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F 0582

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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

42594

Refer to event id 50SJ13

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.
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F 0804

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

42594

Refer to event id 50SJ13

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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