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; | ! DEFICIENCY) ! :
1 ‘ i . PN
F 000 | INITIAL COMMENTS \ F 000! 1. Resident 3 and Resident 4 received and: “\,I ‘V’/}'
" i % signed their year to date trust fand ¢
A complaint investigation was initiated and | ! statement on 10-17-2013 from the :
. concluded on 10/15113 to investigate KY 20779. | 1 Assistant Business Office Manager
| The Division of Health Care substantiated the | i . '] i ‘,»'z*‘}—l?
! allegation with @ deficiency cited. . \ ‘ 2. Business Office Manager will audit
F 159  483.10(c)(2)-(5) EACILITY MANAGEMENTOF 1 F 159 current residents who have resident |
o=k | PERSONAL FUNDS ! %l trusts funds, and BIMS scores of 8 or !l
} ‘ ' higher to determi ;
Upon written authorization of @ resident, the ; H rei:ivmg thei;m Ta;:f?eﬂm residents | '.
facility must hold, safeguard, manage, and ; Residents wh Quarterly statemenis. |
- account for the personal funds of the resident | } idents who have trust funds will
' deposited with the facility, as specified in . .; receive quarterly statements, if they | ",
- paragraphs (€}(3)-8) of this section. : ; have not. Resident below 2 BIM’s
f , : i scors of an 8, their famiki '
- The facility must deposit any resident's personal ! receive a quarterly tmsﬁ«iz ;I:z::ﬂy |
| funds in excess of $50 in an interest bearing | ‘ ment 1[ i
- account (or accounts) that is separate from any of ! 3. All rest ; :
 the facility's operating accounts, and that credits | or abziffxs »}’:uh ¢ B{MS score of 8 i
| alt interest sarned on resident's funds to that ; 10 have resident trust fund | ;
 account. (In pooled accounts, there must be a 1 accounts will receive their quarterly |
. separate accounting for each resident's share) | statements and will sign them from the ||
' i‘ Business Office Manager or L
| The facility must maintain a resident's personal | receptionist. A signed copy will be [ |
, funds that do not exceed $50 in a non-interest kept in the business office by the .
§ pearing account, interest-bearing account, of ? Assistant Business Offi Y } :
' patty cash fund. \ 3 . ice Manager. | |
. . The Business Office Manager willbe !
! The facility must establish and maintain a system ; {  responsible to ensure residents with '
. that agsures a full and complete and separate ! I[ BIMs score of eight or higher receive {
~ accounting, according to generally acceptad 1 | their quarterly statments. o
i accounting principles, of each resident's personal | S :
 funds entrusted to the facility on the resident's ; ! :
' pehalf, \ ;;
i . : H - i
' The system must preclude any commingting of - | i
| resident funds with facility funds ot with the funds | ‘ :
! of any person other than another resident 1 l
‘ 1
§ i
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i
ABDRATORY D TOR'S OR PROVIDER/SUPELIER REPRE, 'S SIGNATURE
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\ny deficiency staterrnent anding with an menctes 2 daficiency which the insti
ket safeguards provide sufficient protection to the patients. (See instructlons.) Except
ollowing the dafe of survey whethar or not a plan of correction is provided. For nursing
{ays following the date these documents arg mede availahle to the faciity. i deficiencias a

rogram participation.

rition may be axcused from cotracting providing & 1s determined that
for nursing homes, the findings stated above are disclosable 90 days
homas, the above findings and plans of correciion are disciosable 14
ra cifed, an approved plan of correction is requlisite 1o continued
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F 159 | Continusd From page 1

' The individual financial record must be available
{ through quarterly staternents and on request 1o
! the resident or his or her legal representative.

 The facility must nofify each resident that receives
. Medicaid benefits when the amount in the i

| resident's account reaches $200 less than the

. 881 resource limit for one person, gpecifiedin i

 section 1611 (a)(3)(B) of the Act; and that, fthe

' amount in the account, in addition to the valua of

; the resident's other nonexempt resources,

i reaches the 25| resource limit for ong person, the

 resident may lose eligibility for Medicaid or 851

This REQUIREMENT is not met as evidenced

: by:

. Based on interview, record review and review of
| the facility's policy, it was determinad the facility
| failed to assure a system was in place to honor
. residents’ requests for personal funds after

| non-banking hours. The faciiity failed to provide
| quarterly statements to two (2) of (5) sampled i
: residents. Resident #3 voiced the facility did not

{ provide a quarterly statement and Resident #4

- quarierly statemnent was mailed the resident's g
; previous address. 1

| The findings includa!

i Review of the facility's policy, dated 12119/09,

. Accounis Receivable, revealed the facility had

i established a resident fund petty cash box. The
! funds were available to ensuré the resldents had
| acoess to funds for their personal needs. The
' facility was required to present fo the
 resident/responsible party a guarterly resident
! trust statement.

J

F 139

: 1 staff before they leave and locked in

Residents will have access to cash M-F |

from 10-9PM and Saturday-Sunday '

from 10a-7pm. A bank bag containing :
850 will be kept in the small safe :
| located below the receptionist desk and
\ only the business office manager, '
assistant business office manager, and 'I
receptionists will have access to it. The |
Business Office staff will be '.
responsible for giving the resident \5
¢ money and then writing a receipt to '\
| ensure it is deducted from the j,
resident’s trust fund. The bank bag will "
be placed back into the safe after every

wransaction. If the receptionist gives all |
of the §50, the receptionist will get |
| another $50 from the business office |
for the bapk bag. On evenings and |
L weekends, the bank bag will contain |{
$100. The business office will refillthe !
bank bag at the beginning of each shift '
and count the money at the end shift ;
On weekends the money wili be ,.
counted at the end of business Friday |
 and mopies and receipts will be

counted at the beginning of business on ;
Monday. Any deposits into resident |
trust funds will be placed in 2 lockbox |
at the copisr TOOM. The key to the lock !
box is kept n the safe at the business \

t&

5

office. After the business office closes,
§75 will be given to each nurses stafion \
by the Teceptionists, oT business office | |

e e 5 S st b

] the med carts narcotic box for
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F 159 | Continued From page 2 v F 159

\ Review of the facility's Resident Report of Brief |
: Interview Mantal Status (BIMS), dated 10/1 5113, |
' revealed Resident #3 and #4 had a maximum |
+ value score of fifteen (18) deemed cognifively |
% intact !

: Interview with Resident #3, on 1011513 at 10:35
| AM, revealed the resident had a resident tust
" account. The resident stated the business office ‘1
 racently counciled him/her on the low fundsin |
 his/her trust account. The resident continued o |
1 state the faciiity did not provide or present them f
| with a quarterly bank statement. The resident ‘
 further stated only when the front office was open l
: could the residents have access fo their funds. |

| interview with Resident#4, on 10/15/13 at 10:05

| AM, revealed the rezident had trust account The

i resident stated when requested the facility would
, inform him/her of their account balance. '
| Resident #4 stated the facility had not provided

| him/her with a quarterly bank statement.
! Review of the business office records revealed |
! Resident #3 had been counciled on 09/09/13 by
! the Business Office Manager (BOM). Continued |
. review revealed no evidence of the resident befng |
t presented with a guarterly statement. Revigw of " |
| Resident #4's Fund Management Service i
| Statement revealed the quarterly statement was
| being mailed to the resident's home of address

: aven though the rasident did not five there. 2
|
{
1
i

| interview with the Assistant Business Office
| Manager (ABOM), on 10/16/13-at 3:05 PM,

| revealed petty cash was available to residents

! only when the receptionist ABOM or BOM were
| available. The ABOM stated the BOM was !
; usually et the facility until 7:00 PM and the !

i

s
| closes and receptionist leaves forthe - 1
| pight. The licensed nurses will be. ,
| responsible for counting the aoney | |
during shift change at the end of the |
sarcotic medication count. BOM, |
ABOM, and receptionist will be no |
serviced on this process from the
Administrator by November 15, 2013.
Licensed Nurses will be in-serviced by ‘
the Business Office Manager by '
November 15, 2013 on providing
money to residents after the business
office leaves for the day.

4. Chaplain/Social Services will
- interview a random sample of 10 per

month residents with BIMs scores

above ar § who have trust fimds asking

them if they received their resident
trust fund quarterly statements. Results
of audits will be reported to QA
monthly for 6 months.

Business Office Manager will audit
copies of resident trust funds quarterly
statement to ensure residents who have
2 BIMS score of § or higher received
their quarterly statements. The resulis
of the andit will be reported monthly
for 6 months.

Findings of the audis to include time of
allegation and tine of reporting allegation will
be  discussed monthly Quality ~ Assurance
Meeting and in the Quality Assurance Meeting
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. receptionist leaves for the ‘ %
. The licensed nurses will be .
césponsible for counting the money
" during shift change at the end of the
narcotic medication count. BOM, I f
ABOM, and receptionist will be in \.
serviced on this process from the ‘
Admipistrator by November 15,2013,
! Licensed Nurses will be in-serviced by
the Business Office Manager by
November 15, 2013 on providing
money to residents after the business
office leaves for the day. |

 Review of the facility's Resident Report of Brief
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F 159 | Continued From page 2 . F 1591!
¢
I
i

H
| Interview Mental Status (BIMS), dated 10/15/13, |
| revealed Resident #3 and #4 had a maximum \
 value score of fifieen (18) deemed cognitively |
| intact, \

 Interview with Resident # 3, on 10/15/13 at 10:35 ;
- AM, revealed the resident had a resident trust

" account. The resident stated the business office
! recently counciled him/her on the fow funds in

! his/her trust account. The resident continued to

; state the facility did not provide or present them

| with @ quarterly bank staternant. The resident

: further stated only when the front office was open
| could the residents hava access to their funds.

e e e

4. Chaplain/Social Services will ‘=
. interview a random saruple of 10 per
month residents with BIMs scores !
above a8 who have trust funds asking 'E=
them if they Teceived their resident ;

i

| interview with Resident #4, on 10/15/13 at 10:05 \
| AM, revealed the resident tad trust account. The'!
i resident stated when requested the facility would
. inform him/her of thelr account balance. ‘
. Resident #4 stated the facility had not provided

I‘\
 him/her with a quarterly bank statement. :

trust fund quarterly statements. Resulté
of audits will be reported 1o QA

! Review of the business office records reveaied monthly for 6 mow hs.

' Rasident #3 had been counciled on 09/09/13 by
' the Business Office Manager (BOM). Continued :
. review revealed no evidence of the resident being !
. presented with & quarterly statement. Review of ; 5
| Resident #4's Fund Management Service : statement fo ensure residents who have |
 Statement revealed the quarterly staternent was E o BIMS score of § or higher received ’g
 being mailed to the resident's home of address | ‘s

: . . their quarterly statements. The results
L even though the resident did not live there. of the audit will be reported monthly |

for 6 monihs.

Business Office Manager will audit
copies of resident trust funds quarterly

| Manager (ABOM), on 10/15/1 3.at 3:.05 PM,

i revealed petty cash was available to residents

l

ii (nterview with the Assistant Business Office *1
%

|

| only when the receptionisyABOM or BOM were
i available. The ABOM stated the BOM was
i usually at the facifity until 7:00 PM and the

i

|

Fipdings of the audits 1o include time of
allegation and tirme of reporting

be
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F 159 Continued From page 3

' residents should need no monies after that time.
| She continued 1o state the Business Office

: Manager (BOM), aleng with herself, lived in the
. city and would access the residents funds if

| needed. The ABOM further gtated no system

! was in place for resident's to access personal

. funds if the BOM or ABOM were not available and

the front office was closed. The ABOM stated
. quarterly statements are rmailed to the legel
guardians to decrease anxiety to the residents.

l

. She was unsure of why Resident#3 did not geta |

! quarterly staternent and continued to state
| Resident #4's quariery statement should be

. provided to the resident not the previous address. |

! Interview with the BOM, on 10/15/13 at 3:40 PM,
| revealed the residents had access to thelr

| personal funds only if the receptionist, ABOM or
| BOM were available. She stated there was no
 system in place for the resident {o access

t personal funds if the receptionist, ABOM or BOM

. are not available. The BOM stated the ABOM
' was responsible to provide rasidents/iegal

. representatives with the quarterly staternents.
* She stated the facility realized the rasident

. geccounting system was not efficlent.
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