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 G0000This was a home health agency federal 

recertification survey.  

Survey Dates:  08/06-10/12

Facility #:  005324

Medicaid Vendor #:  200435780

Surveyor:  Marty Coons, RN, PHNS

     Eric Moran, RN, PHNS

Census:  246

Home Visits Scheduled:  6

Home Visits Made:  5 with one 

cancellation

Records Reviewed:  12
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484.10(e)(2) 

PATIENT LIABILITY FOR PAYMENT 

The patient has the right to be advised orally 

and in writing of any changes in the 

information provided in accordance with 

paragraph (e)(1) of this section when they 

occur. The HHA must advise the patient of 

these changes orally and in writing as soon 

as possible, but no later than 30 calendar 

days from the date that the HHA becomes 

aware of a change.

G115  The Executive Director has 

revised the Patient Bill of Rights 

to read " The patient will also be 

advised of any changes, orally or 

in writing as soon as possible but 

no later than 30 calendar days 

from the date when the changes 

were made." The revised form will 

be placed in the admission 

folders by 08/24/2012 by office 

staff. For current patients the 

Executive Director will develope 

an Addendum to the Patient Bill 

of Rights noting the change to 

that item. "The patient will also be 

advised of any changes, orally or 

in writing as soon as possible but 

no later than 30 calendar days 

from the date when the changes 

were made".  The addendum will 

be given to the current patients by 

the patient care staff by August 

31, 2012.To prevent the wrong 

form being distributed again the 

admission checklist will include 

an indicator to check the revision 

date on the patient bill of rights.  It 

will be the responsibility of the 

admission staff to complete the 

admission checklist.

08/21/2012  12:00:00AMG0115

Based on patient bill of rights form and 

clinical record review and interview, the 

agency failed to ensure the patient was 

clearly informed of the right to be 

informed  of changes in any prior payment 

information given to the patient, orally 

and in writing, no later than 30 calendar 

days from the date the home health 

agency became aware of the change of 

payment for 12 (#s 1, 2, 3, 4, 5, 7, 8, 9, 

10, 11, and 12) of 12 clinical records 

reviewed causing the potential to affect 

every patient of the agency.

Findings include:

1.  Review of the agency's document titled 

"Green County Home Healthcare Agency, 

L.L.C. Patient Bill of Rights evidenced 

the copy provided to the patients upon 

admission states, "The patient will also be 

advised of any changes, orally or in 

writing as soon as possible but no later 
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than 15 working days from the date when 

changes were made." This was not the 30 

calendar days as required.

2.  Review of clinical records # 1 through 

12, evidenced the patient or the patient's 

legal representative had signed that they 

had received the agency's Patient Bill of 

Rights form.  

3.  On 08/08/12 at 4:15 PM, the clinical 

supervisor indicated the Patient Bill of 

Rights did read 15 working days and not 

30 calendar days.
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