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F 0602 Protect each resident from the wrongful use of the resident's belongings or money.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47110
or potential for actual harm
Based on interview and record review, the facility failed to ensure one of three residents (Resident 1) was
Residents Affected - Few free from misappropriation (deliberate misplacement or wrongful use of a resident ' s belongings without
consent) of property when Resident 1 ' s debit card was used by the facility Business Office Manager to pay
for Resident 1 outstanding balance rather than for Resident 1' s personal necessities like clothing and shoes
as indicated in the agreement with the bank.

This failure had the potential for Resident 1 ' s personal needs not being med and further misappropriation of
Resident ' s property.

Findings:

During an interview on October 28, 2024, at 1:07 PM, with Resident 1. Resident 1 acknowledged that he
gave the facility permission to use his debit card to cover personal expenses like clothing and shoes.

During a review of Resident 1 ' s clinical records, the face sheet (contains demographic information)
indicated Resident 1 was admitted to the facility on [DATE], with diagnoses that included Hypercapnia (a
condition where there is too much carbon dioxide (CO2) in the blood), chronic obstructive pulmonary disease
(COPD - is a common lung disease that makes it difficult to breathe).

A review of Resident 29's History and Physical, dated July 26, 2023, indicated Resident 1 had the capacity to
understand and make decisions.

During an interview on October 28, 2024, at 12:19 PM, with the Business Office Manager (BOM 1), the BOM
1 stated the bank issues a debit card for the resident in order to pay for resident personal items such as
clothing and shoes, and she told the bank that resident will get everything he needed at a Department Store.
She was aware that the activity and spending would be closely monitor by the bank. She claimed she never
mentioned to the bank that the money will be used to pay for resident 1' s outstanding balance. She further
explains that because resident had such a significant outstanding balance and they are only receiving small
amount from resident 1 ' s social security, they had been charging the card to pay for resident 1 past due
balance instead of the clothing and shoes that Resident 1 need. She acknowledged that this was against the
terms of the bank agreement, that the situation can be seen as neglect of resident needs.

(continued on next page)
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F 0602 During a telephone interview on October 29, 2024, at 8:34 AM with the Administrator (Admin 1), the Admin1
stated since the resident put the card on file for the facility, his understanding is that the debit card is to be
Level of Harm - Minimal harm or used for resident 1's personal costs, including paying off the resident 1's past due balance.

potential for actual harm
A review of the facility policy and procedure (P&P) titled, Resident Trust Funds indicated, .2) Management of
Residents Affected - Few Personal Funds: A resident has the right to manage their own financial affairs. However, upon written
authorization the facility must hold, safeguard, manage and account for a resident ' s personal funds. Before
the facility can involve itself in the management of a resident ' s trust fund, the Resident Fund Management
Service form needs to be completed. This form Resident Fund Management Service needs to then be mailed
to National Data care and Resident added into the RFMS accounting system.

A review of Resident 1 ' s Resident Fund Management Service dated June 11, 2024, indicated, .Resident
fund account .Transferring account (automatic transfer of care cost payment due the facility.) with $35
monthly allowance amount .Direct Deposit - Please enroll my indicated recurring benefit payments for direct
deposit Social Security .
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