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395075 01/26/2024

New Eastwood Healthcare and Rehabilitation Center 2125 Fairview Avenue
Easton, PA 18042

F 0582

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 09315

Based on clinical record review, facility provided documentation and staff interview, it was determined that 
the facility failed to ensure that a notice of non coverage for skilled care services and the appeal process was 
provided to the resident or representative for one of four residents reviewed. (Resident 1)

Findings include: 

Review of Information for Notice of Non-coverage for Medicare (Form CMS-10123-NOMNC) revealed that 
the facility must inform the resident or resident representative when skilled services will end, and also 
provide information regarding the ability to appeal the decision.

Clinical record reivew revealed that Resident 1 was admitted to the facility on [DATE], with diagnoses that 
included chronic pain syndrome, deconditioning and osteomyelitis. The resident had an order by the 
physician for skilled therapy services. It was determined by therapy, that the last day for covered therapy 
services was to be on January 12, 2024. There was no documentation that the resident or representative 
was notified that skilled services would end on that day, nor that the decision could be appealed.

In an interview on January 26, 2024, at 10:40 a.m., the Administrator confirmed that the notice was not 
provided.

28 Pa. Code 201.18(e)(1) Management. 
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