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Level of Harm - Minimal harm 
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Residents Affected - Some

Encode each resident’s assessment data and transmit these data to the State within 7 days of assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to transmit MDS assessments data to CMS in the required 
timeframe for 3 (#9, 49, 52, and #61) of 6 sampled residents reviewed for MDS assessments.

The administrator identified 51 residents resided in the facility.

Findings:

1. An undated Resident Face Sheet, showed Resident #52 was admitted to the facility on [DATE].

Resident #52's quarterly assessment, dated 04/23/25, was completed, but not submitted.

On 06/04 at 2:06 p.m., the MDS coordinator stated Resident #52's assessment should have been submitted 
by 04/30/25.

2. An udated Resident Face Sheet, showed Resident #9 was admitted to the facility on [DATE].

Resident #9's annual assessment, dated 04/23/25, was completed, but not submitted.

3. An undated Resident Face Sheet, showed Resident #49 was admitted to the facility on [DATE].

Resident #49's quarterly assessment, dated 04/23/25, was completed, but not submitted.

A CMS Submission Report, dated 06/02/25, showed Resident #9, 49, and #52's records were submitted late. 

On 06/04/25 at 2:07 p.m., the MDS coordinator stated Resident #9 and Resident #49's assessments should 
have been submitted no later than 04/29/25.

4. An undated Resident Face Sheet, showed Resident #61 was admitted to the facility on [DATE].

Resident #61's assessment, dated 05/09/25, was still in progress.

On 06/05/25 at 9:02 a.m., the MDS coordinator stated the assessment, dated 05/09/25, for Resident #61 
should have been completed by 05/18/25.
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On 06/05/25 at 9:06 a.m., the MDS coordinator stated the assessment for Resident #61 had not been 
completed.

A CMS Submission Report, dated 06/09/25, showed Resident #61's record was submitted late.
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