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A complaint investigation was completed on
6/10/25 for CINV Intake No. NC00231298. The
complaint was substantiated and deficiencies
were cited.

W 201 | ADMISSIONS, TRANSFERS, DISCHARGE W 201
CFR(s): 483.440(b)(4)(i)

If a client is to be either transferred or discharged,
the facility must have documentation in the
client's record that the client was transferred or
discharged for good cause.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure there was
documentation in the client's record that the
facility prepared to discharge client #1 for good
cause. The finding is:

Review of records on 6/10/25 revealed a series of
text messages between the President and client
#1's guardian between 6/6/25 and 6/9/25. On
6/6/25, the President stated to the guardian, "I
have been trying to get the situation resolved but
it has not been. We are going to have to move
forward with client #1's discharge into your care
effective this coming Sunday, June 8, 2025."
Further review revealed that when the guardian
indicated she could not pick the client up on
Sunday, the President responded in an email
dated 6/7/25 that, "The latest we can keep him is
until Monday. He must be picked up by then.
Please confirm the time he will be picked up
Monday. It will need to be by 5 PM." Continued
review revealed an email dated 6/8/25 again
requesting a timeframe for picking client #1 up for
discharge from the group home on 6/9/25, and
another email on 6/9/25 again requesting a time
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for the guardian to pick up client #1 that
afternoon.

Interview with client #1's legal guardian on 6/9/25
revealed that she had gotten a call from the
provider's office on or around 6/4/25 indicating
they were not receiving Medicaid payments for
client #1 and that, if the guardian did not remedy
that situation that day, the facility would discharge
client #1. Further interview with the guardian
revealed that she had received each of the emails
referred to above and that she was trying to work
with the facility to remedy the payment situation.
The guardian also stated that she is unable to
care for client #1 in her home since she was
disabled by a recent stroke.

Interview on 6/10/25 with the President revealed
that the facility was attempting to resolve a
Medicaid billing issue concerning client #1.
Further interview revealed that the President
believes that the guardian is being uncooperative
and has transferred client #1's Medicaid to a
county which is outside of the MCQ's catchment
area and that this is the cause of the denial.
When asked why the facility was attempting to
discharge client #1 ahead of the 6/18/25 date
previously set, the President replied, "When his
billing was denied, it became an issue of
continuing to provide a service with no revenue to
support the services needed."

W 202 | ADMISSIONS, TRANSFERS, DISCHARGE W 202
CFR(s): 483.440(b)(4)(ii)

If a client is to be either transferred or discharged,
the facility must provide a reasonable time to
prepare the client and his or her parents or
guardian for the transfer or discharge (except in
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emergencies).

This STANDARD is not met as evidenced by:
The facility failed to provide a reasonable time to
prepare client #1 and his parent or guardian for
discharge on 6/8/25 and again on 6/9/25. The
finding is:

Review of records on 6/10/25 revealed a series of
text messages between the President and client
#1's guardian between 6/6/25 and 6/9/25. On
6/6/25, the President stated to the guardian, "I
have been trying to get the situation resolved but
it has not been. We are going to have to move
forward with client #1's discharge into your care
effective this coming Sunday, June 8, 2025."
Further review revealed that when the guardian
indicated she could not pick the client up on
Sunday, the President responded in an email
dated 6/7/25 that, "The latest we can keep him is
until Monday. He must be picked up by then.
Please confirm the time he will be picked up
Monday. It will need to be by 5 PM." Continued
review revealed an email dated 6/8/25 again
requesting a timeframe for picking client #1 up for
discharge from the group home on 6/9/25, and
another email on 6/9/25 again requesting a time
for the guardian to pick up client #1 that
afternoon.

Interview with client #1's legal guardian on 6/9/25
revealed that she had gotten a call from the
provider's office on or around 6/4/25 indicating
they were not receiving Medicaid payments for
client #1 and that, if the guardian did not remedy
that situation that day, the facility would discharge
client #1. Further interview with the guardian
revealed that she had received each of the emails
referred to above and that she was trying to work
with the facility to remedy the payment situation.
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The guardian also stated that she is unable to
care for client #1 in her home since she was
disabled by a recent stroke.

Interview on 6/10/25 with the President revealed
that the facility was attempting to resolve a
Medicaid billing issue concerning client #1.
Further interview revealed that the President
believes that the guardian is being uncooperative
and has transferred client #1's Medicaid to a
county which is outside of the MCO's catchment
area and that this is the cause of the denial.
When asked why the facility was attempting to
discharge client #1 ahead of the 6/18/25 date
previously set, the President replied, "When his
billing was denied, it became an issue of
continuing to provide a service with no revenue to
support the services needed."
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