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Initial Comments.

Avrevisit toan complaint investigation
{# 20230127286) was conducted at Elance at
Pasadena on . Deficiencies were
identified at the time of the visit.

429.24(3)a Resident Refund Policy

....The facifity shail provide a refund to the resident
or responsible party within 45 days after the
transfer, discharge, or of the resident. The
agency shall impose a fine upon a facility that fails
to comply with the refund provisions of the
paragraph, which fine shall be equal to three times
the amount due to the resident. One-half of the
fine shall be remitted to the resident or his or her
estate, and the other half to the Health Care Trust
Fund to be used for the purpose specified in s.
429.18.

This Statute or Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that a resident or their responsibie
party received a refund within 45-days of resident’s
transfer or discharge from the facility for one
{Resident # 15) of one sampled resident.

Findings included:

In & record review of the refund check issued to
Resident #15 { ) conducted on

there was no record that the refund
check addressed to the resident at a
focal address had been mailed or cashed.

In an interview with the responsible party for
Resident #15 conducted on at 1:03pm
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they had not received the refund check at their
northern address where they had requested it be
sent.

In an interview conducted on at 1:56pm
with the Director of Clinical Services she said that

they should have followed up to see if the refund
was received.

Photo Evidence Qbtained.
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