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identified during survey as being affected 9/11/13
No deficiencies were cited as a result of the by nated Fieﬂcient practice. Correction for
complaint investigation. Event ID #H7G911 thes‘e residents occurred on 9/1 1”3.' The
’ : business office has re-addressed this issue
F 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F156| 1y issuing the correct form CMS 10123-
ss=B | RIGHTS, RULES, SERVICES, CHARGES NOMNC to the listed above three
residents.
The facility must inform the resident both orally Completion Date 9/11/13
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and 2. Al residents receiving Medicare
responsibilities during the stay in the facility. The benefit had potential to be impacted by
facility must also provide the resident with the deficient practice. Corrective action has
notice (if any) of the State developed under been accomplished for these residents by ~ 8/22/13
§1919(e)(6) of the Act. Such notification must be re-instating the immediate use of the
made prior to or upon admission and during the correct form. The Liability Notices/Notice
resident's stay. Receipt of such information, and of Medicare Provider Non-Coverage forms
any amendments to it, must be acknowledged in have been obtained and are now being
writing. provided to all residents using the new
CMS form for notification (Form CMS
The facility must inform each resident who is 10123-NOMNC (Approved 12/31/2011)
entitted to Medicaid benefits, in writing, at the time Completion Date 8/22/2013
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5)
(i)(A) and (B) of this section.
“ Preparation and/or execution of this plan of
The fa(?ility must ir'.ufonfm each resi.der}t before,‘ or ;g:;eet::::t %‘:ﬁi::&gs&setr'lgﬁ;:mj?g?tg;
atthe time of admission, and periodically during facts alleged or conclusions set forth in the
the resident's stay, of services available in the statement of deficiencies. The plan of
facility and of charges for those services, correction is prepared andfor executed solely
including any charges for services not covered because it is required by the provisions of
federal and state law.”
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cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facility must inform each resident of the
name, specialty, and way of contacting the

physician responsible for his or her care.

The facility must prominently display in the facility

QA&A meeting monthly for 2 months and
then quarterly, for two quarters. This will be
done via checking the website for any
policy/form changes and auditing resident
files for use of correct CMS 10123-
NOMNC form. The QA&A Committee will
evaluate the effectiveness of the above
plan and will adjust the plan based on
outcomes/trends identified. The first QAPI
was completed on 9/11/13 with all
' residents receiving notice since 8/22/13.
This QAPI reviewed 100% compliance rate
in using the new updated CMS 10123-
NOMNC form. The next QAPI is
scheduled for 10/16/13.
Completed Date: 9/11/13

“ Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the
facts alleged or conclusions set forth in the
statement of deficiencies. The plan of
correction is prepared and/or executed solely
because it is required by the provisions of
federal and state law.”
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A description of the requirements and procedures Completion Date 8/22/13
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exempt resources at the time of 4. The facility plans to monitor via the
institutionalization and attributes to the community QAPI process. The Clinical Supervisor will
spouse an equitable share of resources which analyze for palterns/irends and report in 9/11/13
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written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility failed to provide residents with the Denial
of Payment of Medicare Coverage and their
appeal rights for 3 of 3 residents. (Resident # 79,
Resident # 85 and Resident # 205)

The findings included:

1. A record review of the Liability Notices/Notice
of Medicare Provider Non-Coverage forms
revealed Resident # 79 was not provided with one
of the correct CMS forms for notification which
informed the resident/family of the resident’s right
to have a claim or demand bill submitted to
Medicare as the resident no longer qualified for
services. The facility was using a letter entitled
Skilled Nursing Facility (SNF) Determination on
Continued Stay letter. Under verification of
receipt of notice there was no date of receipt for
when resident/family was notified.

During an interview on 08/21/13 at 4:10 PM the
Business Office Manager reported once notice
was received from the Therapy Department of an
upcoming resident discharge from therapy the
Business Office Manager called the family and
explained what was happening and when the
resident's Medicare Coverage would end. The
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Business Office Manager then sent thermn the SNF
Determination on Continued Stay letter. The
Business Office Manager further stated the facility
used the SNF Determination on Continued Stay
letter for anyone requiring the Medicare
Non-Coverage form.

During an interview on 08/21/13 at 4:30 PM the
Chief Executive Officer revealed the facility had
an accountant that was responsible for their
Medicare billing and she had not received any
information from the accountant there had been
any changes in the Medicare Non-Coverage
letters. The Chief Executive Officer further stated
the facility had been using the SNF Deterimination
on Continued Stay letter for quite sometime.

2. Arecord review of the Liability Notices/Notice
of Medicare Provider Non-Coverage forms
revealed Resident # 85 was not provided with one
of the correct CMS forms for notification which
informed the resident/family of the resident’s right
to have a claim or demand bill submitted to
Medicare as the resident no longer qualified for
services. The facility was using a letter entitled
Skilled Nursing Facility (SNF) Determination on
Continued Stay letter.

During an interview on 08/21/13 at 4:10 PM the
Business Office Manager reported once notice
was received from the Therapy Department of an
upcoming resident discharge from therapy the
Business Office Manager called the family and
explained what was happening and when the
resident's Medicare Coverage would end. The
Business Office Manager then sent them the SNF
Determination on Continued Stay letter. The
Business Office Manager further stated the facility
used the SNF Determination on Continued Stay
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letter for anyone requiring the Medicare
Non-Coverage form.

During an interview on 08/21/13 at 4:30 PM the
Chief Executive Officer revealed the facility had
an accountant that was responsible for their
Medicare billing and she had not received any
information from the accountant there had been
any changes in the Medicare Non-Coverage
letters. The Chief Executive Officer further stated
the facility had been using the SNF Determination
on Continued Stay letter for quite sometime.

3. A record review of the Liability Notices/Notice
of Medicare Provider Non-Coverage forms
revealed Resident # 205 was not provided with
one of the correct CMS forms for notification
which informed the resident/family of the
resident's right to have a claim or demand bill
submitted to Medicare as the resident no longer
qualified for services. The facility was using a
letter entitled Skilled Nursing Facility (SNF)
Determination on Continued Stay letter. Under
verification of receipt of notice there was no date
of receipt for when resident/family was notified.

During an interview on 08/21/13 at 4:10 PM the
Business Office Manager reported once notice
was received from the Therapy Department of an
upcoming resident discharge from therapy the
Business Office Manager called the family and
explained what was happening and when the
resident's Medicare Coverage would end. The
Business Office Manager then sent them the SNF
Determination on Continued Stay letter. The
Business Office Manager further stated the facility
used the SNF Determination on Continued Stay
letter for anyone requiring the Medicare
Non-Coverage form.
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During an interview on 08/21/13 at 4:30 PM the
Chief Executive Officer revealed that the facility
had an accountant that was responsible for their
Medicare billing and she had not received any
information from the accountant there had been
any changes in the Medicare Non-Coverage
letters. She further stated the facility had been
using the SNF Determination on Continued Stay
letter for quite sometime.
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