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Abundant Acres Care and Rehab 13277 State Route D
Savannah, MO 64485

F 0569

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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

44939

Please refer to Event ID 1GJ512

Based on interview and record review, the facility failed to provide personal funds and final accounting within 
90 days upon discharge. This affected six residents (Residents #1, #2, #3, #4, #5, and #6). The facility 
census was 47. 

The facility did not provide a policy regarding refunding resident funds.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Make sure that a working call system is available in each resident's  bathroom and bathing area.

44939

Please refer to Event ID 1GJ512

Based on observation and interview, the facility failed to maintain a call system that was adequately 
equipped to allow residents to call for staff through a communication system which relayed the call directly to 
a staff member or to a centralized staff work area and alert in the corridor. The facility census was 47.
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