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

Level of Harm - Minimal harm 34333
or potential for actual harm
Based on record review and interview, the facility failed to provide a Skilled Nursing Facility Advance
Residents Affected - Some Beneficiary Notice of Non-coverage (SNF ABN) form to three (#13, #53, and #56) of three residents
reviewed for beneficiary notification.

The Administrator reported 63 residents resided in the facility.
Findings:

1. Resident #56 was admitted to Part A skilled services on 05/07/24 and discharged from skilled services on
07/26/24.

2. Resident #53 was admitted to Part A skilled services on 09/19/24 and discharged from skilled services on
09/11/24.

3. Resident #13 was admitted to Part A skilled services on 11/18/24 and discharged from skilled services on
12/11/24.

On 12/17/24 at 12:58 p.m., the MDS coordinator and DON provided documentation to be reviewed for

beneficiary notification. The DON reported no SNF ABN form was provided to residents #13, #53, #56,

and/or their representative. The DON reported the facility had not been completing a SNF ABN form for
residents or providing this information in any form.

On 12/17/24 at 1:03 p.m., RN #1 reported the SNF ABN form was previously included in the resident
admission packet but was no longer a part of the packet. The RN stated she didn't know when it was
removed from the packet, but it would be added immediately to ensure it was not missed.
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