

5045.1 Notice of Proposed Involuntary Transfer/Discharge Form

	
Dear:  ______________________________________________		Date: _____/_____/_____
     
As per the admission agreement, the facility shall transfer/ discharge a resident, when the facility determines that such action is appropriate, in order to meet the resident’s needs for health care services. This is to inform you that 
Name of resident_____________________________ ______________ will be transferred/ discharged to:  

_______________________________, __________________________, ______________________
	Name of Institution or Residence			Address			City/State/Zip

On _____/_____/_____ for the following reason(s):
· The resident’s health has improved sufficiently that the resident no longer needs the services provided by this facility
· The transfer or discharge is necessary for the resident’s welfare and the resident’s needs cannot be met in the facility.
· Description of needs that cannot be met
________________________________________________________________________________
· Facility attempts to meet resident’s needs 
_________________________________________________________________________________
· Services available at receiving facility to meet resident’s needs_
_________________________________________________________________________________
· The safety of the individuals in the facility would be endangered by the resident being here.
· Description of needs that cannot be met
________________________________________________________________________________
· Facility attempts to meet resident’s needs 
_________________________________________________________________________________
· Services available at receiving facility to meet resident’s needs_
_________________________________________________________________________________
· The health of individuals in the facility would be endangered by the resident being here.
· The resident has failed after reasonable and appropriate notice to pay for (or has failed to have Medicare or Medicaid pay for) the stay at the facility.
· The resident has not resided in the facility for 30 days.

You have the right to appeal this decision to the appropriate state long-term care agency at the address shown below. Additionally, you may wish to contact the state long-term care ombudsman or the state agencies responsible for the protection and advocacy of developmentally disabled (DD Agency) or mentally ill (MI Agency) individuals shown below if applicable.

Sincerely, _________________________________________________________   Date _____/_____/_____


	
State Long Term Care Appeal Agencies			Telephone:  (916) 322-5603
Department of Hearings and Appeals			Fax:             (916) 323-4477
3831 N. Freeway Blvd., Ste 200, Sacramento CA 95834	Website: https://www.dhcs.ca.gov/formsandpubs/laws/Pages/The-						Office-of-Administrative-Hearings-and-Appeals.aspx                                                                                                                 
Local County Ombudsman				Telephone:  (800) 510-2020
						Fax:

California Department of Developmental Services
1600 9th Street, Sacramento, CA 95814			Telephone: (916) 654-1690

Department of Mental health/County        		Telephone: 





	VERIFICATION OF RECEIPT OF NOTICE

	
This acknowledges that I received a copy of this Notice of Resident Transfer or Discharge.

__________________________________________ 	Date _____/_____/_____
Signature of Resident or Responsible Party

· Mailed to Representative
· Discharge Planning information provided to Resident and/or Resident Representative

__________________________________________	Date _____/_____/_____
Facility Representative






Resident Name ________________________________________    MR # ________________________
