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Upon written authorization ¢f & resident, the
facility must hold, safeguard, manage, and

account for the personal funds of the resident F159

deposited with the facility, as specified in L. X

paragraphs (C)(3)-(3) of this section, All resident funds in excess of 04-12-0¢
: $50.00 will be deposited in an

The facility must deposit any resident's personal interest bearing account. This

funds in excess of 350 in an interest bearing account will be separate from any

account (or accounts) that is separate from any of of the facilities operating accounts.

the facility's operating accounts, and that credits

all interest earned on residant's funds to that 2,

account. (In pooled accounts, there must be a An accounting system has been 04-12-06

soparate accounting for each resident's share.) established to account for all resident

L - . funds placed under facility supervision.
The facility must maintain a resident's personal

funds that do not exceed $50 in 2 non-interest 3
hearing account, interest-bearing acsount, or The facility will notify the resident 04-12-06

petty cash fund. when their account balance is within

The facility must establish and maintain a system §200.00 of the SSI resource limit.

that assures a full and complste and saparate

. : 4

accounting, according to ganerally accepted : o ) i

accounting principles, of gach resident's personal The facility will have the resident 04-12-06

funds entrusted to the facility on the resident's sign a written authorization explaining

behalf, how the funds will be accounted for and
managed.

The system must preclude any commingling of

resident funds with facility funds or with the funds 5.

of any person other than another resident. The total procedure for managing 04-12-06
resident funds will be monitored by the

The indiviguat financial record must be available office manager and administrator.

through quarterly statements and on request to
the resident or his ¢r her legal representative.

The facility must notify each resident that recelves
Meadicaid benefits when the amount in the |
rasident's account reaches $200 less than the i
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S5l resource limit for one person, spéacified in
section 1611(a)(3)(B) of the Act; and that, if the
amount in the aceount, in addition to the value of
the resident's other nohexempt rasources,
reaches the 58I resource limit far one person, the
resident may lose eligibility for Medicaid or SSI.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, family and siaff
interview, and review of facility policies and
procedures and financial records, the facility
failed to obtain written authorization to manage
resident funds for one of ane resident (#1) who
received a life insurance policy. In addition, the

facility failed to separate resident funds from
facility funds. The findings were;

Medical record review revealed resident #1 was
admitted to the facility on 2/9/05 with diagnoses of
hemiplegia and aphasia secondary to stroke. It
was further documented that several months

later, the resident's spouse died leaving a
$25,000 life insurance policy.

interview with the bockkesper on 3/17/06 at 11
AM revaaled that on 8/4/05, the facllity asked tha
resident to turn those funds over to the facility to
pay for ongoing care, The resident complied and
marked the life [nsurance check with an "X." The
~ facility did not prepare written authorization
explaining how the funds were to be accounted
for and failed to obfain the resident's mark on
such a document. Review of the facility's
Resident Trust Policy 3.2 revealed, "Upon writien
authorization of the resident, Shepherd of the
Valley will hold, safeguard, and accaunt for the
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residént's personal funds,"

Interview with the resident's family on 3/17/06 at
9:13 AM, revealed that even though the resident
was unable to speak, s/he was cognizant enough
to handle his/her own affairs. Review of the most
recent quarterly Minimal Data Set assessment
{1/3/08) confirmed the resident usually makes
him/herself understood and has the abllity to
understand others. Flnally, a nursing note dated
417105 documented the resident was genarally
able to communicate his/her needs; sometimes
words are unrecognizable.

Review of financial records and interview with the
hookkesper on 3/17/06 at 11 AM revealed the
facility did not deposit the proceeds from the life
insurance policy in an interest bearing resident
account, but rather deposited the funds directly
into the facility's operating budget account,
Review of the facility Resident Trust Policy 3.3
revealed "Shepherd of the Valley will deposit all
funds in a Resident Trust bank account. This
account will be separate frem all other facllity
accounts.”

Interview on 317/06 at 11:48 AM with the facllity
administrator, assistant administrator and director
of nursing confirmed the above to be acourate.

F 160
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