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A complaint survey was conducted by Healthcare
and Surveys from 3/30/23 to 3/31/23. The survey
was prompted by complaint intake WY00003505.

The following common abbreviations are used
throughout this document:

ADON- Assistant Director of Nursing
DON- Director of Nursing
RN- Registered Nurse

Less commonly used abbreviations will be
annotated in each deficiency.

F 573 Right to Access/Purchase Copies of Records F 573 6/1/23
SS=D CFR(s): 483.10(g)(2)(i)(ii)(3)

§483.10(g)(2) The resident has the right to
access personal and medical records pertaining
to him or herself.

(i) The facility must provide the resident with
access to personal and medical records
pertaining to him or herself, upon an oral or
written request, in the form and format requested
by the individual, if it is readily producible in such
form and format (including in an electronic form
or format when such records are maintained
electronically), or, if not, in a readable hard copy
form or such other form and format as agreed to
by the facility and the individual, within 24 hours
(excluding weekends and holidays); and

(ii) The facility must allow the resident to obtain a
copy of the records or any portions thereof
(including in an electronic form or format when
such records are maintained electronically) upon
request and 2 working days advance notice to the
facility. The facility may impose a reasonable,
cost-based fee on the provision of copies,
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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provided that the fee includes only the cost of:

(A) Labor for copying the records requested by
the individual, whether in paper or electronic form;
(B) Supplies for creating the paper copy or
electronic media if the individual requests that the
electronic copy be provided on portable media;
and

(C)Postage, when the individual has requested
the copy be mailed.

§483.10(g)(3) With the exception of information
described in paragraphs (g)(2) and (g)(11) of this
section, the facility must ensure that information
is provided to each resident in a form and manner
the resident can access and understand,
including in an alternative format or in a language
that the resident can understand. Summaries that
translate information described in paragraph (g)
(2) of this section may be made available to the
patient at their request and expense in
accordance with applicable law.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff and elder
representative interview, and review of policy and
procedures the facility failed to ensure elders, or
their representatives, received a copy of medical
records in a timely manner after request for 1 of 4
elders (#6) reviewed. The findings were:

1. Review of medical records showed elder #6
was admitted to the facility on 10/23/22. Interview
with the elder's representative on 3/30/23 at 4:33
PM revealed family had requested a copy of the
elder's medical file on 11/7/22. Further interview
revealed on 11/17/22 requested the records again
and received them 3 days later. The following
concerns were identified:

a. Interview with the elder's representative on
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1. DON or designee will review policy and
procedures for medical records requests
with all agency RN's and management at
next staff meeting.

2. DON or designee will create a log to
ensure tracking of records requested by
Elders to include person requesting
records, request date, type of records
requested and date records released

3. DON or designee and will create an
audit tool to ensure accurate
documentation of person requesting
records, request dates, types of records
requested and date records released.
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3/30/23 at 4:33 PM revealed no medical records
were received after the 11/7/22 request. The 4. DON or designee will audit the medical
family requested the records a second time on records request tool monthly with a
11/17/22, and received the records 3 days later. required score of 100% or more for 2
b. Review of the administrative records for consecutive months.
medical record access and release showed the
facility did not keep a log of requests for medical 5. Audit results will be reported during
records, or a log of any medical records released. monthly and quarterly QA meetings and
c. Interview with the DON on 3/31/23 at 11:35 modified as needed.
AM revealed the facility did not currently have any
policy that addressed release of medical records.
Further interview revealed the facility was not
able to tell when or if any medical records had
been released.
d. Review of the undated Admissions
Agreement provided to all elders in the admission
packet showed "The Elder or his/her legal
representative has the right: Upon written
request, to access all records pertaining to
himself/herself including current clinical records
within 24 hours (excluding weekends and
holidays)"
F 622 Transfer and Discharge Requirements F 622 6/1/23

SS=G

CFR(s): 483.15(c)(1)(i)(ii)(2)(i)-(ii)

§483.15(c) Transfer and discharge-
§483.15(c)(1) Facility requirements-

(i) The facility must permit each resident to
remain in the facility, and not transfer or
discharge the resident from the facility unless-
(A) The transfer or discharge is necessary for the
resident's welfare and the resident's needs
cannot be met in the facility;

(B) The transfer or discharge is appropriate
because the resident's health has improved
sufficiently so the resident no longer needs the
services provided by the facility;

(C) The safety of individuals in the facility is
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endangered due to the clinical or behavioral
status of the resident;

(D) The health of individuals in the facility would
otherwise be endangered;

(E) The resident has failed, after reasonable and
appropriate notice, to pay for (or to have paid
under Medicare or Medicaid) a stay at the facility.
Nonpayment applies if the resident does not
submit the necessary paperwork for third party
payment or after the third party, including
Medicare or Medicaid, denies the claim and the
resident refuses to pay for his or her stay. For a
resident who becomes eligible for Medicaid after
admission to a facility, the facility may charge a
resident only allowable charges under Medicaid;
or

(F) The facility ceases to operate.

(ii) The facility may not transfer or discharge the
resident while the appeal is pending, pursuant to
§ 431.230 of this chapter, when a resident
exercises his or her right to appeal a transfer or
discharge notice from the facility pursuant to §
431.220(a)(3) of this chapter, unless the failure to
discharge or transfer would endanger the health
or safety of the resident or other individuals in the
facility. The facility must document the danger
that failure to transfer or discharge would pose.

§483.15(c)(2) Documentation.

When the facility transfers or discharges a
resident under any of the circumstances specified
in paragraphs (c)(1)(i)(A) through (F) of this
section, the facility must ensure that the transfer
or discharge is documented in the resident's
medical record and appropriate information is
communicated to the receiving health care
institution or provider.

(i) Documentation in the resident's medical record
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must include:

(A) The basis for the transfer per paragraph (c)(1)
(i) of this section.

(B) In the case of paragraph (c)(1)(i)(A) of this
section, the specific resident need(s) that cannot
be met, facility attempts to meet the resident
needs, and the service available at the receiving
facility to meet the need(s).

(i) The documentation required by paragraph (c)
(2)(i) of this section must be made by-

(A) The resident's physician when transfer or
discharge is necessary under paragraph (c) (1)
(A) or (B) of this section; and

(B) A physician when transfer or discharge is
necessary under paragraph (c)(1)(i)(C) or (D) of
this section.

(iii) Information provided to the receiving provider
must include a minimum of the following:

(A) Contact information of the practitioner
responsible for the care of the resident.

(B) Resident representative information including
contact information

(C) Advance Directive information

(D) All special instructions or precautions for
ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F) All other necessary information, including a
copy of the resident's discharge summary,
consistent with §483.21(c)(2) as applicable, and
any other documentation, as applicable, to ensure
a safe and effective transition of care.

This REQUIREMENT is not met as evidenced

by:

Based on review of medical records, and staff 1. DON or designee will review Policy and
and elder representative interview, the facility Procedure for transfers and discharges
failed to demonstrate the need for an elder to be with all nursing staff and management at
discharged due to a facility inability to meet their next staff meetings.
needs for 1 of 6 (#6) elders reviewed for transfer
or discharge. This failure resulted in harm to elder 2. Facility nurse will document in elders
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#6, who was discharged from the hospital to a
different nursing home and was unable to return
to his/her home at the facility as desired; events a
reasonable person would find distressing. The
findings were:

Review of the 10/28/22 admission minimum data
set assessment showed elder #6 was admitted to
the facility on 10/14/22. Review of a progress
note dated 10/20/22 and timed 9:38 AM showed
the elder had a BIMS score of 8 of 15, indicating
moderate cognitive impairment. Review of
progress notes showed the elder was sent to the
hospital on 11/9/22 for a surgical procedure. The
following concerns were identified:

a. Interview with the elder's representative on
3/30/23 at 4:33 PM revealed when it came time
for the elder to be discharged from the hospital,
the facility refused to allow the elder to return,
stating they did not have the capability to provide
the care the elder required. The representative
stated the elder had been stressed by all the
confusion.

b. Review of the medical record showed no
evidence the elder's physician documented the
specific elder needs the facility could not meet,
the facility's efforts to meet those needs, and the
specific services the receiving facility would
provide to meet the needs of the elder that could
not be met at the current facility, as required.

c. Interview with the DON and ADON on
3/31/23 at 11:35 AM revealed after hospitalization
the elder required the infusion of an intravenous
antibiotic 3 times daily for an extended period of
time, and the facility had a limited number of RNs
working at the facility. Further, nursing staff did
not have the experience or the equipment to
safely perform the intravenous antibiotic
infusions. They stated the decision not to readmit

chart the reason for elder's transfer and/or
discharge and its necessity for elder's
health.

3. Attending physician will be notified if
promptly if facility is potentially unable to
meet an Elder's admission needs and
why, as well any attempts to meet those
needs timely.

4. Nurse staff under Physician's direction,
will provide documentation of required
services to other receiving facilties, in the
event of transfer or discharge. Information
will be documented in the elder's chart.

5. DON or designee will provide training
and attempt to obtain proper equipment
within 72 hours (weekends and holidays
not included) for identified outlying
move-in care needs. This information will
be documented in elders' chart.

6. DON or designee will audit 100 % of all
elder transfers and discharges for
effectiveness. Audit score will be 100% or
greater for 2 consecutive months

7. Audit results will be reviewed during
monthly and quarterly QA meetings and
adjusted as necessary.
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the elder was made by the administration at the
facility, and confirmed there was no physician
documentation, or any other documentation of
efforts made by the facility to allow the elder to
return to his/her home at the facility.

F 623 Notice Requirements Before Transfer/Discharge F 623 6/1/23
SS=D CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
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this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) Aresident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman,;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
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email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally lll Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

This REQUIREMENT is not met as evidenced
by:

Based on review of medical records, and staff
and elder representative interview, the facility
failed to ensure a written notice of discharge was
provided to 1 of 6 elders (#6) reviewed for
transfer and discharge. The findings were:

1. Review of the 10/28/22 admission minimum
data set assessment showed elder #6 was
admitted to the facility on 10/14/22. The
assessment showed at the time of the
assessment the elder had a brief interview for
mental status score of 13 of 15, indicating the
elder was cognitively intact. Review of progress
notes showed the elder was sent to the hospital
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1. DON or designee will review Policy and
Procedure for Transfers and Discharge
with Nursing staff and management at
next staff meeting.

2. Nursing staff and management will be
educated on ensuring DischarageTransfer
form is completed and signed by elder or
elder's representative

3.Nursing Staff and management will
ensure a signed copy is provided to Elder
or Elder's representative and/or receiving
facility.
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on 11/9/22 for a surgical procedure. The following
concerns were identified: 4. Nursing staff and management will
a. Interview with the elder's representative on document in the Elder's chart, that signed
3/30/23 at 4:33 PM revealed when it came time Transfer and Discharge Notification Form
for the elder to be discharged from the hospital, was provided to Elder or representative.
the facility refused to allow the elder to return,
stating they did not have the capability to provide 5. Nursing staff or management will
the care the elder required. The representative ensure all efforts are made to have
stated a discharge notice was never received Discharge/Transfer Notification Form
from the facility. reviewed and signed by resident or
b. Review of the medical record showed no representative at time of transfer.
evidence a written discharge notice containing all Documentation will be completed if
required information was issued to the elder, the signatures cannot be obtained and or
elder's representative, and the Office of the State verbal consent provided.
Long Term Care Ombudsman before the
discharge, as required. 6. DON or designee will audit 100% of all
c. Interview with the DON and ADON on Transfer and Discharge Notification
3/31/23 at 11:35 AM revealed the facility did not Forms monthly with a score of 100% for 2
have a form to notify elders or their representative consecutive months.
of transfers or discharges. The primary style of
communication was by phone call. Further 7. DON or designee will report results at
interview at that time revealed the DON and monthly and quarterly QA meetings and
ADON were unaware the discharge notice adjust if necessary.
needed to be in writing.
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