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F 0551 Give the resident's representative the ability to exercise the resident's rights.

Level of Harm - Minimal harm (continued on next page)
or potential for actual harm

Residents Affected - Few
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F 0551 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure one sampled resident's (Resident #3)

Level of Harm - Minimal harm or representative/power of attorney was able to exercise his/her rights to make financial decisions on behalf of

potential for actual harm the resident out of four sampled residents. The facility census was 145 residents. Review of the facility
Resident Rights Policy dated 8/2020 showed: -Promote and protect the rights of all residents at the facility.

Residents Affected - Few -All residents have a right to a dignified existence, self-determination, and communication with and access to

persons and services inside and outside the facility including those specified in the policy. -The facility will
ensure that the resident can exercise his or her rights without interference, coercion, discrimination, or
reprisal from the facility. -State and federal laws guarantee certain basic rights to all residents of the facility
including but not limited to: --Visit and be visited by others from outside the facility. --Use a telephone in
privacy. --Treat the decisions of a resident representative as the decisions of the resident to the extent
required by the court or delegated by the resident. Review of the facility undated Customer Service Program
showed: -The average consumer (customer) makes decisions regarding the quality of care by how they feel
about the care and the way they are treated. -The obvious customer is the resident or patient in the
long-term-care facility. -A critical customer is the family member of the residents. -Residents and family
members have a desire to trust the people who are in charge of caring for their loved one. -Establishing trust
is critical to effective customer service. -When a customer trusts the caregiver, the customer is happy and
spread a positive reputation into the community. -Respect for the individual is critical to customer service.
-Working as a team necessitates respect for the individual as well as the team. Review of the undated facility
admission Agreement showed: -The resident is a person who is being admitted to the facility. -Resident
under this agreement also applies to the resident's agent/attorney-in-fact, representative, or any person
signing this agreement. -Resident representative includes an individual chosen and authorized by the
resident to act on behalf of the resident in order to support the resident indecision making, manage financial
matters, or receive notifications. -The resident and/or resident representative agree to pay for
accommodations and services by the facility. -By signing this agreement, resident representative agrees that
he/she has access to the resident's income, assets and resources to pay for the resident's care at the facility.
1.Review of Resident #3's admission Record showed the resident was admitted on [DATE] with diagnoses
including dementia, muscle wasting and atrophy. Review of the resident's Minimum Data Set (MDS- a
federally mandated assessment instrument completed by facility staff for care planning) dated 10/30/25
showed the resident was moderately cognitively impaired. Review of the resident's admission Agreement
dated 10/30/25 showed the resident signed the agreement for admission. NOTE: There were no letters of
incapacitation noted in the resident's chart. During an interview on 12/7/25 at 9:30 A.M. Family Member A
said: -On 10/29/25 he/she met with Liaison A for the facility and selected the facility for short-term rehab for
his/her family member.-The facility admission sheet listed him/her as power of attorney (POA) for financial
and as an emergency contact #1. -Staff claimed there had been no family contact for three weeks and there
was no POA on file. -On 11/3/25 he/she spoke to the Social Worker (SW) about rehabilitation. -Despite
knowing he/she was the resident's POA, the facility caused or allowed the resident's social security direct
deposit to be changed around 11/12/25 to an account under the facility's control. Review of the facility emails
dated 11/21/25 through 11/28/25 showed: -Family Member A initiated contact with the SW on 11/21/25 at
2:46 P.M. to clarify POA status, medical records request and care planning for the resident. -On 11/21/25 an
email alleged Liaison A was aware of the POA which was a key factor in selecting the facility. -On 11/25/25
Family Member A was sent a follow up email requesting information related to the resident's POA, updated
for bed accommodations and equipment as well as home-care support needs. -On 11/26/25 the Social
Services Director emailed Family Member A rejecting the completed POA paperwork and requested a new
document be completed. -The Social Services Director responded to Family Member A that the resident
would need to see a physician for an order for a hospital bed at home, would need 24-hour care and he/she
was working on a primary care physician for the resident. -On 11/26/25 the Social Services Director sent a
follow up email to Family Member A with medical information and referrals for the resident. Review of the
POA document for the resident showed: -The POA was drafted on 5/27/25. -Family Member A was
appointed Attorney-in-fact for financial and legal matters. Review of resident's hospital records dated
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