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Level of Harm - Potential for 
minimal harm

Residents Affected - Some

Provide timely notification to the resident, and if applicable to the resident representative and ombudsman, 
before transfer or discharge, including appeal rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41984

Based on clinical record review and staff interview, it was determined that the facility failed to provide a 
transfer notice to a representative of the Office of the Long-Term Care Ombudsman Division for three out of 
nine residents (Residents R1, R2, R3).

Findings include:

Review of Resident R1's admission record indicated she was originally admitted on [DATE], with diagnoses 
that included altered mental status, cognitive communication deficit and gastro-esophageal reflux disease.

Review of Resident R1's clinical record revealed that the resident was transferred to the hospital on 
10/18/24/ and returned to the facility on [DATE].

Review of Resident R1's clinical record indicated the facility failed to include documented evidence that the 
facility provided a written transportation notification to the Office of the Long-Term Care Ombudsman for the 
hospitalization on [DATE]. 

Review of Resident R3's admission record indicated she was originally admitted on [DATE], with diagnoses 
that included hypertension, hyperlipidemia and morbid obesity. 

Review of the clinical record indicated Resident R3 was transferred to hospital on 10/12/24 and did not return 
to the facility. 

Review of Resident R3's clinical record indicated the facility failed to include documented evidence that the 
facility provided a written transportation notification to the Office of the Long-Term Care Ombudsman for the 
hospitalization on [DATE].

Review of Resident R2's admission record indicated she was originally admitted on [DATE], with diagnoses 
that included aftercare following joint replacement surgery, asthma and hyperlipidemia. 

Review of the clinical record indicated Resident R2 was transferred to hospital on 10/5/24 and did not return 
to the facility. 
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Review of Resident R2's clinical record indicated the facility failed to include documented evidence that the 
facility provided a written transportation notification to the Office of the Long-Term Care Ombudsman for the 
hospitalization on [DATE].

During an interview on 11/13/24 at 12:15 p.m. the Nursing Home Administrator confirmed the facility failed to 
provide a transfer notice to a representative of the Office of the Long-Term Care Ombudsman Division for 
three out of nine residents (Residents R1, R2, R3).

28 Pa. Code 201.29(a)(c.3)(2) Resident rights.
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