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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a Complaint 

Investigation (CI) MS #16860, on 07/07/2020. 

During the survey, the SA determined the facility 

was not in substantial compliance with the 

requirements of participation in Medicare and 

Medicaid. The SA substantiated CI MS #16860 

for the facility's failure to allow the resident/family 

the right to manage their financial affairs. The SA 

cited the regulatory deficiency at F567.  The SA 

did not substantiate the complaint for Quality of 

Care.

At the time of the survey, the facility had a census 

of 55, and held a license for 60 beds.

 

F 567 Protection/Management of Personal Funds

CFR(s): 483.10(f)(10(i)(ii)

§483.10(f)(10) The resident has a right to 

manage his or her financial affairs. This includes 

the right to know, in advance, what charges a 

facility may impose against a resident's personal 

funds.

(i) The facility must not require residents to 

deposit their personal funds with the facility. If a 

resident chooses to deposit personal funds with 

the facility, upon written authorization of a 

resident, the facility must act as a fiduciary of the 

resident's funds and hold, safeguard, manage, 

and account for the personal funds of the resident 

deposited with the facility, as specified in this 

section.

(ii) Deposit of Funds.

(A) In general: Except as set out in paragraph (f)( 

l0)(ii)(B) of this section, the facility must deposit 

any residents' personal funds in excess of $100 in 

an interest bearing account (or accounts) that is 

separate from any of the facility's operating 

F 567

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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F 567 Continued From page 1 F 567

accounts, and that credits all interest earned on 

resident's funds to that account. (In pooled 

accounts, there must be a separate accounting 

for each resident's share.) The facility must 

maintain a resident's personal funds that do not 

exceed $100 in a non-interest bearing account, 

interest-bearing account, or petty cash fund.

(B) Residents whose care is funded by Medicaid: 

The facility must deposit the residents' personal 

funds in excess of $50 in an interest bearing 

account (or accounts) that is separate from any of 

the facility's operating accounts, and that credits 

all interest earned on resident's funds to that 

account. (In pooled accounts, there must be a 

separate accounting for each resident's share.) 

The facility must maintain personal funds that do 

not exceed $50 in a noninterest bearing account, 

interest-bearing account, or petty cash fund.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interview, record review, policy review 

and facility investigation review, the facility failed 

to allow the Resident/Family the right to manage 

his or her financial affairs, for one (1) of five (5) 

residents reviewed, out of a total of 18 residents 

that received a government stimulus check, 

Resident #1.

Findings include:

Review of the State Agency's (SA) complaint MS 

#16860, received on 07/03/2020, Resident #1's 

daughter reported the resident's stimulus check 

was received by the facility and not given to the 

family to purchase items for Resident #1.  The 

Complainant reported the facility informed her 

that they would be keeping the funds. 

A review of the facility's "Protection of Money and 
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Property" policy, undated, revealed: "You have 

the right to have your personal funds managed 

responsibly. You have the right to manage your 

own financial affairs, if you choose to. Or, you 

may request our assistance in managing personal 

funds. When we manage a resident's personal 

funds, we follow strict government guidelines and 

generally accepted accounting standards."

During an interview, on 07/07/2020 at 9:00 AM, 

with Resident #1's Daughter #1 Power of Attorney 

(POA), stated she had talked with the facility's 

Office Manager regarding Resident #1's stimulus 

check.  Daughter #1 stated the Office Manager 

told her Resident #1's stimulus money was put in 

a trust account, and that Daughter #1 could 

purchase anything her mother needed, and the 

facility would reimburse her. 

On 07/07/2020 at 9:30 AM, during an interview 

with Daughter #2 (Complainant and POA), she 

revealed, she was informed by her sister, 

Daughter #1, that the facility put Resident #1's 

stimulus money in a trust fund.  Daughter #2 said 

she could not understand how two (2) facilities in 

Mississippi have different policies regarding the 

distribution of the residents' stimulus money. 

Daughter #2 stated she was concerned the 

facility was taking residents' money that could not 

speak up for themselves. Daughter #2 revealed 

she had not talked to the Director of Nursing 

(DON) nor the Administrator about her concerns. 

Interview on 07/07/2020 at 9:45 AM with the 

Office Manager said all the resident that receive 

stimulus money will go into their trust account and 

is used for the resident's needs. The family can 

buy things for the resident and the facility will 

reimburse them. The family can also ask the 
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facility to order material for the resident and they 

will do that. The facility does not allow the 

resident trust account to go above 4000.00. The 

facility will notify the family so the family can get 

whatever the resident need. The facility did not 

notify the families about the stimulus money. The 

money deposited into the Residents trust 

account. If the family call and ask about the 

stimulus money the facility will let them know at 

that time where the money is located.

During an interview, on 07/07/2020 at 2:00 PM, 

the Administrator (ADM) revealed the residents' 

stimulus money was deposited directly into the 

facility's account. The ADM stated the facility put 

the money in the resident's trust account. The 

Administrator stated the money was used for the 

resident. He stated the facility would allow the 

resident's Responsible Party (RP) to purchase 

what the resident needed. The ADM revealed the 

facility would reimburse the family out of the trust 

fund. The ADM stated the family could also allow 

the facility to purchase items for the resident's 

needs. He stated the facility would take the 

money out of the resident's trust fund. The ADM 

revealed the family was not notified the stimulus 

money had been placed in the resident's trust 

account.  The ADM stated if the family called and 

asked, they are informed that the money had 

been placed in the resident's trust account.

A review of the facility's Admission Record, 

revealed, Resident #1 was admitted by the facility 

on 04/22/2019 with diagnoses that included 

Alzheimer's Disease, Dementia, Anxiety, Major 

Depression and Heart Disease.

Review of the Admission Minimum Data Set 
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(MDS), with an Assessment Reference Date 

(ARD) of 06/12/2019, revealed Resident #1 had a 

Brief Interview for Mental Status (BIMS) score of 

five (5), which indicated she had severe cognitive 

impairment.
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