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F 0569 Notify each resident of certain balances and convey resident funds upon discharge, eviction, or death.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm record review and interview, the facility failed to convey funds to next of kin within 30 days of death

for 3 (#8, 9, and #10) of 3 expired residents whose trust fund accounts were reviewed for conveyance
Residents Affected - Some of funds. The administrator identified 16 residents with funds in the facility. Findings: A facility policy

titted Refunds, revised 04/2017, read in part, Within thirty (30) days of a resident's discharge or
death, the facility will refund the resident's personal funds and provide a final accounting of those
funds to the resident, the resident's representative or to the resident's estate, as applicable.Should a
resident pay for services which then retroactively become Medicare/Medicaid eligible, the facility will
promptly refund the amount charged to the resident for those services as soon as the facility receives
the intermediary's payment. 1. A discharge assessment for Resident #8, dated [DATE], showed the
resident expired in the facility on [DATE]. A handwritten ledger titled Ledger Sheet for Recipient's
Account showed Resident #8 had a trust fund balance as follows:a. [DATE] - $300.04;b. [DATE] -
$1831.14 (change denoted a deposit of $1531.00 and interest applied to the account);c. [DATE] -
$1831.36 (change denoted interest applied to the account); d. [DATE] - $300.38 (change denoted
refund to social security of $1531.00 and interest applied to the account); ande. [DATE] - $0.02
(change denoted a check made out to Heritage Hills for $300.36 on [DATE]). On [DATE] at 4:35 p.m.,
the administrator stated they were initially told by the owner of the facility that Resident #8 still owed
the facility for services rendered but after careful review, they determined Resident #8 did not owe
the facility and was due a refund of $300.38. The administrator stated they were not the administrator
when the resident expired and did not know the disposition of funds from the trust account was part
of their responsibilities. 2. A discharge assessment for Resident #9, dated [DATE], showed the
resident expired in the facility on [DATE]. A handwritten ledger, titled Ledger Sheet for Recipient's
Account showed Resident #9 had a trust fund balance as follows:a. [DATE] - $831.37;b. [DATE] -
$2276.51 (change denoted receipt of social security funds and interest applied to account);c. [DATE]
- $831.56 (change denoted refund to social security and interest applied to account);d. [DATE] -
$831.66 (change denoted interest applied to account); ande. [DATE] - $831.81 (change denoted
interest applied to account). On [DATE] at 4:35 p.m., the administrator stated they were not the
administrator when the resident expired and did not know the disposition of funds from the trust
account was part of their responsibilities. 3. A discharge assessment for Resident #10, dated
[DATE], showed the resident expired in the facility on [DATE]. A handwritten ledger, titled Ledger
Sheet for Recipient's Account showed Resident #10 had a trust fund balance as follows:a. [DATE] -
$1559.24;b. [DATE] - $1613.31 (change denoted a $54.00 refund from the Heritage Hills);c. [DATE] -
$1613.50 (change denoted interest applied to the account balance);d. [DATE] - $1613.87 (change
denoted interest applied to the account balance); ande. [DATE] - $0.08 (change denoted a check
made out to Heritage Hills for $1613.79 on [DATE]). On [DATE] at 4:35 p.m., the administrator stated
they handled the monthly disposition of funds to each resident, but the facility owner kept the
accounting books and determined what was owed by or due to the facility from each resident. The
administrator stated they did not know why the owner wrote a check out to Heritage Hills for
$1613.79 of Resident #10's funds six months after the resident expired.

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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