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F 0573 Let each resident or the resident's legal representative access or purchase copies of all the resident's
records.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interview, the facility did not ensure a resident representative written request for a medical

Residents Affected - Few record was granted. This was observed with 1 (R3) of 1 resident record requests reviewed. * R3's

Representative requested, in writing, a copy of R3's medical record. When initially requested, R3 was
responsible for themself and decisions and R3's Representative was not eligible to receive the records. In
the day's following the request and denial, R3's Power of Attorney for Health Care (POAHC) status was
reviewed and activated naming R3's Represebtative as the POAHC. The facility did not address the request
for records given the change in R3's POAHC status. Findings include:The facility policy and procedure
(Name of facility) administrative standards for medical record release dated 5/22/2025. Under 4.) Information
from a medical record is released to individuals only upon receipt of a properly executed authorization from
the resident for their legal representative.Findings include:R3 was readmitted to the facility on [DATE] with
diagnoses including End Stage Renal Disease, Altered Mental Status and Pressure Ulcer Sacral Stage 4.
R3's medical record contained a document authorization for use or disclosure of protected health information
access to protected health information. This was signed by R3's family member on 12/3/2025. The document
did not contain authorization by R3, who was their own decision maker until 12/10/2025. On 12/10/2025 R3's
Power of Attorney for Healthcare was activated. The Agent listed is the same family member that requested
R3's medical records. On 12/22/25, at 10:57 AM, Surveyor interviewed R3's Power of Attorney for
Healthcare Agent regarding the medical record request. The Family member stated they have not received
any medical records, and the form was not valid.On 12/22/25, at 12:45 PM, Surveyor interviewed the Nursing
Home Administrator (NHA) - A who signed R3's medical record release form on 12/3/2025. The NHA-A
stated on 12/3/25 they did not realize R3's Power of Attorney for Healthcare was not activated. The facility
legal representatives stated they could not release the medical records due to R3 being their own person on
12/3/25. R3 did not sign the medical record release form due to being in the hospital. R3 had a hospital stay
from 12/2/25 - 12/11/25. The request by R3's family member for medical records was not acted upon by the
facility. The NHA-A stated they did not follow-up with the medical record request from 12/3/25 that was
denied.
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