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(k) Transfer and Dlscharge.

(iv) Residents transferred to andther health
care facility shall be given wntten ‘
transferldlscharge notice which includes:

“(A) The name of the resldent;
(B) The reason for the transfer/discharge;

(C) The effective date of the
transfer/discharge;

(D) The location to which resident is
transferred/discharged;

(E) The name, address. and telephone
number of the Ombudsman; and

(F} A llsting of all outside contracted
services.

This State Rule and Regulation Is not et as
avideniced by:

Based on medical record review and staff
intérview, the facllity falled to ensure a riotice of
transferldlscharge was issued for 2 of 2 residents
reviewed (#3, #4) who were transfefred to other
healthcare facllities. The findings were:

1 Review of the resident dischargeftransfer
status change dated 6I23116 showed resident #3

transfer/discharge notices are
provided to residents that are -
transferred or discharged from the
facility. Resident #3 is deceased.
On 1/12/17 the facility sent a
transfer/discharge notice to resident
#4, Staff will be educated by
1/20/17 on the appropriate times to
provide the transfer discharge
notice. The Assisted Living
“Coordinator or designee will audit
all transfers/discharges for the last
6 months to ensure a
transfer/discharge notice has been

provided. The assisted living
coordinator or designee will audit
all transfer/ discharges monthly for
one year fo ensure

transfer/discharges notices were
provided. All resuits will be taken,
to QA&A for further review and '
| analysis.
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was being dlscharged to the attached long term
care facliity due to increased agitation and
confuslon, and was no longer able to perform

ADLs at the level fequired to réside In an asslsted
fiving facllity.

2. Review of the 10/7/16 nurse's note timed at
8:30 PM showed resident #4 was transferred to
the emergency room due to chest pain. The
10/8/16 nursé's noté timed &t 10:30 AM showed
after the hospitalization, the resident was
transfatred to the hursing home and was not

il | expected to rétum to the asslsted living faclty.

i 3, interview with RN #1 on 12/20/16 at 4:10 PM
N verified there was no riotice of transfer or
discharge Issued to the residents of thelr
responsible party.
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