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The findings are:

The Adult Care Licensure Section conducted a
complaint investigation from 04/08/25 to

D 427 10A NCAC 13F .1106 (a) Settlement Of Cost Of

10A NCAC 13F .1106 Settlement Of Cost Of

(a) If a resident of an adult care home, has been
notified by the facility of its intent to discharge in
accordance with Rule .0702 of this Subchapter,
the facility shall refund the resident an amount
equal to the cost of care for the remainder of the
month minus the amount charged for any nights
spent in the facility during the notice period. The
refund shall be made within 14 days after the
resident leaves the facility. For the purposes of
this Rule, "cost of care" means any monies paid
by the resident or the resident's legal
representative in advance for room and board
and services provided by the facility as agreed
upon in the resident's contract.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure that 1 of 6 sampled
residents (#6) received a refund within 14 days
after the resident was discharged from the facility.
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Review of Resident #6's current FL2 dated
01/30/25 revealed diagnoses included chronic
respiratory failure with hypercapnia, type two
diabetes, chronic obstructive pulmonary disease,
morbid obesity and paroxysmal atrial fibrillation.

Review of the Resident #6's Register for Resident
revealed:

-Resident #6 was admitted to the facility on
08/11/21.

-Resident #6 did not have a Responsible person,
Guardian or Power of Attorney.

-Resident #6's notice of discharge was initiated
on 02/12/25 by the Administrator.

-The reason for the discharge was for the level of
care.

-Resident #6 was transferred to the local hospital.

Review of Resident #6's facility Resident
Agreement dated 08/11/21 revealed:

-Resident #6's total monthly fees were $1182.00.
-Refunds for partial month were refunded at the
full months's rate prorated over the number of
days that month.

-Refunds were to be processed and sent to
Resident #6/Responsible Person within 14 days
of move out.

Review of the Resident #6's Trust Fund Account
dated 03/01/25 revealed:

-On 02/26/25, Resident #6's balance was
$862.00.

-On 03/26/25, check #984 was paid to Resident
#6 in the amount of $862.62.

-The refund was paid to Resident #6 thirty days
after the Administrator initiated her discharge.

Review of Resident #6's progress notes revealed:
-On 02/28/25 at 9:31am, the BOM received
telephone permission form Resident #6 to allow
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Resident #6's family member to receive
documents and remainder from Resident #6's
Trust Fund account.

-On 02/28/25 at 6:05pm, Resident #'s family
member received documents, medication, mail,
the rest of her belongings and $60 that was left in
Resident #6's account.

Interview with the BOM on 04/09/25 at 3:52pm
revealed:

-Resident #6 was discharged from the facility on
02/12/25 after Resident #6 had been in the
hospital on 01/20/25, as reassessed three times
by the Resident Care Coordinator (RCC) and
after receiving a new FL2 with a physician's order
for a higher level of care.

-On 03/27/25, after Resident #6's family picked
up the remainder of Resident #6's belongings
from Resident #6's room, she sent the total
refund amount to corporate and she received a
refund check in the amount of $826.26 and she
sent the refund to Resident #6's family member.

Telephone interview with Resident #6's family
member on 04/09/25 at 4:26pm revealed around
the end of March 2025, she received a check in
the amount of $826.26 from the facility.

Interview with the Administrator on 04/09/25 at
2:50pm revealed:

-On 02/12/25, Resident #6 was discharged from
the facility after assessment were completed and
receiving a new FL2 with a physician's order for a
higher level of care.

-The resident contract stated once the belongings
were removed from Resident #6's room and the
keys were turned in then the facility had 14 days
to release the settlement of cost.

-On 03/27/25, Resident #6's family removed the
last of Resident #6's belongings and a check was
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sent to Resident #6's family after it was received
from corporate.

-She did not know the settlement of cost was to
be completed within 14 days of the discharge

from the facility which would have been 02/26/25.
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