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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0582 Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

Level of Harm - Minimal harm 42594
or potential for actual harm
Refer to event id 50SJ13
Residents Affected - Some
Based on interview and record review, the facility failed to inform five residents (Residents #5, #13, #14, #15,
and #16) or their representatives, in a review of 16 sampled residents, of respiratory therapy services they
may be charged for which were not covered under Medicare/Medicaid or by the facility's per diem rate, prior

to receiving those services, when the facility charged the residents for respiratory therapy services. The
facility census was 115.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0804 Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

Level of Harm - Minimal harm or 42594
potential for actual harm
Refer to event id 50SJ13
Residents Affected - Many
Based on observation, interview, and record review, the facility failed to serve food to the residents at an

appetizing temperature. Residents who ate meals in their rooms said the food was cold when served most of
the time. The facility census was 115.
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