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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, and record review, the facility failed to hold, safeguard, manage personal funds for 1 of 4 residents 
(Resident #5) reviewed for management of resident funds. The facility failed to ensure the BOM had a 
witness when distributing cash from the trust fund for Resident #5. The Facilities policy requires the 
signatures of 2 staff members when cash is dispersed to residents. The failure could place residents at risk 
for not having funds available when needed. Findings included:Record review of Resident #5's face sheet 
dated 09/30/2025 reflected the resident was a [AGE] year-old female admitted on [DATE] with active 
diagnoses that included Schizoaffective disorder, bipolar, Posterior subcapsular polar age-related cataract, 
right eye, Posterior subcapsular polar age-related cataract, bilateral, Age-related choroidal atrophy, bilateral, 
Transient visual loss, right eye, Major depressive disorder.An interview with Resident #5 on 09/30/2025 at 
10:20 am. The resident stated that she had been at the facility for a long time. She stated the office gave her 
money when she asked for it. An interview Resident #5 on 10/01/2025 at 10:30 am revealed the resident 
asked for money on a regular basis, almost daily. She stated she got different amounts $50, $75 up to $90. 
She reported having $65 in her possession at the time of the interview. She was able to present this money 
as it was kept in her shoe. She reported she liked having her money in her hand. She stated that she buys 
food and cigarettes. She stated she gets all of her money. She stated she could see her money and counted 
her money. Record review of Resident #5's MDS assessment dated [DATE] list the resident's vision as 
impaired, reflecting she is able to read large print. The resident had a BIMS of 9 (moderate impairment). 
Record review of undated policy titled ‘Resident Trust Fund & Representative Payee Regulation' reflected 
the following: (Page 3) .Witness Signature Requirement When a resident cannot sign to approve a 
withdrawal, the facility must obtain the signature of a witness.The witness cannot be: The person responsible 
for accounting for the resident's trust funds. That person's supervisor. The individual who accepts the 
withdrawn funds or sells the item being purchased. The facility must be able to identify the witness's name, 
address, and relationship to the resident or facility.Record review of the Resident Trust fund Petty Cash Logs 
revealed the following: The 09/03/2025 log revealed Resident#5 withdrew $75 and signed for the cash. 
There were no witness signature. The 09/05/2025 log Revealed Resident #5 withdrew $200 and signed for 
the cash. There were no witness signature.The 09/15/2025 log revealed Resident #5 withdrew $125 signed 
for the cash. There were no witness signature.and The 09/17/2025 log revealed Resident #5 withdrew $85 
signed for the cash. There were no witness signature.Review of Resident #5's clothing store receipt, dated 
09/09/25 reflected clothing purchased for $167.29. The receipt corresponded with the $200 withdrawal on 
09/09/2025. The receipt was signed by Resident #5.The interview with the facility administrator on 
09/30/2025 at 2:15 pm, revealed the BOM was still on leave. She stated that policy required two staff to 
issue cash. She stated that when she issued cash, she had another person with her and she counted the 
money out to them and signed the log and the other person counted the money out and signed the log. It 
was then passed to the person receiving the cash and the log was signed by that person. She stated the 
BOM did not have a witness or that second person observe the transaction. She stated during a corporate 
audit the issue with the BOM not having a witness when she dispensed cash was found. She stated 
corporate called and asked for the Resident Trust Fund Petty Cash Log report that she was not aware she 
needed to submit, at that point they conducted an audit. She stated that corporate was conducting the 
investigation, so she was not fully aware of all details at this time. She stated she did not believe there were 
any funds missing, it was a process that was not being followed. A telephone interview was attempted with 
the facility BOM on 09/30/2025 at 3:01 pm and 3:45pm. without success. A message was left on the 
telephone and requested a call back. (No call was received prior to exit.)An interview with corporate BOM on 
09/30/2025 at 3:07 pm, revealed during an audit it was found that the business office manager was not 
following proper procedures. She stated her manager(regional BOM) would be able to give greater detail 
about the situation and provided a number for her.An interview with Regional Business Office Manager on 
09/30/2025 03:26 pm she stated they found an issue where the BOM was not having a witness and witness 
signature when the BOM passed out funds. Corporate audited several resident's records and Resident #5 
was the only one they had questions about. She stated some transactions had witnesses and other's only 
had the business office manager's signature. When corporate staff talked to Resident #5 she reported she 
never got more than $50 At that point the corporate office was not sure if Resident #5 was being sincere or 
deceitful. The corporate office decided for every transaction over $50 they would reimburse the resident the 
difference and came up with $310. During the corporate investigation they were provided receipt from a 
clothing purchase for almost $200 (provided by Resident #5 for the same time period.). Regional BOM stated 
they still covered the $150. Corporate staff confirmed they do not believe that BOM took any money, she was 
just not following the proper policy for disbursement of funds and the police were notified. The corporate 
office reconciled the funds and found no discrepancies other than the procedure was not followed. The 
Regional BOM stated they understood that the resident does have cognitive issues and may not remember 
the exact amounts, but the corporation did not want to appear like they were hiding anything, So the $310 
was the amount we thought was most accurate. There was a corporate training class at the end of August 
2025, for all of the business office managers and the facility BOM was present. Effective September 1, 2025, 
the facility BOM should have been followed the policy from that point on. (No evidence of training was 
provided.)An interview with the administrator on 10/17/2025 at 12:05 pm revealed the BOM had not returned 
to the building since 09/22/2025 when she was suspended and was terminated effective 10/10/2025. She 
stated that after the initial findings she decided to terminate the BOM. She stated the BOM was scheduled to 
come in on 10/08/2025 for a meeting but never showed up. The termination papers were signed on 
10/10/2025. Review of punch detail for BOM dated September 2025 reflected BOM's last day worked was on 
09/22/2025.
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