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(8) Notice in advance of facility closure. 
In the case of facility closure, the indi-
vidual who is the administrator of the 
facility must provide written notifica-
tion prior to the impending closure to 
the State Survey Agency, the Office of 
the State Long-Term Care Ombuds-
man, residents of the facility, and the 
resident representatives, as well as the 
plan for the transfer and adequate relo-
cation of the residents, as required at 
§ 483.70(l). 

(9) Room changes in a composite dis-
tinct part. Room changes in a facility 
that is a composite distinct part (as de-
fined in § 483.5) are subject to the re-
quirements of § 483.10(e)(7) and must be 
limited to moves within the particular 
building in which the resident resides, 
unless the resident voluntarily agrees 
to move to another of the composite 
distinct part’s locations. 

(d) Notice of bed-hold policy and re-
turn—(1) Notice before transfer. Before a 
nursing facility transfers a resident to 
a hospital or the resident goes on 
therapeutic leave, the nursing facility 
must provide written information to 
the resident or resident representative 
that specifies— 

(i) The duration of the state bed-hold 
policy, if any, during which the resi-
dent is permitted to return and resume 
residence in the nursing facility; 

(ii) The reserve bed payment policy 
in the state plan, under § 447.40 of this 
chapter, if any; 

(iii) The nursing facility’s policies re-
garding bed-hold periods, which must 
be consistent with paragraph (e)(1) of 
this section, permitting a resident to 
return; and 

(iv) The information specified in 
paragraph (e)(1) of this section. 

(2) Bed-hold notice upon transfer. At 
the time of transfer of a resident for 
hospitalization or therapeutic leave, a 
nursing facility must provide to the 
resident and the resident representa-
tive written notice which specifies the 
duration of the bed-hold policy de-
scribed in paragraph (d)(1) of this sec-
tion. 

(e)(1) Permitting residents to return to 
facility. A facility must establish and 
follow a written policy on permitting 
residents to return to the facility after 
they are hospitalized or placed on 

therapeutic leave. The policy must pro-
vide for the following. 

(i) A resident, whose hospitalization 
or therapeutic leave exceeds the bed- 
hold period under the State plan, re-
turns to the facility to their previous 
room if available or immediately upon 
the first availability of a bed in a semi- 
private room if the resident 

(A) Requires the services provided by 
the facility; and 

(B) Is eligible for Medicare skilled 
nursing facility services or Medicaid 
nursing facility services. 

(ii) If the facility that determines 
that a resident who was transferred 
with an expectation of returning to the 
facility cannot return to the facility, 
the facility must comply with the re-
quirements of paragraph (c) as they 
apply to discharges. 

(2) Readmission to a composite distinct 
part. When the facility to which a resi-
dent returns is a composite distinct 
part (as defined in § 483.5), the resident 
must be permitted to return to an 
available bed in the particular location 
of the composite distinct part in which 
he or she resided previously. If a bed is 
not available in that location at the 
time of return, the resident must be 
given the option to return to that loca-
tion upon the first availability of a bed 
there. 

[81 FR 68855, Oct. 4, 2016, as amended at 82 FR 
32259, July 13, 2017] 

§ 483.20 Resident assessment. 

The facility must conduct initially 
and periodically a comprehensive, ac-
curate, standardized, reproducible as-
sessment of each resident’s functional 
capacity. 

(a) Admission orders. At the time each 
resident is admitted, the facility must 
have physician orders for the resident’s 
immediate care. 

(b) Comprehensive assessments—(1) 
Resident assessment instrument. A facil-
ity must make a comprehensive assess-
ment of a resident’s needs, strengths, 
goals, life history and preferences, 
using the resident assessment instru-
ment (RAI) specified by CMS. The as-
sessment must include at least the fol-
lowing: 

(i) Identification and demographic in-
formation. 

(ii) Customary routine. 
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(iii) Cognitive patterns. 
(iv) Communication. 
(v) Vision. 
(vi) Mood and behavior patterns. 
(vii) Psychosocial well-being. 
(viii) Physical functioning and struc-

tural problems. 
(ix) Continence. 
(x) Disease diagnoses and health con-

ditions. 
(xi) Dental and nutritional status. 
(xii) Skin condition. 
(xiii) Activity pursuit. 
(xiv) Medications. 
(xv) Special treatments and proce-

dures. 
(xvi) Discharge planning. 
(xvii) Documentation of summary in-

formation regarding the additional as-
sessment performed on the care areas 
triggered by the completion of the 
Minimum Data Set (MDS). 

(xviii) Documentation of participa-
tion in assessment. The assessment 
process must include direct observa-
tion and communication with the resi-
dent, as well as communication with li-
censed and nonlicensed direct care 
staff members on all shifts. 

(2) When required. Subject to the 
timeframes prescribed in § 413.343(b) of 
this chapter, a facility must conduct a 
comprehensive assessment of a resident 
in accordance with the timeframes 
specified in paragraphs (b)(2) (i) 
through (iii) of this section. The time-
frames prescribed in § 413.343(b) of this 
chapter do not apply to CAHs. 

(i) Within 14 calendar days after ad-
mission, excluding readmissions in 
which there is no significant change in 
the resident’s physical or mental con-
dition. (For purposes of this section, 
‘‘readmission’’ means a return to the 
facility following a temporary absence 
for hospitalization or for therapeutic 
leave.) 

(ii) Within 14 calendar days after the 
facility determines, or should have de-
termined, that there has been a signifi-
cant change in the resident’s physical 
or mental condition. (For purposes of 
this section, a ‘‘significant change’’ 
means a major decline or improvement 
in the resident’s status that will not 
normally resolve itself without further 
intervention by staff or by imple-
menting standard disease-related clin-
ical interventions, that has an impact 

on more than one area of the resident’s 
health status, and requires inter-
disciplinary review or revision of the 
care plan, or both.) 

(iii) Not less often than once every 12 
months. 

(c) Quarterly review assessment. A fa-
cility must assess a resident using the 
quarterly review instrument specified 
by the State and approved by CMS not 
less frequently than once every 3 
months. 

(d) Use. A facility must maintain all 
resident assessments completed within 
the previous 15 months in the resi-
dent’s active record and use the results 
of the assessments to develop, review, 
and revise the resident’s comprehen-
sive plan of care. 

(e) Coordination. A facility must co-
ordinate assessments with the 
preadmission screening and resident re-
view (PASARR) program under Med-
icaid in subpart C of this part to the 
maximum extent practicable to avoid 
duplicative testing and effort. Coordi-
nation includes— 

(1) Incorporating the recommenda-
tions from the PASARR level II deter-
mination and the PASARR evaluation 
report into a resident’s assessment, 
care planning, and transitions of care. 

(2) Referring all level II residents and 
all residents with newly evident or pos-
sible serious mental disorder, intellec-
tual disability, or a related condition 
for level II resident review upon a sig-
nificant change in status assessment. 

(f) Automated data processing require-
ment—(1) Encoding data. Within 7 days 
after a facility completes a resident’s 
assessment, a facility must encode the 
following information for each resident 
in the facility: 

(i) Admission assessment. 

(ii) Annual assessment updates. 

(iii) Significant change in status as-
sessments. 

(iv) Quarterly review assessments. 

(v) A subset of items upon a resi-
dent’s transfer, reentry, discharge, and 
death. 

(vi) Background (face-sheet) informa-
tion, if there is no admission assess-
ment. 

(2) Transmitting data. Within 7 days 
after a facility completes a resident’s 
assessment, a facility must be capable 
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of transmitting to the CMS System in-
formation for each resident contained 
in the MDS in a format that conforms 
to standard record layouts and data 
dictionaries, and that passes standard-
ized edits defined by CMS and the 
State. 

(3) Transmittal requirements. Within 14 
days after a facility completes a resi-
dent’s assessment, a facility must elec-
tronically transmit encoded, accurate, 
and complete MDS data to the CMS 
System, including the following: 

(i) Admission assessment. 

(ii) Annual assessment. 

(iii) Significant change in status as-
sessment. 

(iv) Significant correction of prior 
full assessment. 

(v) Significant correction of prior 
quarterly assessment. 

(vi) Quarterly review. 

(vii) A subset of items upon a resi-
dent’s transfer, reentry, discharge, and 
death. 

(viii) Background (face-sheet) infor-
mation, for an initial transmission of 
MDS data on a resident that does not 
have an admission assessment. 

(4) Data format. The facility must 
transmit data in the format specified 
by CMS or, for a State which has an al-
ternate RAI approved by CMS, in the 
format specified by the State and ap-
proved by CMS. 

(5) Resident-identifiable information. (i) 
A facility may not release information 
that is resident-identifiable to the pub-
lic. 

(ii) The facility may release informa-
tion that is resident-identifiable to an 
agent only in accordance with a con-
tract under which the agent agrees not 
to use or disclose the information ex-
cept to the extent the facility itself is 
permitted to do so. 

(g) Accuracy of assessments. The as-
sessment must accurately reflect the 
resident’s status. 

(h) Coordination. A registered nurse 
must conduct or coordinate each as-
sessment with the appropriate partici-
pation of health professionals. 

(i) Certification. (1) A registered nurse 
must sign and certify that the assess-
ment is completed. 

(2) Each individual who completes a 
portion of the assessment must sign 

and certify the accuracy of that por-

tion of the assessment. 

(j) Penalty for falsification. (1) Under 

Medicare and Medicaid, an individual 

who willfully and knowingly— 

(i) Certifies a material and false 

statement in a resident assessment is 

subject to a civil money penalty of not 

more than $1,000 as adjusted annually 

under 45 CFR part 102 for each assess-

ment; or 

(ii) Causes another individual to cer-

tify a material and false statement in a 

resident assessment is subject to a civil 

money penalty of not more than $5,000 

as adjusted annually under 45 CFR part 

102 for each assessment. 

(2) Clinical disagreement does not 

constitute a material and false state-

ment. 

(k) Preadmission screening for individ-

uals with a mental disorder and individ-

uals with intellectual disability. (1) A 

nursing facility must not admit, on or 

after January 1, 1989, any new resident 

with— 

(i) Mental disorder as defined in para-

graph (k)(3)(i) of this section, unless 

the State mental health authority has 

determined, based on an independent 

physical and mental evaluation per-

formed by a person or entity other 

than the State mental health author-

ity, prior to admission, 

(A) That, because of the physical and 

mental condition of the individual, the 

individual requires the level of services 

provided by a nursing facility; and 

(B) If the individual requires such 

level of services, whether the indi-

vidual requires specialized services; or 

(ii) Intellectual disability, as defined 

in paragraph (k)(3)(ii) of this section, 

unless the State intellectual disability 

or developmental disability authority 

has determined prior to admission— 

(A) That, because of the physical and 

mental condition of the individual, the 

individual requires the level of services 

provided by a nursing facility; and 

(B) If the individual requires such 

level of services, whether the indi-

vidual requires specialized services for 

intellectual disability. 

(2) Exceptions. For purposes of this 

section— 
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(i) The preadmission screening pro-
gram under paragraph (k)(1) of this sec-
tion need not provide for determina-
tions in the case of the readmission to 
a nursing facility of an individual who, 
after being admitted to the nursing fa-
cility, was transferred for care in a 
hospital. 

(ii) The State may choose not to 
apply the preadmission screening pro-
gram under paragraph (k)(1) of this sec-
tion to the admission to a nursing fa-
cility of an individual— 

(A) Who is admitted to the facility 
directly from a hospital after receiving 
acute inpatient care at the hospital, 

(B) Who requires nursing facility 
services for the condition for which the 
individual received care in the hos-
pital, and 

(C) Whose attending physician has 
certified, before admission to the facil-
ity that the individual is likely to re-
quire less than 30 days of nursing facil-
ity services. 

(3) Definition. For purposes of this 
section— 

(i) An individual is considered to 
have a mental disorder if the indi-
vidual has a serious mental disorder as 
defined in § 483.102(b)(1). 

(ii) An individual is considered to 
have an intellectual disability if the 
individual has an intellectual dis-
ability as defined in § 483.102(b)(3) or is 
a person with a related condition as de-
scribed in § 435.1010 of this chapter. 

(4) A nursing facility must notify the 
state mental health authority or state 
intellectual disability authority, as ap-
plicable, promptly after a significant 
change in the mental or physical condi-
tion of a resident who has a mental dis-
order or intellectual disability for resi-
dent review. 

[56 FR 48871, Sept. 26, 1991, as amended at 57 
FR 43924, Sept. 23, 1992; 62 FR 67211, Dec. 23, 
1997; 63 FR 53307, Oct. 5, 1998; 64 FR 41543, 
July 30, 1999; 68 FR 46072, Aug. 4, 2003; 71 FR 
39229, July 12, 2006; 74 FR 40363, Aug. 11, 2009; 
81 FR 61563, Sept. 6, 2016; 81 FR 68857, Oct. 4, 
2016] 

§ 483.21 Comprehensive person-cen-
tered care planning. 

(a) Baseline care plans. (1) The facility 
must develop and implement a baseline 
care plan for each resident that in-
cludes the instructions needed to pro-

vide effective and person-centered care 
of the resident that meet professional 
standards of quality care. The baseline 
care plan must— 

(i) Be developed within 48 hours of a 
resident’s admission. 

(ii) Include the minimum healthcare 
information necessary to properly care 
for a resident including, but not lim-
ited to: 

(A) Initial goals based on admission 
orders. 

(B) Physician orders. 

(C) Dietary orders. 

(D) Therapy services. 

(E) Social services. 

(F) PASARR recommendation, if ap-
plicable. 

(2) The facility may develop a com-
prehensive care plan in place of the 
baseline care plan if the comprehensive 
care plan— 

(i) Is developed within 48 hours of the 
resident’s admission. 

(ii) Meets the requirements set forth 
in paragraph (b) of this section (except-
ing paragraph (b)(2)(i) of this section). 

(3) The facility must provide the resi-
dent and their representative with a 
summary of the baseline care plan that 
includes but is not limited to: 

(i) The initial goals of the resident. 

(ii) A summary of the resident’s 
medications and dietary instructions. 

(iii) Any services and treatments to 
be administered by the facility and 
personnel acting on behalf of the facil-
ity. 

(iv) Any updated information based 
on the details of the comprehensive 
care plan, as necessary. 

(b) Comprehensive care plans. (1) The 
facility must develop and implement a 
comprehensive person-centered care 
plan for each resident, consistent with 
the resident rights set forth at 
§ 483.10(c)(2) and § 483.10(c)(3), that in-
cludes measurable objectives and time-
frames to meet a resident’s medical, 
nursing, and mental and psychosocial 
needs that are identified in the com-
prehensive assessment. The com-
prehensive care plan must describe the 
following: 

(i) The services that are to be fur-
nished to attain or maintain the resi-
dent’s highest practicable physical, 
mental, and psychosocial well-being as 
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