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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

34608

Based on interviews and record reviews, the facility failed to ensure a Notice of Medicare Non-Coverage 
(NOMNC) Form (CMS-10123) was given to all Medicare beneficiaries who were discharged home with 
benefit days remaining, at least two days before the end of a Medicare covered Part A stay, for 3 (Resident 
#201, Resident #202, Resident #203) of 3 (Resident #201, Resident #202, Resident #203) sampled 
residents reviewed for beneficiary notification. 

Findings:

Resident #201

Review of Resident #201's medical record revealed, in part, Resident #201 was admitted for Medicare Part A 
services on 09/03/2024, and was discharged home on 09/20/2024. 

Review of Resident #201's Notice of Medicare Non-coverage (NOMNC) form revealed, in part, Resident 
#201's last covered day of Medicare Part A services was on 09/20/2024. Further review revealed there was 
no notification date documented on the NOMNC form. 

Resident #202

Review of Resident #202's medical record revealed, in part, Resident #202 was admitted for Medicare Part A 
services on 12/13/2024, and was discharged home on 12/27/2024. 

Review of Resident #202's Notice of Medicare Non-coverage (NOMNC) form revealed, in part, Resident 
#202's last covered day of Medicare Part A services was on 12/27/2024. Further review revealed Resident 
#202's representative was notified via telephone on 12/27/2024 that Resident #202's last covered day of 
Medicare Part A services was 12/27/2024. 

Resident #203

Review of Resident #203's medical record revealed, in part, Resident #203 was admitted for Medicare Part A 
services on 11/04/2024, and was discharged home on 11/15/2024. 

(continued on next page)
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F 0582

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Review of Resident #203's Notice of Medicare Non-coverage (NOMNC) form revealed, in part, Resident 
#203's last covered day of Medicare Part A services was on 11/15/2024. Further review revealed Resident 
#203 was notified on 11/14/2024 of Resident #203's last covered day of Medicare Part A services was 
11/15/2024.

In an interview on 02/05/2025 at 8:59AM S2Minimum Data Set Coordinator confirmed Resident #201, 
Resident #202, and Resident #203 was not notified via NOMNC (CMS-10123) Form at least two days before 
the last covered day of the Medicare Part A services and it should have been. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Verify that a nurse aide has been trained; and if they haven't worked as a nurse aide for 2 years, receive 
retraining.

46361

Based on interview and record review, the facility failed to ensure Certified Nursing Assistant (CNA) registry 
verification was completed prior to hire for 1 (S6Nursing Assistant [NA]) of 5 (S3CNA, S4CNA, S5NA, 
S6CNA, S7CNA) personnel records reviewed for registry verification.

Findings:

Review of S6NA's personnel record revealed a hire date of 05/20/2024. Further review revealed no 
documented evidence, and the facility did not present any documented evidence, a CNA registry check was 
obtained prior to hire for S6NA.

In an interview on 02/05/2025 at 12:10PM S1Director indicated a CNA registry check was not obtained prior 
to hire for S6NA, as required.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide behavior health training consistent with the requirements and as determined by a facility assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46361

Based on interview and record reviews, the facility failed to ensure a staff member received dementia 
trainings for 1 (S3Certified Nursing Assistant [CNA]) of 5 (S3CNA, S4CNA, S5Nursing Assistant [NA], 
S6CNA, S7CNA) personnel records reviewed for required trainings.

Findings:

Review of the facility's Skilled Nursing Facility assessment dated [DATE] revealed, in part, the facility had 31 
residents with behavioral health needs, and serviced a population that was typically over [AGE] years old. 
Further review revealed CNAs were to receive trainings on Bathing and Dementia Care and Communicating 
with Residents with Dementia during orientation and/or annual competencies.

Review of S3CNA's personnel record revealed, in part, no documented evidence, and the facility did not 
present any documented evidence, S3CNA received trainings on Bathing and Dementia Care and 
Communicating with Residents with Dementia during orientation and/or annual competencies.

In an interview on 02/04/2025 at 4:25PM, S1Director indicated S3CNA had not received the above 
mentioned dementia trainings as determined to be required in the facility's Skilled Nursing Facility 
Assessment. 

44195185

04/30/2025


