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F 0567 Honor the resident's right to manage his or her financial affairs.
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F 0567 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, facility staff failed to prevent the commingling of nine residents (Resident #6, #7,
Level of Harm - Minimal harm or #8, #9, #10, #11, #12, #13, and #14) personal funds with the facility operating funds out of 13 sampled

potential for actual harm residents. The facility census was 28.1.Review of the facility's admission assessment, revised 09/12/25,
showed:-The facility must establish and maintain a system that assures a full and complete separate
Residents Affected - Some accounting, according to generally accepted accounting principles;-The system must preclude any

commingling of resident funds with facility funds or with funds any other person other than the resident;-The
individual financial record must be available to the resident through quarterly statements and upon
request;-The facility must refund the resident or the resident representative any and all funds due to the
resident within 30 days from the date of the resident's discharge. 2.Review of the facility-maintained
Accounts Receivable (AR) Aging report, dated 12/17/25, showed the following residents with personal funds
held in the facility operating account:Resident Amount Held in Operating Account #6 $1097.89 #7 $3316.00
#8 $8445.00 #9 $1840.00#10 $3698.83#11 $1075.00#12 $1342.04#13 $564.49#14 $1380.00Total $22,759.
25During an interview on 12/17/25 at 10:25 A.M., the administrator said he/she reviews the facility's AR
Aging report monthly when he/she prints the billing statements to send out to the resident or their responsible
party. The administrator said if he/she notices a credit owed to a resident he/she will email the Director of
Operations (DOO) and the Director of Accounts Payable/Accounts Receivable ((NAME]/AP) to advise them
of the credit owed and request a refund be issued at that time. The administrator said he/she cannot issue a
refund from the facility or update the AR Aging report. The administrator said resident refunds and updating
the AR Aging report are only completed at the corporate level. The administrator said he/she is aware the
facility has multiple credits on their AR Aging report and knows refunds are owed to those residents. The
administrator said he/she has emailed the DOO and [NAME]/AP multiple times to request the refunds be
issued. The administrator said he/she knows all refunds should be issued within 30 days of the resident's
discharge date , but he/she is not able to do that as he/she must go through the corporate office to get those
completed. The administrator said the DOO is responsible to review the accounts receivable aging report
each month, approve credits to be refunded, and notify [NAME]/AP to issue the check. The administrator
said the DOO is supposed to ensure the facility gets a copy of the refund check but he/she said those are not
sent to the facility so he/she can't track what is refunded timely. The administrator said he/she is aware the
facility has credits more than 30 days old that need to be refunded, and he/she said the only reason he/she
knows they aren't refunded within 30 days is due to the DOO not approving the refunds timely. The
administrator said the facility does not have written permission to hold the resident money after discharge.
During an interview on 12/17/25 at 9:45 A.M., the DOO said he/she is responsible to review the facility AR
Aging report monthly and ensure all credits are refunded timely. The DOO said refunds are to be issued
within 30 days of a resident discharge. The DOO said he/she is the person who makes the decision of when
a resident refund is issued. The DOO said once he/she approves the resident refund he/she notifies
[NAMEJ)/AP who is responsible to cut the check. The DOO said [NAME]/AP does not issue any checks
without his/her approval. The DOO said [NAME]/AP is responsible to update the AR Aging report once
he/she issues the refund check. The DOO said he/she is aware [NAME]/AP has not updated the AR Aging
report timely. The DOO said they do not send a copy of refund checks to the facility either. The DOO said
he/she is aware the facility has outstanding credit balances due to the residents and he/she is aware they
have not been issued within the 30-day timeframe. The DOO said he/she does not approve to issue a
resident refund timely because sometimes we financially can't do it. The DOO said the facility does not have
written permission to hold these credits in the facility operating account. The DOO said the administrator has
communicated with him/her regarding approval of resident refunds frequently. Complaint #2695026
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