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Initiat Coraments

There were two (2) Complaint investigation
#2026010222 and #2026010997 and a generator
monitoring was conducted at Brookdale Dr.
Phillips Memory Care on . The facility
had deficiencies at the time of the survey visit.

429.24(3)a Resident Refund Policy

....The facility shall 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 fo the resident or his or
her estate, and the other half to the Health Care
Trust Fund to be used for the purpose specified
ins.429.18.

This Statute or Rule is not met as evidenced by:
Based on review of the facility's documentation,
resident record review and interview, the facility
failed to provide a timely refund for 1 of 2
sampled residents (#1) within 45 days after
discharge as required.

Findings:

A record review for Resident #1 revealed
admission date - Resident #1 was
discharged to a skilled nursing home for a higher
level of care and Resident #1's personal
belongings were removed from the facility on

The contract agreement signed and executed on
and listed contractual monthly rate due at
that time was $7960.68 minus the non-refundable
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community fee $3500.00 that was included equal
$4460.68.

A facility's billing ledger was provided showing a
refund was owed to Resident #1 amount of
$892.14 for the six (6) remaining days leftin

as follows below!
a) $7960.68 was paid to the facility on .
{checidt5229)-$3500.00 (non-refundable fee)
=$4460.68.

b) $4460.68 divided by 30 days in
=$148.69 (daily rate).

©) $148.69 x 6 days left in
owed/refund due to Resident #1.

=$892.14

On at 1:32 PM, an interview with the
Business Office Manager confirmed that the
$892.14 refund had not been paid to Resident #1
in a timely manner.

On at 2:50 PM, an interview with the
Administrator confirmed the findings.
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