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Residents Affected - Few

**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) 
representative/power of attorney was able to exercise his/her rights to make financial decisions on behalf of 
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. 
-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 
10/22/25 through 10/24/25 showed: -There was no family present during these assessments. -The resident 
was presumed to have dementia and a poor historian. -The resident could not recall the contact number for 
Family Member A, but did give a number for another family member. -Family Member A was not listed on the 
hospital documentation as an emergency contact or POA. Review of the resident's census billing showed: 
-The resident was admitted under managed care on 10/30/25 and billed appropriately. -The resident 
changed to Medicaid spending on 11/14/25. Review of the resident's Resident Fund Management Service 
showed the resident signed for his/her social security check to be directly deposited into a resident fund 
account on 11/5/25. Review of the resident's facility billing statement for 12/16/25 showed the resident's bill 
was paid in full for the month of December 2025. During an interview on 12/16/25 at 1:48 P.M. the resident 
said: -He/She was not sure how the decision was made for him/her to be admitted to the facility. -He/She did 
recall Family Member A having a conversation with someone about his/her transfer. During an interview on 
12/16/25 at 2:11 P.M. the Social Services Director said: -When the resident first admitted they did not know 
much about him/her or the family. -They knew there was a new diagnosis of dementia. -The resident did 
have a son listed and he/she tried to contact that son without success. - Family Member B phone number 
was not valid when he/she tried to make contact. -He/She located a daughter in Colorado. -Two to three 
weeks into the resident's stay there was a care plan conference, and the resident decided to stay for 
long-term care. -At that time the facility made the appropriate arrangements with the resident's finances. 
-Family Member A first contacted the facility around mid-November. -The Social Services Designee (SSD) 
sent information to Family Member B about obtaining POA. During an interview on 12/16/25 at 2:22 P.M. the 
SSD said: -In the paperwork from the hospital, the resident had two family members listed, Family Member A 
and Family Member B and both phone numbers were disconnected. -The hospital was unable to make 
contact with the family and there was no POA paperwork. -He/She got the Business Office Manager (BOM) 
involved so if the resident wanted to stay, what that would look like. -He/She got a room phone for Family 
Member B to speak with the resident. -The resident was saying conflicting things while on the phone with 
Family Member B. - Family Member B let him/her know that he/she wanted to take care of the resident. 
-He/She told Family Member B the proper paperwork that would need to be filled out, otherwise, the resident 
was still his/her own person. -In the meantime, Family Member A showed up and had POA paperwork. 
-Family Member A wanted to take the resident home. -He/She asked about the home conditions. - Family 
Member A came to pick the resident up on 12/2/25 and the resident didn't want to leave. -The resident said 
he/she had no shoes, and they just wanted his/her money. -The Administrator met with the Family Member 
A. -When BOM went over everything the resident seemed to understand the obligation to pay for his/her 
stay. During an interview on 12/16/25 at 2:38 P.M. the BOM said: -When the resident was admitted he/she 
had adult children living out of state.- Family Member B was the only one that they were able to contact. -The 
resident said he/she could handle his/her own care. -Around 11/19/25 Family Member A showed up with 
paperwork for POA. -The hospital papers did not list any POA. -Prior to the Family Member A coming in, the 
resident wanted to stay long term. -He/She set up the payee status for the resident for his/her stay. -When 
Family Member A came in, he/she went through all the paperwork from the hospital.-The family agreed for 
the resident to stay. - Family Member A was supposed to be changing the direct deposit from social security. 
During an interview on 12/16/25 at 3:40 P.M. the Director of Nursing said: -He/She was not aware of the 
POA at the resident's admission. -He/She was aware Social Services was trying to contact family without 
success. During an interview on 12/16/25 at 3:49 P.M. Liaison A said: -He/She was at the hospital and met 
with two family members in the hallway. -He/She spoke with Case Manager at the hospital in reference to the 
resident's admission at the facility. -He/She received referrals from the hospital Case Manager for skilled to 
long-term-care (LTC) and visits with the patient to assess for admission. He/she worked for the facility as a 
liaison. -The nurses were getting the resident up in the bathroom and the family was in the hallway. -The 
family asked why he/she was there to visit, and he/she introduced him/herself as from the facility. -The family 
advised one of them was the POA. -It was discussed the resident would need LTC and couldn't be home 
alone. -He/She verified who the family members were and the POA at discharge and the information was 
sent to the facility. -His/Her whole job was to help the resident transition to the facility for rehab. -It was on 
the hospital to ensure all information was sent with the resident, even though he/she had spoken to the 
family. During an interview on 12/18/25 at 11:33 A.M. Family Member A said: -He/She was in the hospital 
when the doctor suggested rehab. -Liaison A from the facility was already in the hospital and came up to talk 
with the family. -Liaison A was walking the halls and going in and out of rooms. -Liaison A was going through 
the [NAME] about the facility. -The first thing Liaison A talked about was the resident's insurance. -Liaison A 
ensured rehab could be provided and gave them a pamphlet. -Liaison A said they would pick the resident up 
and they wouldn't have to pay anything. -Liaison A spoke in detail about how they enabled the resident with 
the whole person. -They made sure he/she had a cell phone at home, Liaison A told them to not allow the 
resident to have a phone so they could focus on his/her rehab. -Liaison A then said they don't want the 
family up there so they could focus on his/her rehab, because they enable the resident. -Liaison A said there 
would be 20 days of rehab then they should pick her up for 60 days and then bring the resident back for 
another 20 days. -Liaison A told them he/she was getting the POA paperwork from the hospital and their 
contact information. -Liaison A said he/she would make sure all the paperwork was in place when the 
resident got to the facility. -Liaison A focused on no contact with the resident while the resident was in rehab 
so he/she could focus on rehab. -It was strange the facility said the resident was abandoned and got into 
his/her money right away. -The only reason they did not go in there was because they were instructed not to 
while the resident was in rehab. -It caught their attention when a letter from social security was sent that the 
change had went through. -Family Member B was panicking trying to move the resident out of state. -The 
first contact with anyone at the facility was with SSD was 2-3 days after the resident was admitted . 2686218, 
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