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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to notify the resident and/or the resident's
Residents Affected - Few representative in writing of a transfer to a hospital which included the reason for the transfer for two

residents (Residents #30 and #52) out of nine sampled residents. The facility census was 52. Review
of the facility policy titled, Transfer or Discharge Notices, revised March 2025, showed:- When a
resident is sent emergently to an acute care setting, this is considered a transfer, not discharge,
because the resident's return is generally expected;- Notice of Transfer is provided to the resident
and representative as soon as practicable before the transfer and to the long- term care (LTC)
ombudsman (an advocate for residents of nursing homes) when practicable;- Notices are provided in a
form and manner the resident can understand, taking into account the resident's educational level,
language, communication barriers, and physical or mental impairments.1.Review of Resident #30's
medical record showed:- Transferred to the hospital on [DATE], and readmitted to the facility on
[DATE];- Transferred to the hospital on [DATE], and readmitted to the facility on [DATE];- No
documentation the resident and/or the resident representative was informed in writing of the transfer
to a hospital at the time of the transfers on 06/11/25 and 06/21/25.2.Review of Resident #52's
medical record showed:-Transferred to the hospital on [DATE], and readmitted to the facility on
[DATET];- No documentation the resident and/or the resident representative was informed in writing
of the transfer to a hospital at the time of the transfer.During an interview on 07/25/25 at 8:48 A.M.,
Licensed Practical Nurse (LPN) A said the nurses talked to the resident about the transfer and bed
hold policy and the Social Service Designee (SSD) filled out the forms. The forms were then given to
the resident for when they left the facility.During an interview on 07/25/25 at 9:35 A.M., the SSD said
he/she filled out the forms that were then given to the resident before they left the facility. If he/she
was not working at the time, then the nurse was responsible for the whole process. The transfer and
bed hold process should be done with every transfer.During an interview on 07/25/25 at 10:50 A.M.,
the Administrator said when the resident was being sent out for any reason, the resident sometimes
did not want the family or responsible party to be notified and the facility would do what the resident
wished.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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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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