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F 0567 Honor the resident's right to manage his or her financial affairs.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm record review and interview, the facility failed to ensure resident funds were placed in an account
separate from the facility operating account. The facility did not provide residents with refunds of

Residents Affected - Few their personal funds for the operating account in a timely manner for six residents (Residents #1, #2,

#3, #4, #5 and #6). The facility census was 66.1. Record review of the facility-maintained Accounts
Receivable (A/R) Aging Report, dated [DATE], showed the following residents with personal funds
held in the facility operating account: Resident Amount Held in Operating Account#1 $241.00#2
$4,140.00#3 $18.00#4 $6,902.43#5 $4,420.00#6 $1,205.00Total $16,926.43 Record review of the
facility-maintained paperwork showed Residents #1, #2, #3, #4 and #5 expired and Resident #6
discharged on the following dates:Number Discharge/ Expire Date#1 [DATE]#2 [DATE]#3 [DATE]#4
[DATEJ#5 [DATE]#6 [DATE] Record review showed the facility did not provide the Personal Fund
Account Balance Report (TPL) to the Missouri HealthNet Division, Third Party Liability Unit or
complete the refund until the following dates:- [DATE], 62 days after Resident #1's credit was
generated;- [DATE], 55 days after Resident #2 expired;- [DATE], 49 days after Resident #3 expired;-
[DATE], 136 days after Resident #4 expired;- [DATE], 85 days after Resident #5 expired; - [DATE],
97 days after Resident #6 discharged . During an interview on [DATE] at 1:34 P.M., the Accounts
Receivable Regional Manager said the funds should have been refunded timely but were not, due to
the following:- A posting error on [DATE] created the credit balance for Resident #1;- The facility
was waiting for insurance to pay before refunding Resident #2's money;- The credit balance for
Resident #3 was moved forward each month;- The credit balance for Resident #4 was sent to the
home office four times to be reviewed;- The credit for Resident #5 was not refunded until [DATE];-
Resident #6 has not been refunded. Complaint #2793296
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