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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 Long-Term Care Ombudsman of
a resident transfer or discharge for three Residents (#51, #55, & #58) of three residents reviewed for
Residents Affected - Few discharge processes. Findings include:Resident #51 (R51)

A review of R51's Electronic Medical Record (EMR) indicated she was transferred to the hospital
emergency department on 1/14/26. Review of the documentation provided to the Long-Term Care
Ombudsman in January, indicated they were not notified of the resident's discharge from the facility.

Resident #55

Review of R55's EMR indicated he was transferred to the hospital on 4/14/26. Review of the
documentation provided to the Long-Term Care Ombudsman in April, indicated they were not notified
of the resident's discharge from the facility.

Resident #58 (R58)

Review of R58's Electronic Medical Record (EMR) revealed initial admission to the facility on
7/24/25.

Review of a progress note dated 12/18/25 at 3:08 PM read, in part: VISIT TYPE: Discharge. lateral
transfer to [facility name] .

Review of a facility census report confirmed a discharge date of 12/18/25.
Review of the December 2025 Ombudsman notification record revealed R58 was not included.

On 7/7/2026 at 3:10 PM, an interview was conducted with Coordinator of Social Services |, who
stated she was in charge of notifying the Ombudsman while the facility did not have a medical
records person. Coordinator of Social Services | stated she would just run the report on matrix to ask
for admit/discharge report. Coordinator of Social Services | stated she didn't know that all discharges
were to be sent to the Ombudsman.

At 3:18 PM on 7/7/2026 and Nursing Home Administrator (NHA) stated the Medical Records person
left on 2/24/26. The NHA stated the Coordinator of Social Services was asked to take over the
(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0628 notification of the Ombudsman at that time.
Level of Harm - Minimal harm Review of the facility's policy titled Discharging the Resident revised in December of 2016, did not
or potential for actual harm indicate that an Ombudsman should be notified for any of the described discharges.

Residents Affected - Few
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