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| Agreement

7.8.220 ADMISSION/DISCHARGE
- AGREEMENT: The facility must establish an
admission agreement for each resident.
A. The admission agreement must include
i the following information:
i (1) The parties to the agreement.
(2) The scope of services to be
. provided.
! {3) The costof services and method of
. payment.
. (4)  The circumstances under which the
| Agreement may be terminated.
' (a) Termination of admission
agreements shall be upeon at least fifteen (15)
i days written notice, to the resident and his or her
" agent or guardian, where applicable, unless the
~resident requests termination.
| {b) The facilities bed hold policy.
} {c} An admission/discharge agreement
i may provide for termination by the facility when

. the resident no longer needs the services

| provided by the facility.

* (d) Termination of an admission
agreement by the facility is permitted in

: emergency situations for the following reascns:

| the transfer or discharge is necessary for the
resident's welfare and the resident's needs

. cannot be met in the facility; the safety or health

i of individuals in the facility is endangered; the

| resident has failed to pay for a stay at the facility,

" as defined in the admission agreement; the

; facility ceases to operate or is no longer able to

| provide services to the resident; and due to

I sanctions or remedies imposed by the
Department.

i B. A new cr amended admission agreement

! must be executed whenever services, costs or

the resident's health has improved sufficiently so !
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| 25, 2008 survey. This deficiency was not

. changes to the narrative, she stated she was not |

" the changes to be made.

other material terms are changed.
[7-11-86, 1-11-90, 4-7-97, 7.8.2.20 NMAC - Rn, 7
NMAC 8.2.20, 8-31-00] =
This REQUIREMENT is not met as evidenced
by:

This is a repeat deficiency from the September

corrected as stated in the plan of correction.

Refer to 7.8.2.20(A)(2) - Admission Agreement

Based on record review and interview, the facility
failed to provide an admission agreement that '
gave accurate information regarding the scope of
services provided to 7 of 9 sampled residents.

The findings are:

A On 1/28/09 during record review, it was noted
that the admission agreement contains
information that is not accurate for Resident #2,
#3, #4 #5 #6, #7 and #8. The "Program
Narrative for Assisted Living Homes" given to and
signed by residents as part of their admission
agreement states that, "our on-site caregivers are !
medication aid certified".

B. On 1/29/09 during telephone interview with the
owner, she stated that she was not aware of any

aware of the deficiency and was not aware of the
corrections written in the plan of correction stating

“
(v
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