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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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F 0851 Electronically submit to CMS complete and accurate direct care staffing information, based on payroll and
other verifiable and auditable data.

Level of Harm - Minimal harm

or potential for actual harm 37603

Residents Affected - Many Based on Payroll Base Journal (PBJ) review and staff interview, the facility failed to ensure the quarterly PBJ
data was submitted timely for 1 of 4 quarters (4th quarter of 2023). The findings were:

1. Review of the four quarters showed the facility failed to submit the July 1, 2023 through September 30,
2023 (4th quarter of 2023) data.

2. Interview with the business office manager on 7/24/24 at 5:08 PM revealed she began submitting the PBJ
in January and the facility had another staff member entering the data to PBJ prior to that. Further interview
confirmed the 4th quarter of 2023 did not have data submitted.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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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