via facility transportation and R1 required a Hoyer lift. R1's Notice of Medicare
Non-Coverage documented his skilled services coverage would end on 05/21/2026. R1 and Social
Services X signed and dated the notice on 05/19/2026. A Social Services note on 05/19/2026 at
03:05 PM, documented the facility issued a NOMNC with a last day of coverage date of 05/21/2026
and an anticipated discharge from skilled rehabilitation on 05/22/2026. The facility presented the
NOMNC to R1 and he voiced an understanding of the coverage date, discharge date , and his right to
appeal. R1 indicated he was not ready to return to his prior living environment because he could not
walk. R1 requested the appeal contact to be written in large numbers so he could appeal. R1's medical
record lacked evidence that the facility sent R1's DPOA the NOMNC or attempted to call R1's DPOA to
discuss the NOMNC and R1's right to appeal. A Social Services note on 05/21/2026 at 03:18 PM,
documented Social Services X visited R1 to clarify his discharge plan. R1's DPOA had not spoken with
IDT since the care plan meeting and she had not returned calls. R1 indicated he did not appeal the
NOMNC, and the facility never received a notice of appeal. Social Services X presented R1 with a
Skilled Nursing Facility Advance Beneficiary Notice of Non-Coverage (SNF ABN) and R1 indicated he
did not want skilled rehab services to continue as he did not have resources to continue skilled rehab
services out-of-pocket. R1 stated he planned to discharge to his previous living environment and
(continued on next page)
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needed assistance with discharge transportation. R1 stated he was open to home health transitional
services and he did not have a provider preference. The facility sent a referral to a home health
service. R1's DPOA called and discussed R1's discharge plan with Social Services X. R1's DPOA
requested referral packets be sent to LTC facilities. Social Services X compiled a referral packet to
be sent to appropriate facilities. R1's DPOA spoke with Administrative Staff A, who clarified that R1
was not accepted for in-house long-term care. A Physical Therapy (PT) PT Discharge Summary dated
05/21/2026, documented R1 made improvement over the course of treatment but was limited, likely
due to lack of R1's full participation in PT sessions. R1's bed mobility improved from total assistance
to supervision, and his transfers improved from total assistance to moderate assistance. R1 refused
to participate in standing tolerance training or gait training. R1's insurance denied further skilled stay.
R1 did not have a discharge plan in place at that time. Therapy documented a discharge home alone
for R1 was not recommended. A Nursing note on 05/22/2026 at 10:30 AM, documented R1 discharged
from the facility at 10:30 AM. The facility sent R1's personal belongings and his medications with him.
On 06/11/2026 at 01:01 PM, R1's representative stated she was R1's DPOA and the facility had a
care plan meeting a couple weeks prior to his discharge. She stated therapy discussed how R1 was
not progressing and that he would need long-term care, to which she agreed. R1's DPOA stated she
visited R1 on 05/21/2026 and he was very upset because the facility told him had to leave because
his insurance ran out. She stated she immediately went to the front desk to talk to Social Services X,
but she was gone. She stated the facility did not contact her about the NOMNC and R1's right to
appeal and she would have appealed it if she received the NOMNC. R1's DPOA stated after the care
plan meeting, the facility never contacted her about further healthcare decisions except for new
orders and results. On 06/08/2026 at 01:31 PM, Social Services X stated she presented a resident
with a NOMNC 48-hours prior to discharge from skilled services, and she met with the resident to talk
to them about their discharge plan. She stated if a resident had a DPOA in place, she contacted the
DPOA. She stated when she presented R1 with the NOMNC, he was concerned about returning to his
prior living environment and intended to appeal but did not end up appealing. Social Services X stated
R1's DPOA was not present when she issued the NOMNC, and she did not try to call R1's DPOA when
she issued the NOMNC to R1. She stated she presented R1 with the NOMNC because she could not
get ahold of R1's DPOA previously. She confirmed there was no documentation that noted the facility
could not get ahold of R1's DPOA prior to the note on 05/21/2026. Social Services X stated if a
resident had a BIMS score lower than 12 then their DPOA should be contacted. On 06/08/2026 at
02:22 PM, Administrative Staff A stated the Social Services X delivered the NOMNC to the resident
and their family. She stated it depended on the resident's cognition on who received the NOMNC but a
lot of times the facility issued it to the resident unless they knew their DPOA was active. The facility
did not provide a policy on beneficiary notice.
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Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is
prepared for a safe transfer/discharge.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to develop and implement an effective discharge plan
in consideration with R1 and his Durable Power of Attorney (DPOA). The facility failed to ensure R1
safely discharged , including notifying his DPOA that he discharged and providing her with
post-discharge instructions for R1. Findings included:- R1 admitted to the facility on [DATE] and
discharged home to live independently on 05/22/2026. R1's Electronic Medical Record (EMR)
documented diagnoses of acute kidney failure (inability of the kidneys to excrete waste, concentrate
urine, and conserve electrolytes), dementia (a progressive mental disorder characterized by failing
memory and confusion), and cognitive communication deficit (an impairment in organization,
sequencing, attention, memory, planning, problem-solving, and safety awareness). R1's admission
Minimum Data Set (MDS) dated 04/24/2026, documented he had a Brief Interview for Mental Status
(BIMS) score of nine, which indicated moderate cognitive impairment. R1 was dependent on staff for
toileting hygiene, showering, dressing, and transfers. The Cognitive Loss/Dementia Care Area
Assessment (CAA) dated 04/30/2026, documented R1 had a BIMS score of nine, which indicated
moderate cognitive impairment. R1 had a diagnosis of dementia and was able to make his needs
known. The Activities of Daily Living (ADL) Functional/Rehabilitation Potential CAA dated
04/30/2026, documented needed staff assistance with both mobility and completion of ADLs. R1 was
non-ambulatory and required staff assistance with two staff for safe transferring using the Hoyer lift.
R1's goal was to return home, but therapy recommended long-term care at that time. R1's 04/30/2026
Care Plan documented R1 had problems with temporal orientation and short-term memory due to a
diagnosis of dementia. The plan documented the following interventions:04/30/2026- Staff always
told R1 what they were going to do before they initiated care.04/30/2026- Staff anticipated R1's
needs and helped with them, such as toileting, meals, and grooming.04/30/2026- R1 needed simple
choices to allow him to make decisions with his care, such as clothes to wear, activities to attend,
and food choices at meals.04/30/2026- R1 needed his call light within reach to call for assistance if
he remembered.04/30/2026- Staff provided cueing and prompting for decisions and participation in
his care as needed. R1's Care Plan did not address his ADL assistance requirements or his discharge
goals and plan. R1's medical record revealed the following: A Nursing note on 04/21/2026 at 02:32
PM, documented R1 admitted around 01:40 PM via facility transportation and R1 required a Hoyer lift.
A Nursing note on 05/04/2026 at 04:04 PM, documented R1 was non-compliant with care and he
appeared less motivated to complete ADLs. The nurse updated R1's DPOA on lab results and new
orders. R1's DPOA expressed concerns with how therapy was going and she was transferred to the
therapy department for an update. R1's DPOA stated she would try to go to the facility the next week
to see if R1 wanted to go on hospice or do more therapy and be compliant with cares. R1's medical
record lacked documentation of discharge planning from 04/21/2026 to 05/07/2026. A Care
Conference Report on 05/08/2026, documented the facility held an initial care plan meeting in the
social services office. Social Services X, Administrative Nurse D, and Therapy GG present with R1's
DPOA on the phone. R1 did not wish to be present for the care plan meeting. Therapy GG gave an
update on R1's progress with therapy and stated R1 sometimes participated, but also asked therapy
to come back later or stated he did not want therapy that day. R1 was not very motivated, would
sometimes get up in his wheelchair, but preferred to stay in bed. R1 was unable to ambulate and
required substantial/maximal assistance for mobility and ADLs. Therapy GG indicated that R1's
cognition was a barrier. The interdisciplinary team (IDT) indicated to R1's DPOA that R1 may need a
higher level of care upon discharge. Administrative Nurse D indicated R1 needed 24-hour care at that
time. R1's DPOA stated R1 did not have Medicaid, and he would do what he wanted which was
probably go back home. She asked how to get Medicaid for R1 and Social Services X indicated R1
(continued on next page)
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needed to provide R1's DPOA with bank statements. R1's DPOA stated she had not been to visit R1
yet but planned to the following week to have the hard conversation with R1 regarding discharge and
the Medicaid application. R1's DPOA stated R1 lived at home alone and handled his own bills. Social
Services X asked R1's DPOA to give her a call once she spoke with R1 and let her know what the plan
was, so Social Services X could send any referrals needed. R1's DPOA stated she would and
indicated she felt overwhelmed because she was all R1 had, and she was busy with work. R1's DPOA
stated she would talk to R1 and give Social Services X a call the following week. IDT indicated that it
was a good plan, and they would reconvene once they had more information. R1's medical record
lacked evidence of follow-up for R1's discharge plans from 05/09/2026 to 05/18/2026. A Social
Services note on 05/19/2026 at 03:05 PM, documented the facility issued a Notice of Medicare
Non-Coverage (NOMNC) with a last day of coverage date of 05/21/2026 and an anticipated discharge
from skilled rehabilitation on 05/22/2026. The facility presented the NOMNC to R1 and he voiced an
understanding of the coverage date, discharge date , and his right to appeal. R1 indicated he was not
ready to return to his prior living environment because he could not walk. R1 requested the appeal
contact to be written in large number so he could appeal. R1's medical record lacked evidence the
facility attempted to call R1's DPOA related to his discharge plans from 05/09/2026 to 05/20/2026. A
Social Services note on 05/21/2026 at 03:18 PM, documented Social Services X visited R1 to clarify
his discharge plan. R1's DPOA had not spoken with IDT since the care plan meeting and she had not
returned calls. R1 indicated he did not appeal the NOMNC and the facility never received a notice of
appeal. Social Services X presented R1 with a Skilled Nursing Facility Advance Beneficiary Notice of
Non-Coverage (SNF ABN) and R1 indicated he did not want skilled rehab services to continue as he
did not have resources to continue skilled rehab services out-of-pocket. R1 stated he planned to
discharge to his previous living environment and needed assistance with discharge transportation. R1
stated he was open to home health transitional services and he did not have a provider preference.
The facility sent a referral to a home health service. R1's DPOA called and discussed R1's discharge
plan with Social Services X. R1's DPOA requested referral packets be sent to LTC facilities. Social
Services X compiled referral packet to be sent to appropriate facilities. R1's DPOA spoke with
Administrative Staff A who clarified that R1 was not accepted for in-house long-term care. A Physical
Therapy (PT) PT Discharge Summary dated 05/21/2026, documented R1 made improvement over the
course of treatment but was limited, likely due to lack of R1's full participation in PT sessions. R1's
bed mobility improved from total assistance to supervision and his transfers improved from total
assistance to moderate assistance. R1 refused to participate in standing tolerance training or gait
training. R1's insurance denied further skilled stay. R1 did not have a discharge plan in place at that
time. Therapy documented a discharge home alone for R1 was not recommended. A Nursing note on
05/22/2026 at 10:30 AM, documented R1 discharged from the facility at 10:30 AM. The facility sent
R1's personal belongings and his medications with him. On 06/11/2026 at 01:01 PM, R1's
representative stated she was R1's DPOA and the facility had a care plan meeting a couple weeks
prior to his discharge. She stated therapy discussed how R1 was not progressing and that he would
need long-term care to which she agreed. R1's DPOA stated in the care plan meeting, she said she
and R1 needed to apply for R1 to get Medicaid, and she asked the facility for referrals. She stated
they did not get a discharge plan in place because the facility said she needed to get R1 on Medicaid
before they would send referrals. R1's DPOA stated she visited R1 on 05/21/2026 and he was very
upset because the facility told him had to leave because his insurance ran out. She stated she
immediately went to the front desk to talk to Social Services X, but she was gone. She stated she
talked to Administrative Staff A and told her she wanted referrals sent out to places that would
accept him as Medicaid pending. She stated the facility did not contact her about the NOMNC and R1's
right to appeal because she would have appealed it if she received the NOMNC. R1's DPOA stated
after the care plan meeting, the facility never contacted her about further healthcare decisions except
for new orders and results. She stated the facility did not start discharge planning with her and R1
(continued on next page)
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when he admitted . She stated the facility discharged him to his former independent living apartment
and left him there. The independent living contact called her and told her R1 was at his apartment, and
it was not safe. She stated that was how she found out R1 had been discharged from the facility. R1's
DPOA stated she called the facility and asked what they did with R1 when they had discussed
sending referrals to nursing homes and the facility did not really have an answer as to why they
discharged him in that way. She stated the facility never called her to tell her R1 was being
discharged that day, nor did they go over any post-discharge instructions with her. On 06/08/2026 at
01:31 PM, Social Services X stated skilled resident discharge planning started on admission and the
facility liked to have at least one care plan meeting before the resident discharged . She stated when
she presented a resident with a NOMNC 48-hours prior to discharge from skilled and she met with the
resident to talk to them about their discharge plan. She stated the resident's care plan documented
whether the resident planned to stay in the facility or discharge. She stated when she presented R1
with the NOMNC, he was concerned about returning to his prior living environment and intended to
appeal but did not end up appealing. Social Services X stated R1's DPOA indicated his prior living
environment was not good and she wanted R1 to go somewhere else. She stated when the facility
discussed what R1's options were with R1's DPOA, R1's DPOA had no knowledge about his resources
and Social Services X requested she had a conversation with R1 about his resources and what he
wanted to do. Social Services X stated she had not tried to call R1's DPOA when she issued the
NOMNC to R1. On 06/08/2026 at 01:50 PM, Administrative Nurse D stated when a resident admitted ,
the facility tried to have a care conference within 48 to 72 hours depending on the situation and
family. She stated the care plan had the resident's discharge plan and she tried to get the care plan in
as soon as she completed the MDS and whenever something came up. On 06/08/2026 at 02:22 PM,
Administrative Staff A stated the facility had a care plan meeting to assess and figure out the
resident's goals and review the resident's progress with the family as they went along. She stated
the facility tried to prepare the resident as much as possible before they had to issue a NOMNC.
Administrative Staff A stated the facility went over the resident's discharge planning as much as they
could in the care plan meeting. On 06/08/2026 at 02:29 PM, Administrative Nurse E stated that
usually Social Services helped a resident with discharge planning and discharge planning started as
soon as a resident admitted to the facility. She stated every resident had a care plan meeting to go
over discharge goals and plans and if they felt safe going home. The facility's Discharge Planning
Process policy, effective November 2017, directed a discharge plan was consistent with the
discharge rights and included the following:1. The discharge needs of each resident were identified
and resulted in the development of a discharge plan for each resident.2. The facility regularly
re-evaluated residents to identify changes that required modification of the discharge plan and the
facility updated the discharge plan as needed to reflect those changes.3. The facility involved the IDT
in the ongoing process of developing the discharge plan.4. The facility considered the resident's
caregiver/support person's availability and the resident or caregiver/support person's capacity and
capability to perform required care, as part of the discharge needs.5. The facility involved the
residents and their representatives in the development of the discharge plan and informed the
residents and their representatives of the final plan.6. The facility addressed the resident's goals of
care and treatment preferences.7. The facility documented that the resident had been asked about
their interest in receiving information regarding their return to the community.
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