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

Level of Harm - Potential for Based on interview and policy review it was determined that the facility failed to ensure that residents had

minimal harm access to their personal funds during off business hours. The facility manages personal accounts for 25
residents.Findings include:Review on 12/3/25 of the Facility's policy Resident Petty Cash Policy, undated,

Residents Affected - Some revealed Purpose To establish a clear procedure for .ensuring that residents have appropriate access during

evenings and weekends 3. Weekend and Evening Availability .3.1 The facility will designate evening and
weekend petty cash custodians, such as charge nurses, supervisors, or on-call administrative staff. 3.2
Access to funds during these periods will occur as follows: Evenings: Available until the end of the evening
shift (typically 11:00 p.m.) through the charge nurse or supervisor. Weekends: Available during both day and
evening shifts through designated nursing supervisors.Interview on 12/03/25 at approximately 1:06 p.m with
Staff E (Business Office Manager) revealed that residents must request cash from him/her during regular
business hours because residents are unable to access their personal funds in the evening or weekends
because staff do not have the access to facility's petty cash during off hours.
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