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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 1/9/23 for 

intake #NCNC00196232, #NC00196486, and 

#NC00196801.  Deficiencies were cited.

 

W 140 CLIENT FINANCES

CFR(s): 483.420(b)(1)(i)

The facility must establish and maintain a system 

that assures a full and complete accounting of 

clients' personal funds entrusted to the facility on 

behalf of clients.

This STANDARD  is not met as evidenced by:

W 140

 Based on interviews and documentation review, 

the facility failed to maintain a system to ensure 

complete accounting of clients' personal funds for 

1 sampled client (#1).  The finding is: 

Review of supporting documentation during the 

complaint survey on 1/9/23 revealed the following 

documentation:  purchase receipts, resident 

financial statements and resident fund withdrawal 

requests from 1/2021 - 1/2023.  Continued review 

of supporting documentation revealed receipts to 

not be in order by date, purchase description and 

totals including applicable sales tax.  Further 

review of supporting documentation and receipts 

dated 12/29/21 relative to 2 line items for "spend 

down" did not total $330.49 as indicated on the 

resident financial statement for client #1.  Review 

of receipts dated 12/28/21 revealed a 32" TCL 

television for $169.99.  Additional review of 

receipts did not reveal receipts or purchase 

orders in the amount of $150.31 as indicated on 

the line item on the resident financial statement 

labeled "spend down".  

Interview with the regional business manager on 

1/9/23 revealed there was a concern from client 
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#1's guardian relative to spend down purchases. 

Continued interview with the regional business 

manager revealed he submitted all receipts in his 

possession during the survey.  Further interview 

with the regional business manager did not reveal 

receipts for the "spend down" totaling $330.49 for 

client #1.  

Interview with the program manager on 1/9/23 

revealed the facility is working on improving their 

financial reporting system to ensure all receipts 

and purchase orders are in order by each 

individual client and easily accessible upon 

request.  Interview with the facility administrator 

and program manager revealed all clients should 

have receipts and financial statements orderly 

and accessible upon request.
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