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Heisinger Bluffs Rehab and Healthcare Center 1002 West Main Street
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F 0569

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Notify each resident of certain balances and convey resident funds upon discharge, eviction, or death.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42815

Based on interview and record review, facility staff failed to refund resident funds within 30 days of discharge 
from the facility for three residents (Resident #1 and #3) out of three sampled residents. The facility census 
was 49.

1. The facility did not provide a policy for refunding monies owed to a resident or his/her representative after 
a resident discharges from the facility.

2. Review of the Resident #1's Discharge Assessment Minimum Data Set (MDS), a federally mandated 
assessment tool, dated 02/06/24, showed staff assessed the resident as:

-Moderate cognitive impairment;

-admitted [DATE];

-discharge date [DATE].

Review of the resident's Transfer/Discharge report, undated, showed the resident admitted to the facility on 
[DATE] and discharged from the facility on 02/06/24.

Review of the facilities Accounts Receivable Aging Report, undated, showed a balance due to the resident or 
his/her representative in the amount of $2,993.25. The refund had not been sent to the resident or his/her 
representative.

During an interview on 07/03/24 at 1:49 P.M., the Business Office Manager (BOM) said Resident #1's credit 
balance just showed up on the accounts receivable report. 

3. Review of the Resident #3's Discharge Assessment MDS, dated [DATE], showed staff assessed the 
resident as:

-admitted [DATE];

-discharge date [DATE]. 
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F 0569

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Review of the facilities Admission/Discharge report, undated, showed the resident was discharged home on 
04/01/24. 

Review of the facilities Refund Request Form, dated 06/07/24, showed a refund was requested in the 
amount of $7,072.00.

Review of the facility check, dated 06/21/24, showed in the amount of $7072.00. 

During an interview on 07/03/24 at 1:49 P.M., the BOM said he/she dropped the ball when he/she did not 
send out Resident #3's refund in a timely manner. 

5. During an interview on 07/03/24 at 1:49 P.M., the BOM said he/she was responsible to request refunds 
due to the resident or his/her representative. He/She said he/she did not know the timeframe for refunding 
the resident or their representatives. He/She said staff did not tell him/her when a resident was discharged 
from the facility. The BOM said he/she reviewed the accounts receivable report monthly to verify if there are 
payments owed to the resident or their representative. He/She said he/she believed refunds needed to be 
sent out within ninety days. 

During an interview on 07/03/24 at 1:54 P.M., the administrator said the BOM was responsible to ensure 
monies owed to the resident or their representative was refunded back to them. He/She said there was no 
audit system in place to verify if all refunds were sent out in a timely manner. The administrator said he/she 
was told refunds needed to be sent out within ninety days. 
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