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F 'Iity shall comply with the
requirements before

transfer/~harge. The facility
sball and did notify the resident,
family member or legal
representative ofthe requested
discharge or transfer and the reason
for the action in writing and
document same in the record
including the items ofparagraph
(a)(6).

The :6J.cility thru the DSD shall
provide an in-service to the
Bookkeeping and Social Service
staffwith reference to the need to
ensure that the place ofproposed
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, The following reflects the findings of the
; California Departmerrt of Pub6c Health during a
: complaint Investigation conducted on 8118111 and .
: 8/24/11.

'I' For Complaint CA00279918 regarding Admission,
· Transfer & Discharge Rights, Federal deficiencies
iW8l'l!!I identified (see F203 and F204).

~ Inspedion was limlted to the specil'le complaint
i investigated and does not represent the findings
; ofa full inspection of the facility.

: Representing tile California Department of Public
~ Health was 29258, Health Facilities Evaluator
i Nurse.

F 20 :4S3.12{a){4)-(6) NOTICE REQUIREMENTS
SS ! BEFORE TRANSFER/DISCHARGE

i Before a facility transfers or discharges a
i residenl the faciity m.lst notify the resident and.
: if.known, a family memI:ler or legulrepresentatlve
, of tt1e resident of the transfer or discharge and
I the reasons for the move In wrtti1g and in a
i language and manner they understand; record
· the reasons In the residents clnica{ record; and
· include In the I'IClttce the items described in
• paragraph (a)(6) of this section.

Except 'Nhen specified in paragraph (a)(5)(ii} of
· this section, the notice of transfer or discharge
required under paragraph (a){4) of this section
rnJSt be made by the facilit)t at least 30 days

; before the resident is transferred or discharged.

: Notice may be made as soon as pract:ICable
; before tran~ischarge when the health of
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I Inspection was limited to the specific complaint
investigated and does not represent the findings
of a full inspection of the facility.

I

F 000 i INITIAL COMMENTS F 000 This POe is not an agreement by
. CAL . the facility as to the validly ofany
I The following reflects the findings of the ~FoRNlA DEA i\~eD.t of the listed defieieneies.
California Department of Public Health during a fPu8l.IC H .~ doeument is intended 88 a
complaint investigation conducted on 8/18/11 an~tp 22 : Plan of Corredien to the DPH 88

8124/11. J 20 1required by law. This plan of

For Complaint CAOO279918 regarding Admissio~,~DIVISION! eorreetion constitutes a written
Transfer & Discharge Rights, Federal deficiencies JOSE; eredible allegation of compliance
were identified (see F203 and F204). : I for the deficiencies DOted and

overall Substantial Compliance
with the Regulations.
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The facility thro the DSD shall
provide an in~serviceto the
Bookkeeping and Social Service
staffwith reference to the need to
ensure that the place ofproposed

F 2031 The Facility shall comply with the
notice requirements before
transfer/discharge. The facility

, shall and did notify the resident,
family member or legal
representative ofthe requested
discharge or transfer and the reason

I for the action in writing and
document same in the record
including the items ofparagraph
(aX6).

Event ID:MVTT11

Before a facility transfers or discharges a
resident, the facility must notify the resident and,
if known, a family member or legal representative
of the resident of the transfer or discharge and
the reasons for the move in writing and In a
language and manner they understand; record
the reasons in the resident's clinical record; and
include in the notice the items described in

, paragraph (a)(6) of this section.

Except when specified in paragraph (a){5)(ii) of
this section, the notice of transfer or discharge
required under paragraph (a)(4) of this section

I must be made by the faCility at least 30 days
I before the resident is transferred or discharged.

Notice may be made as soon as practicable
before trans r ischarge wh~n the health of

e an ("') deootes a defIdency which the institutlon may be excused from correcting provicIing it is determined that <

provide s protection to the patients. (See Instructions.) Except for nursing homes, the findings slated above are disdoslllble 90 days
th&A_ whe1her or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dlsdoaab18 14

:::;=~:'-'II8l8l!l8 documents are made avaUabie to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

Representing the California Department of Public .
Health was 29258, Health Facilities Evaluator .
Nurse.

F 203 ' 483.12{a){4)-{6) NOTICE REQUIREMENTS
SS=D BEFORE TRANSFERIDISCHARGE
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F 203 i Continued From page 1
; individuals in the facility would be endangered

,

i under (a)(2)(iv) of this section; the residenfs .
health improves suffic1et1tty to allow' a more I

immediate transfer or discharge, under paragraph,
i (a){2}(i) of this section; an immediate transfer or
! discharge is required by the residents urgent
Imedical needs, under paragraph (a)(2)(ii) of this
section; or a resident has not reskted in the
facility for 30 days.

The written notice specified in paragraph (a)(4) of .
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action to the

: State; the name, address and telephone number
Iof the State long term care ombudsman; for

I
nurstng facility residents with developmental
disabilities, the mailing address and telephone

: number of the agency responsible for the
:, protection and advocacy of developmentally

I
disabled individuals established under Part C of
the Developmental Disabilffies Assistance and Bill
of Rights Act; and for nursing facility residents .
Iwho are mentally ill, the mailing address and
, telephone number of the agency responsible for .
Ithe proteCtion and advocacy of mentally ill
individuals established under the Protection and
Advocacy for Mentally III Individuals Act.

(X4) 10 :
PREFIX I

TAG
;
J

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGU....TORY OR lSC IDENTlFYlNG INFORMATION) I
!

10 , PROVIDER'S PLAN OF CORRECTION ()(5)
PREFIX I (EACH CORRECTIVE ACTlON SHOUlD BE COMPl£TION
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I

F203: discharge is clear and contains an,
address or other appropriate;

! indication ofthe location to be
I discharged or transferred to.
~

The Administrator shall be
responsible for ongoing monitoring
for continuing compliance. This

; sba11 be accomplished by a review
; ofany and all discharge notices.

Should there be any issue it shall be
referred to the QA team. for
resolution.

I
,This REQUIREMENT is not met as evidenced
i by:
1 Based on observation, interview and record .

I
review, the facility failed to indicate the focation to '
which a resident would be transferred, when oneiof one sampled resident (1) was to be discharged

FORM CMS-2567(02·99) PrfWlous VeISIons 0«ls0Iete Event 10:MVrr11 F8dIty 10: CA070000090 If continuation sheet Page 2 of 5
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F 203 Continued From page 2
home with no specific address. Findings:

Resident 1 had a diagnoses including seiZure
disorder (Involuntary series of contractions of
group of muscles).

The Minimum Data Set (MOS, an assessment
tool) dated 4f7111 indicated, Resident 1 had long
and short memory problem and moderately'
impaired decision making. The same MDS also
indicated Resident 1 required total assistance
from staff with his activities of daily living (ADLs)
inclUding transfer and ambulation (mobility),
eating, dressing and hygiene.

I

j A notification of Resident Transfer or Discharge I

sent by the facility to the Public Guardian dated
8111/11, indicated the transfer location as fthome" i
with no specific address. i

I

IDuring an interview on 8124/11 at 8:30 a.m., the
activity assistant (M) stated, that Resident 1 had :
no family, and no home. I

I
During an intefview on 8124/11 at 9:45 a.m., the :
social service (8S) stated, ''There was no family
living locally, his Public Guardian was the only
contact. we don't know where he lived and I don't
think he has a home.ft

During record review on 8125/11 at 9:30 a.m., the :
facility policy and procedure dated 12108 on
Notice of a Transfer and/or Discharge indicated,

i "The resident, and/or representative (sponsor) will ,
. be provided with the following information '
inclUding the location to which the resident is I
being transferred or discharged". I

F 204 . 483.12(a}(7) PREPARATION FOR .
I

F203

F2041
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The resident was oot discharged nor
was a discharge anticipated, thus no
plan was made under facility's
policy.

F204
The facility shall have preparation for
a safeJorderly mmsfer/discbarge.
Amberwood Gardens shall provide
sufficient preparation and orientation
to resident or their responsible party
or conservator to ensure safe and
orderly transfer Q[' discharge from the
facility.

PROVIDeR'S PLAN CE CORRI!CTION
(EACH CORRECTIVE ACTION SHOUlD BE

CROSS·REFERENCED TO nE APPROPRIATE
DEFICIENCY)

The DSD will provide an in-scrvice
to the Social Service staffwitb
reference to the plarming requirement
and the facilities policy.

Any issue that may arise shall be
directed to the QA team for action
and resolution.

The Administrator sba1l be
responsible for~monitoring
and compliance. ~DY a review of
any and all related dooome:ntatioo for
any resident who is actually being
discharged or t:ransfe:rred within the
regulations for same.

STREETAD~S. CITY, STATE, ZIP CODE
1601 PErER&EN AVEMJE

SAN JOSE, CA. 95129
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i
: Continued From page 3
: SAFEJORDERlY TRANSFERIDISCHRG

A facllity must provide sufficient preparation and
orlentallon to resklents to ensure safe and orderly

· transfer or discharge from the fad lily.

I
i This REQUIREMENT Is not met as evidenced
by:

· Based on record review the facility failed to
1prepare a resident for discharge, wtIen one of
i one sampled resident (1) clinical records did not
: contain documentation about orientation for a
: safe transfer and discharge. Findings:
;

i Resident 1 had a diagnoses including seizure
idisorder (involuntary series ofcontractions of
I group of rooscles).

: The MiJjmum Data Set (MOS, an assessment
: tool) dated 4f1111 indicated Resident 1 had long
; and short memory problem and moderately
• impaired decision making. The same MDS also
indicated Resident 1 was a total asslst with his

, activities of daily living (ADLs) induding transfer
i and embulation (mobility), eating, dressing and
!hygiene.
i
: A notification of Resident Transfer or Discharge
was sent by the faCl1ty to Resident 1's Public

· Guardian dated 8111/11.

· During record review on 8124/11 at 11 :00 8.m.,
· Social Service Progress Notes last entry was
· dated 815111 and did not contain transfer and
discharge informatIon. No further documentation
after 815/11.
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F 204 Continued From page 4 1r

On 8125111, review of facility policy and procedure I

"Orienting Residents to Transfers and "
, Dischargesn dated 12108 indicated, "A 1

; post-discharge plan is developed for each
: resident prior to his or her transfer or discharge.
! This plan will be reviewed with the resident,
and/or his or her family, at least twenty-four (24)
hours before the residents discharge or transfer
from the facility".
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