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F 0627 Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is
prepared for a safe transfer/discharge.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review the facility failed to ensure each resident was permitted to remain in the
Residents Affected - Few facility and not transfer or discharge the resident from the facility for 1 of 5 residents (Resident #1)

reviewed for discharge requirements.The facility failed to ensure Resident #1 was given a discharge
date 30 days after being given a 30-day discharge notice on 03/06/26.The facility failed to readmit
Resident #1 after he was discharged from the hospital prior to the 30th day after his 30-day discharge
notice. This failure could place discharged residents and residents residing in the facility at risk of
being discharged and not allowed to return to the facility causing a disruption in their care and/or
services.Findings included:Record review of Resident #1's admission record reflected a [AGE]
year-old male admitted to the facility on [DATE]. His diagnoses included type 2 diabetes (chronic
condition that happens when blood sugar levels are persistently high which can lead to heart disease,
kidney disease, and stroke) with diabetic neuropathy (damage to nerves outside of the brain and
spinal cord that leads to pain, weakness, numbness or tingling in one or more parts of the body) and
foot ulcer (wound on the foot arising from neuropathy, peripheral arterial disease, and impaired wound
healing caused by diabetes), end stage renal disease (when the kidneys lose the ability to remove
waste and balance fluids), dependence on renal dialysis (process of filtering blood through a machine
to remove excess water and toxins in the blood when the kidneys no longer function), essential
(primary) hypertension (high blood pressure), heart failure (when the heart does not pump blood as
well as it should causing fluid to build up in the lungs), major depressive disorder, recurrent
(persistently low or depressed mood and a loss of interest in activities that creates significant
difficulty in daily life, work, and social functioning), and atherosclerotic heart disease (buildup of fats
and other substances in and on the artery walls of the heart causing decreased blood flow and/or
clots) with atherosclerosis of coronary artery bypass graft(s).Record review of Resident #1's

quarterly MDS dated [DATE] reflected a BIMS score of 13 which indicated he had no cognitive
impairment. This MDS reflected he used a walker and an electric wheelchair for mobility, and he was
independent with all of his self-care. The MDS reflected he had diabetic foot ulcer(s) upon admission.
Record review of Resident #1's discharge-return anticipated MDS dated [DATE] reflected active
discharge planning was already occurring for the resident to return to the community and a referral to
the local contact agency was not wanted by the resident.Record review of Resident #1's progress
notes reflected the following notes:A Social Service Note dated 01/28/26 at 11:42 am by the SW,
Resident approached me to request assistance for possible future discharge. He wants to live alone
and will need a wide range of services since he is wheelchair bound. | told him | would look into it and
have some form of response when | returned to this facility on 02/08/26.General Note dated 01/28/26
at 4:20 pm by the DON, Meeting held with resident and administrator. Ombudsman present via
telephone. Resident was issued a 30-day discharge notice. Resident refused to receive copy of notice.
DON read notice out loud to resident. Resident did not ask any questions. Ombudsman stated she
would try to come to the facility on Monday. Social worker [name] was made aware of resident's
discharge notice. General Note dated 01/29/26 at 3:40 pm by the DON, Resident requested a meeting
(continued on next page)
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F 0627 with the DON and ADON. Resident stated he would be audio recording the meeting. DON asked
resident if she could call the ombudsman [name] to be present over the phone. Resident agreed.

Level of Harm - Minimal harm Resident expressed concerns with discharge notice. DON reminded resident of his rights and staff

or potential for actual harm available to assist him with the transition. Resident apologized for his behaviors following the notice.
DON and ADON assured the resident he would be safely discharged . Ombudsman asked to set up an

Residents Affected - Few in person meeting tomorrow 01/30/26 at 2:00 pm. Resident and staff agreed. DON asked resident if he

would like to include any family or friends in which he declined.Behavior Note dated 02/01/26 at 5:30
am by LVN F, Resident became verbally agitated after asking CNA about another resident's blood
glucose level and was informed by the CNA that another resident's information did not concern him.
Resident responded with escalated statements including, If you want to start, | can start, and stated

he would begin recording, monitoring, and taking pictures of staff. CNA asked resident if he was
threatening her and resident replied, yes. Nurse was nearby and addressed the situation. Resident
approached nurse and stated he felt targeted by staff. Nurse listened to resident's concerns and
provided redirection, explaining appropriate boundaries and communication. Resident stated he did not
want to act this way and stated, This is my house, you don't scare me, I'm not afraid of the office or
the owners. Why would | be scared of you all? Resident was advised on facility policies regarding
privacy and interactions. Conversation was left at that.Nurse's Note dated 02/01/26 at 6:19 pm by RN
G, As reported by CNAs [Resident #1] has been requesting money from residents.Nurse's Note dated
02/02/26 at 9:38 am by the ADON, Resident came into office and voiced he felt very overwhelmed and
has been unable to sleep. He voiced his family came over the weekend and told him he needed to pay
his taxes on a property he has out in the community and he states he only gets $75 a month and is
unable to pay that and stresses on how he is going to pay it. In addition, he was issued a 30 day
notice here at this facility and he voiced he is also stressed about that. ADON assured resident he
would be ok and we were here to help and care for his needs. ADON voiced to him that we would set
up an appt with [psychiatrist]. Appt scheduled for tomorrow 02/03/26. Resident voiced

understanding and expressed how grateful he is.Behavior Note dated 02/04/26 at 6:08 am by RN H, At
this time staff reported to SN that resident was noted going into another resident's room without his
whereabouts as per resident sleeping during this time and hx of being blind. Resident was redirected
and told not to be entering other residents' rooms with them knowing.Behavior Note dated 02/04/26

at 7:03 am by RN H, At this time med nurse was preparing medications when resident attempted to
enter medication room, knowing that it is a restricted area due to HIPAA violation. Resident was
redirected out of room with teaching and education done and resident joking and making remarks to
nurse.Behavior Note dated 02/04/26 at 9:28 pm by LVN F, At this time the owner [CO] was present
and informed the resident that he is not permitted to be around the medication room due to previous
activity involving attempts to open the medication room door. Upon being informed of this, the

resident became verbally agitated and stated that the owner was bullying him. The resident raised his
voice and made inappropriate remarks toward the owner. Administrator was notified and came to the
area; the situation was de-escalated without further incident. However following de-escalation, the
resident continued to make joking remarks and provocative comments in an apparent attempt to upset
the owner. Resident was redirected as needed.No Type Specified on 02/05/26 at 5:35 pm by the AD,
Resident had told another resident that if he leaves [facility] he will [NAME] the nursing home and

take all the laptops, iPads, and etc. He also stated to the resident if he leaves he's not leaving till the
nursing home goes down.Nurse's Note dated 02/12/26 at 1:00 pm by the DON, Care plan meeting held
with resident. Discussed resident's plan of care. Resident had no concerns or special requests.
Resident had a question regarding his Medicaid in the nursing home and how he would be able to
continue with coverage in the community. BOM provided the resident with information. As per
resident, continue with plan of care and full code status.Behavior Note dated 02/18/26 at 12:24 pm by
LVN K, During mealtime, CNAs reported that resident was saying inappropriate words stating
[translated from Spanish to English] | wish you would give me the breast so | could finish growing up.
(continued on next page)
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F 0627

Level of Harm - Minimal harm
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CNAs redirected resident and informed him that comment was inappropriate. CNAs then reported to
me stating they felt uncomfortable with resident. | spoke to resident and reminded him of expected
respectful behavior towards staff members. Will continue to monitor behavior and reinforce
boundaries as needed. DON and MD notified.Nurse's note dated 02/22/26 at 3:45 pm by RN G, At this
time resident arrived back to facility. Resident arrived with 4 packs of sodas, 4 packs of cigarettes, 1
pack of [energy drink], and 1 box of chips. Resident was educated on the importance of following
diabetic diet as per his medical history. Resident verbalized understanding. Behavior Note dated
02/26/26 at 7:07 am by RN H, At this time CNA staff reported resident talking back to staff and using
vulgar language, making them uncomfortable. Resident was addressed about CNA staff feeling
uncomfortable with remarks and vulgar language. Resident rolled his eyes.Behavior note dated
02/26/26 at 5:09 pm by RN H, At this time staff reported resident blocking staff from rooms and
feeling like resident is taunting them and talking back to them saying comments like, [translated
Spanish to English] | don't give a s**t [expletive], and | don't give a f**k [expletive]. Again, SN
addressed this to resident and office was made aware.Behavior note dated 02/28/26 at 6:58 am by
LVN L, At this time | provided resident with an unlit cigarette and asked how he intended to light it.
The resident responded, That's none of your business. | informed him that it was my business, as
residents are not permitted to possess lighters per facility policy. The resident then stated that he

only has a problem with me. His tone appeared dismissive and mildly confrontational. No further
escalation occurred at that time.MD/DON/ADON made aware.Social Service Note dated 03/06/26 at
11:22 am by the SW, Spoke with [Resident #1] this morning regarding the 30 day letter and the
facility's commitment to making his transition the most fair given his health needs and mindset.
Resident states he has spoken to [apartment complex] which | will investigate and to provide to him
the services necessary to lead a normal life possible once he is discharged .Social Service note dated
03/06/26 at 11:36 am by the SW, | mentioned to [Resident #1] that in addition to report from nurses
and staff about his behavior patterns, he has refused to meet his obligation regarding his applied
income. | mentioned to him that he has failed to pay for the month of February and that March was
becoming due. He added he did not have any money, but | mentioned to him that his birthday is on the
14th and SS would send him his $1200 check on the second week of the month, but he continued
insisting he did not have any money because he had spent it already, without explaining how he could
possibly do this being that all food and services are provided in the nursing home. He attempts to
redirect the conversation, but | decided to just move on to other topics because he has a habit of
manipulation and the conversation would turn to a [NAME] endless loop of subjects.Social Service
Note dated 03/06/26 at 12:19 pm by the SW, spoke with [name of person at apartment complex] who
told me the apt for the resident will be available on March 11 or 12. | also spoke with [person] from
[home health care]. | will be providing them with necessary information later today.General Note
dated 03/06/26 at 12:23 pm by the BOM, BOM and Administrator held a meeting with resident
regarding unpaid Medicaid applied income for February and March totaling $2,261.80. Resident
reminded of Medicaid patient pay obligation. Resident stated that he needed the money to get ready to
live out in the community and that he did not have the money to pay. He also stated that the facility
got paid my Medicaid and that they could afford it.Social Service Note dated 03/06/26 at 5:05 pm by
the SW, | sat with [Resident #1] to go over what we had done for the day. | called [person at
apartment complex] who explained to us that she would need a down pay of $50.00, rent would be
$249 a month and that there would be a $350 deposit which could be paid in small portions monthly. |
also spoke with [person at home health agency] and provided their business card to [Resident #1]
who would work with him regarding his need for caregiver, home health and PT services. That |
personally took him to the local DHHS office to change his Medicaid from nursing home to community
Medicaid, filled out his papers which he signed, and added that the staff would take him to [name of
Community Health Center] to make an appointment for medical services once he was discharged . He
added that he had never received medical services before and | added they would help him in getting
(continued on next page)
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F 0627

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

the medical services he needed. | also called [dialysis center] and informed them that after the 12th,
[Resident #1] would have a new address, | reminded him that | would call [name of ambulance
company] to ensure that he would be picked up at his new address after the 12th for his 3x weekly
dialysis, as well as contact [community meal provider] to see whether they could provide services

for him. He again went into circular arguments about not having money, wanting to leave, but wanting
to stay and wanted guarantees from me that he would be well, and threatened to call the ombudsman.
| told him he is welcome to call but she would find that we had done everything possible and that he
was of sound mind and capable of making decisions. | added that we would seek the advice of the
medical director as to whether he could function. Again he brought up his argument that he did not
have any money and what would happen if he did not have a safe discharge. | reminded him of the
services we had provided but he had to do his share. He agreed with me that he is intelligent and can
make his own decisions. He added that what would happen if he wanted to just leave the facility and
live in the park. | told him that if the medical director determined he had the mental capacity to make
those decisions, there was nothing we could do to prevent it. | told him that we could take him back to
FM's home and he immediately turned that idea down saying he did not get along with her. He
continued in an endless loop of excuses, unwilling to make decisions for himself and unwilling to
accept responsibility for actions and behavior, but wanting the Nursing Home to continue providing
services yet not acknowledging his responsibilities in return.Incident Note dated 03/17/26 at 2:00 pm
by the DON, At this time, the rehab director and BOM/HR notified DON of finding a vape device with
strong odor while gathering discharged [Resident #1's] belongings. DON notified the Admin and CEO.
CEO called the sheriff's office. [Officer's names] arrived at facility, assumed possession, and
identified drug paraphernalia as THC. Case number:[case number].Record review of Resident #1's
nursing facility account reflected he owed the facility a total amount of $4555.75 for his unpaid
Medicaid applied income; $99.95 from October 2025, $1,099 from November 2025, $1099 from
December 2025, $1130.90 from January 2026, and $1130.90 from February 2026. In a telephone
interview on 3/17/26 at 3:42 pm, Resident #1 stated he was going to be released from the hospital on
[DATE] or 03/18/26 and he did not want to go to a facility in [name of current city] because he, did

not know the city, and he wanted a little more time to get his apartment in [name of original city].
Resident #1 stated, the facility did not like that he spoke out and that made him an enemy of them.
Resident #1 stated his behavior while at the facility was because, he just got emotional sometimes.
He stated he would record staff on his cell phone, to prove they were not doing their job right to the
state because he felt the facility was not afraid of the state. He stated he was already approved for

an apartment that was going to be ready on 03/12/26, but he was in the hospital, so he had to wait
for another apartment to be ready. He stated he called the apartment complex and was told they were
waiting for a stove to arrive for another apartment. He stated, it probably would not take more than
next month, but it should not take too long because she (the person from the apartment complex)
knew he had been waiting for a long time already. Resident #1 stated he could go to another nursing
home, but he had already, paid everything to get into that housing and really wants to go to those
apartments. He then stated, technically, the apartment complex had not told him yes because he had
not paid the deposit. He stated he did not make any payments on the apartment because it was not
ready yet. He stated he had the money to pay the deposit and all that. He stated when the facility
gave him the first 30-day notice (on 01/28/26) he did not give them the monthly payment and he knew
it was not right, but when he got emotional, it did not let him think right. He stated he did not pay the
facility because he needed the money to pay the deposit and get electricity at the apartment. He
stated he had not followed through and made phone calls and such (to arrange transportation and help
with his medical issues) but he hoped to move to the next step after he got the apartment. He then
stated he did not have the Medicaid and the transportation to be able to move into the apartment. He
stated the facility already knew he was going to leave, but they were making it harder and that was
why he was sent to the hospital. He then stated he wanted to go to the hospital but, they were using
(continued on next page)
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F 0627 the hospital to make it harder on me, and he kept calling in complaints because he did not know the
laws. He stated he did call the Ombudsman, and she told him that she had already called the state.
Level of Harm - Minimal harm Resident #1 stated the facility gave him a 30-day notice, but they put a 3 day date on the notice. Then
or potential for actual harm he said they gave it to him on 03/06/26 and the final day was 03/12/26. He stated he knew his
apartment was supposed to be ready on 03/12/26. He stated the facility told him if he wanted to go
Residents Affected - Few back (to the facility), he would have to sign his money over to the facility so they could get paid. He

stated it was 2 months, then said no, it was 1 1/2 months that he did not pay the facility. Resident #1
stated the hospital case worker said he was accepted in [current city] (where the hospital is), but he
did not want to go there because he wanted to be in [original city (original facility)] to get the
apartment, but the apartment was going to take a few weeks. He stated he appealed the discharge,
and the Ombudsman took the paperwork to the facility. He said he just wanted to be able to move out
and do the right thing, but the facility was making it hard on him. In a telephone interview on 3/17/26
at 4:20 pm, the Ombudsman stated she just got off the phone with the administrator at the facility and
the state Ombudsman. The Ombudsman stated the facility gave him a 30-day discharge notice, but it
was dated 03/06/26 and the discharge date was 03/12/26. She stated the facility documented he

was supposed to be discharged to the apartment. The Ombudsman stated the administrator told her
the owner of the nursing facility did not want to take Resident #1 back and did not want to honor the
30-day notice. The Ombudsman stated Resident #1 did not want to pay the facility because he wanted
to go into the community. The Ombudsman stated she was not concerned about an unsafe discharge
but only that the facility did not want to honor the 30-day discharge notice. The Ombudsman stated
the ADON was on the phone call also and asked what were they (the facility) going to do when
04/06/26 came around? She stated she told the facility to push the apartments to get him an
apartment. The Ombudsman stated she told Resident #1 she could only represent him for the 30-day
discharge notice, but not anything else or anything after the 30 days because he would not pay the
facility the money he owed them. In an interview with the facility owners on 03/17/26 at 5:40pm, the
CO stated she felt threatened by Resident #1 and was a little afraid of him but did not let him know
that. She stated she came up to the facility frequently during the evenings to sit at the nurse's station
so there was someone to keep an eye on things while the nurses assessed and medicated residents
and the CNAs helped with ADLs and such. She stated Resident #1 had been in the facility long enough
to learn their routines and knew when no one was out in the halls. She stated he used that time to go
into the breakroom, the nurse's station, and the kitchen/dining area to steal food and drinks, so she
started sitting at the nurse's station to help prevent that behavior. She stated one evening the nurses
were trying to get medications and he kept zooming around the nurse's station and through it in front
of the medication room in his motorized wheelchair. The CO stated she told Resident #1 he could not
cut through the nurse's station due to his previous attempts to get into the medication room. She
stated Resident #1 started yelling at her and making threats toward her, but stopped yelling once the
admin came and talked to him. The CO stated though Resident #1 had stopped yelling, he was still
making comments toward her that made her feel unsafe, so she called the CEO to come in. The CEO
stated he felt unsafe due to Resident #1's threats against the facility and staff and because he signed
himself out to go across the street to the park to smoke several times a day. He stated this was a
small town and he was aware of Resident #1's previous drug use and criminal history as well as his
ability to get a gun or a knife from a friend. The CEO stated he was concerned Resident #1 would act
on his threats one day and the staff had no way to know if he managed to acquire a gun or knife and
no way to protect themselves if he did. In an interview on 03/17/26 at 6:41 pm, CNA A stated she had
been a CNA since 09/2025. She stated she worked night shift and around September or October 2025
at about 12:00 am or 12:30 am, she asked Resident #1 to please turn his music down because he was
disturbing other residents and he got mad and refused to turn his music down. She stated once the
nurse talked to him, he finally turned it down. She stated around January or February 2026, he was
upset because he got moved to another hall and he started recording staff members with other
(continued on next page)
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F 0627 residents and making comments such as, Make sure you do it right or it is going to go bad (but in
Spanish). She stated he used a motorized wheelchair to get around and had a phone holder attached

Level of Harm - Minimal harm to the arm of the wheelchair where he put his cell phone and record as he drove the wheelchair

or potential for actual harm around the facility. CNA A stated Resident #1 followed her around in early February 2026 on several
occasions and made sexual comments about her body parts (in spanish) to other staff members. She

Residents Affected - Few stated one day she was feeding another resident in the dining room, and he stated (in Spanish) he,

wanted to get fed (from her breasts) so he could continue growing from that (referring to her breasts).
She stated she reported it to the nurse, and the nurse told him he made her feel uncomfortable. She
stated he had not said anything like that to her again. She stated Resident #1 was also disrespectful
to other co-workers, but she did not have any details.In an interview on 03/17/26 at 7:05 pm, LVN B
stated she worked 2-3 days a week and Resident #1 sometimes refused wound care, refused insulin
and medications frequently and it was rare for him to take his medications as scheduled. LVN B
stated she had witnessed Resident #1 videoing another resident who was yelling about being in the
wheelchair. She stated he was recording the resident and her and said , it was for his safety because
he was calling state. LVN B stated another morning he was recording the kitchen staff and residents
that were in the dining room because breakfast was 15 minutes late. She stated before he started
recording the kitchen/dining room area, he had been offered a snack because he was already
complaining that breakfast was late, but he stated he would wait for breakfast then started recording
on his phone. LVN B stated she could not recall any other incidents of him recording.In an interview
on 03/17/26 at 7:20 pm, CNA C stated Resident #1 always made sexual comments such as, don't
wear that because it makes me want you. She stated he would wheel up to her from behind in his
motorized wheelchair and try to put his legs up around her so that it would trap her between his feet
and the wheelchair. She stated he did not touch her but made her feel uncomfortable. CNA C stated
she never heard him say anything to or about other residents, but he often made comments toward
(female) staff about their clothing or their body and how it turned him on. She stated Resident #1 told
her that he was going to record her, to show it to state and always said he was going to report them
to state. She stated approximately a month ago another CNA was showering a female resident who
frequently yelled when she was showered and Resident #1 was sitting in his wheelchair right outside
the closed shower room door recording. CNA C stated when she asked him what he was doing, he
stated, If I go down, everybody goes down. She stated she asked him what he was talking about, but
he did not give her an answer. She stated he followed staff around all the time when they tried to
work and disrupted them or got in the way. CNA C stated Resident #1 followed them to resident's
rooms and would offer to help even though he had been told numerous times that it was a HIPAA
violation and a violation of other resident's privacy for him to keep trying to help. CNA C stated even
when he offered to help, he was really recording staff and trying to, catch them doing something
wrong, so he would have something to show to state. She stated the last time state was in the
building, Resident #1 would taunt staff by trying to record them and saying things like, What are you
scared of? and you better be doing it right. In an interview on 03/17/26 at 7:44 pm, the ADON stated a
lot of Resident #1's behaviors were at night when administration and office staff were not at the
facility to monitor his behavior. She stated he tried to make it seem like he was helping someone, but
he told the staff things like, You are not giving me my medicine, and you are not treating me right,
when he is last to be medicated in the morning, even though he wanted to get his medication after
everyone else. The ADON stated Resident #1 would go to the medication room and try to open the
door or a medication cart and try to open it. She stated if staff had non-opened food/drinks at the
nurse's station, he would take it because, he was paying here so he was entitled to it. The ADON
stated Resident #1 would go into the kitchen and take snacks and drinks that were for all residents,
he would say that he was entitled to it. She stated he took a rolling chair out of the nurse's station
and put it in his room and told staff that he was entitled to it. He told the CNAs they had to do what he
wanted or said because, he was paying them. The ADON stated Resident #1 would go ask a nurse
(continued on next page)
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about another resident's medical care and would get mad when he was told he was not allowed to
have that information. The ADON stated he refused dialysis often and was non-compliant with insulin,
medications, and fluid restrictions. She stated he was able to sign himself out and went to the store
and brought back sodas, energy drinks, etc. She stated they had to put coded door locks on staff
doors (breakroom, nutrition room, kitchen) because he would go in and take stuff especially from the
lounge/ break room; he would take staff's food that was brought in for meal breaks. The ADON stated
Resident #1 frequently told staff that he was recording them for his safety while they did their daily
tasks. She stated there was an instance when he video recorded a resident who was yelling about
being in her wheelchair. The ADON stated it was unknown if he purposely or inadvertently video or
voice recorded other residents, but he often sat in the recliner in the corner near the nurse's station
and just had his phone up and appeared to be recording, however he refused to show staff what he
was doing. The ADON stated several staff have told her they felt uncomfortable and threatened by
Resident #1 due to his sexual comments and aggressive behavior. In an interview on 03/17/26 at 8:10
pm, the DON stated Resident #1 had been at the facility for almost a year and since the beginning he
was non-compliant with his insulin, medications, dialysis, fluid restrictions, diet recommendations,

and wound care. The DON stated he had a roommate when he arrived and requested a room by
himself, and the admin was able to grant that request at the time. She stated Resident #1 bought a lot
of things and put them in the room. She stated when the census began to grow in the last couple of
months, the admin told him that he had to move to another room because they needed to make that
hall a skilled hall She said Resident #1 agreed to the move, but that night he played his music very
loudly disrupting other residents sleep. She stated the resident had headphones but did not want to
use them when asked to turn his music down so other residents could sleep. The DON stated the
morning after he was moved was when he started recording staff and threatening to call state on
them. She stated most of the female staff had come to her and reported he was making sexual
comments and gestures toward them and making them uncomfortable. She stated he had a phone
holder on his wheelchair and would go around and record staff and say he was, recording for his
safety. The DON stated Resident #1 was issued a 30-day notice on 01/28/26 because he was already
behind on his room and board payments to the facility, but he appealed and won, due to a technicality,
however he did not pay the facility the money he owed. She stated he was issued another 30-day
notice on 03/06/26 effective 03/12/26 because he was still behind on his payments. The DON stated
the SW explained to Resident #1 his apartment would be ready on 03/12/26 but he was still obligated
to pay the facility. The DON stated she and the ADON spoke to Resident #1 about refusing his wound
care, smoking, and being non-compliant with his medications, insulin, and diet recommendations and
gave him in depth information/education about what could happen. She stated Resident #1 started
getting worried and told them he did not want to have any amputations. On Saturday, 03/07/26,
Resident #1 agreed to go to the hospital per the physician's recommendation. The DON stated the
administrator was very transparent about Resident #1's behaviors to the facility that accepted him
when he got discharged from the hospital. The DON stated she was very involved with the discharge
process because the SW came to the facility once a month. She stated the facility owners were
concerned about staff wanting to quit due to Resident #1's behavior. In an interview on 03/17/26 at
8:40 pm, the Admin stated the facility originally issued Resident #1 a 30-day discharge notice on
01/28/26. He stated Resident #1 refused a copy of the notice, then appealed it and won. The Admin
stated he was not aware until 03/03/26 Resident #1 had not paid the facility for February and March
2026. The Admin stated the DON was with him when he gave Resident #1 both of the 30-day notices.
The Admin stated on 03/06/26 he asked Resident #1 why he had not paid and Resident #1 told him he
wanted to move to an apartment. The Admin stated he told Resident #1 that he had to pay what he
owed the facility by 03/06/26 and if he did not pay the money owed, he had to issue a discharge
notice. The Admin stated the SW was at the facility that day and made Resident #1's Medicaid
appointment for him. The Admin stated when the discharg
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