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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm Based on interviews and record reviews, it was determined that the facility failed to report (1.)
misappropriation of residents' property and (2.) an injury of unknown origin to the state agency. This

Residents Affected - Few was evident for 2 (Resident #78 and #91) out of 2 residents who were reviewed for reporting during

the recertification survey.The findings include:

1. On 06/22/2026 at 9:37 AM, an interview with Resident #78 was conducted. They reported that they
had lost a ring while at the facility about a month ago. The ring was worth about $680.

On 06/23/2026 at 11:10, an interview with Staff #3, Activities Director and facility Administrator was
conducted. They confirmed that they were aware that Resident #78's ring was lost. They further
reported that upon the facility's internal investigation, they found out that the ring was given to a
facility staff member who had left with the ring to go shopping but never came back with it. The
facility's administrator stated that the resident's property should not have left the facility.

On 06/23/2026 at 1:19 PM, a review of the internal investigation report was conducted. The review
revealed that the facility became aware of the lost ring on 3/27/2026.

On 06/23/2026 at 2:25 PM, during a brief follow-up interview with the administrator, when asked if
the lost ring was reported to the state agency, the administrator stated that she did not report but had
notified the local police after the incident. She further stated that at the time of the investigation, she
did not consider the concern as misappropriation of property and therefore did not report the concern
to the state agency

2. 0n 6/24/2026 at 11:16 AM, a review of the facility's investigation documentation regarding
Resident #91's injury of unknown origin was completed. The facility became aware of Resident #91
having a new right upper forehead hematoma on 5/3/2026 at 9 AM. The facility initially reported the
incident to the State Office of Health Care Quality (OHCQ) on 5/4/2026 at 6:07 PM.

On 6/24/2026 at 2:18 PM, an interview with the Nursing Home Administrator (NHA) was conducted.
The surveyor made the NHA aware that the submission of the initial report was past the 24-hour
required reporting time. The NHA acknowledged and stated that they were aware that the initial
reporting of this incident was submitted late.
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