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RELATOR’S REVISED SECOND AMENDED COMPLAINT AND DEMAND FOR 
JURY TRIAL 

___________________________________________________ 
 

NATURE OF THE ACTION 
 

1. This is an action brought on behalf of the United States of America and the State 

of Florida by Plaintiff Angela Ruckh (hereinafter referred to as “Relator”) against Defendants 

pursuant to the qui tam provisions of the federal False Claims Act (“FCA”), 31 U.S.C. §§ 3729-

33, and the Florida False Claims Act, Fla. Stat. §§ 68.081 et seq. 
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2. The Relator in this case formerly worked at two skilled nursing facilities 

(“SNFs”) owned or operated by Defendants.  The allegations of this Complaint result from the 

Relator’s first-hand knowledge of Defendants’ unlawful practices in knowingly falsifying 

numerous statements and claims submitted for reimbursement by the Medicare, Medicaid, and 

TRICARE programs. 

3. Defendants operate and provide services at 53 SNFs in the State of Florida.  As 

described in greater detail below, Defendants engaged in a scheme to defraud the United States 

and the State of Florida of millions of dollars of Medicare, Medicaid, and TRICARE funds each 

year by misrepresenting the medical condition of, and treatment provided to, residents at the 

SNFs. 

4. This fraudulent scheme was encouraged by senior officers of Defendants, who 

established target reimbursement rates for each SNF, offered employees financial bonuses for 

exceeding those rates, and actively encouraged employees to falsify statements and claims 

submitted to the United States Centers for Medicare and Medicaid Services (“CMS”) and the 

Florida Agency for Health Care Administration (“AHCA”).  Defendants also pressured and 

manipulated employees, such as Relator, who raised concerns about the fraud. 

5. The primary instrument of Defendants’ fraud was the Minimum Data Set 

Assessment (“MDS Assessment”), a report established by CMS and AHCA that summarized the 

medical condition and treatment provided to a particular resident at a SNF.  Defendants were 

required regularly to submit MDS Assessments to CMS for each resident, and the information in 

those MDS Assessments formed the basis for reimbursement from Medicare, Medicaid, and 

TRICARE.  Defendants falsified MDS Assessments – thus making the resulting claims based on 

those MDS Assessments false – in several ways. 
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6. First, Defendants falsified MDS Assessments for residents covered by Medicare 

and TRICARE by overstating residents’ medical needs and the amount of care provided to them.  

Under the Medicare and TRICARE programs, a SNF’s reimbursement for a resident is based on 

the resident’s classification in one of over 50 Resource Utilization Groups (“RUGs”) as reported 

in the resident’s MDS Assessment.  The RUG level is determined based on information reported 

in the MDS Assessment and reflects the resident’s need for nursing staff assistance to perform 

common Activities of Daily Living (“ADLs”), such as walking or using the toilet, and the 

amount of rehabilitative therapy (measured in minutes) provided to the resident.   

7. To increase their Medicare and TRICARE reimbursement rates, Defendants 

fraudulently inflated the RUG levels reported in MDS Assessments (and included in subsequent 

claims to CMS) by falsely representing that residents required extensive assistance for ADLs, 

when lesser levels or no such assistance was needed or provided; by providing medically 

unnecessary rehabilitative therapy; and by overstating the amount of rehabilitative therapy 

provided to residents. 

8. Second, Defendants systematically defrauded CMS and AHCA of Medicaid 

funds.  Unlike Medicare and TRICARE, Florida’s Medicaid program pays a flat per diem rate 

for each covered resident.  To ensure that residents receive proper care, federal and Florida 

regulations require that SNFs provide care to residents pursuant to a written care plan designed 

to address any medical needs reflected in the resident’s MDS Assessment.  Because Medicaid 

reimbursement levels are fixed, Defendants sought to increase their profits by avoiding the cost 

of completing care plans and providing necessary care to Medicaid residents.  To conceal their 

blatant violation of federal and Florida standards, Defendants routinely falsified MDS 
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Assessments to report that they had completed care plans for their Medicaid residents, when in 

fact no such care plans even existed.   

9. The absence of care plans for residents predictably resulted in inadequate staffing 

and appallingly poor levels of patient care.  Simply by way of example, Relator learned that one 

resident was left with an untreated open wound for several days, because the attending nurse was 

too busy to dress the wound; another resident limped for months with a fractured leg because the 

need for a leg brace was never documented in her care plan.  Yet another resident was forced to 

eat meals without her dentures because a staff person had locked the dentures in a nightstand 

drawer more than a year earlier, and no one had bothered to unlock the drawer to retrieve them.  

When Relator and other nurses attempted to record accurately residents’ need for (costly) 

medical equipment or therapy, such documentation was removed from residents’ medical files to 

conceal the fact that residents were not receiving necessary care.  Even as their Medicaid 

residents suffered from substandard care, Defendants derived millions in profits each year from 

their cost-cutting efforts.  

10. To avoid detection of this fraudulent scheme, Defendants would routinely create 

generic, boilerplate care plans for residents many months after their admission, but shortly before 

scheduled audit periods.  Defendants knew that AHCA surveyors inspecting their SNFs would 

discover the serious lack of care plans through routine audits.  Defendants therefore sought 

through post hoc care-planning to conceal their gross deviation from federal and Florida 

standards. 

11. Finally, Defendants routinely falsified the identities of the persons submitting 

MDS Assessments to facilitate their fraudulent scheme.  Federal and Florida regulations require 

that a Registered Nurse (“RN”) coordinate the completion of an MDS Assessment and certify 
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that it has been properly completed.  Each RN is assigned an electronic signature and password 

that is used to certify MDS Assessments submitted electronically to CMS.  Defendants 

frequently had employees who were not RNs falsely certify the completeness of MDS 

Assessments using the electronic signature of an RN who had not reviewed or certified the 

proper completion of the MDS Assessment.  For example, Relator learned that one employee 

(who was not an RN) falsely used an RN’s electronic signature to certify the completeness of 

MDS Assessments for Medicare residents on a daily basis for five months.  Defendants ignored 

this practice because the employee consistently falsified the RUG levels in these MDS 

Assessments, generating high reimbursement rates.  Additionally, when Defendants learned that 

Relator was unwilling to inflate the RUG levels reported in the MDS Assessments she 

completed, they simply falsified Relator’s MDS Assessments and submitted them in her name.  

12. Defendants’ fraudulent scheme extended to numerous SNFs across the state of 

Florida, resulted in the submission of thousands of false MDS Assessments and related claims to 

CMS and AHCA, and generated millions of dollars of profits for Defendants each year.  Relator 

brings this action to recover for the United States and the State of Florida the funds unlawfully 

obtained through Defendants’ statewide scheme to defraud.  

JURISDICTION AND VENUE 

13. This Court has jurisdiction over Relator’s claims under the federal FCA pursuant 

to 28 U.S.C. §§ 1331, 1345, and 31 U.S.C. § 3732, and has jurisdiction over Relator’s claims 

under the Florida False Claims Act pursuant to 28 U.S.C. §§ 1367 and 31 U.S.C. 3732(b). 

14. Venue is proper under 28 U.S.C. § 1391(b) and (c) and 31 U.S.C. § 3732(a) 

because the Defendants can be found, reside, and/or transact business in this judicial district, and 
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because acts proscribed by 31 U.S.C. § 3729 and Fla. Stat. § 68.082 have been committed by the 

Defendants in this judicial district. 

15. Relator’s action is not based upon the disclosure of allegations or transactions in a 

criminal, civil, or administrative hearing, in a congressional, administrative, or General 

Accounting Office report, hearing, audit, or investigation, or from the news media.  At the time 

the original complaint was filed, there was no such disclosure, and in any event this action is 

based on Relator’s direct and independent knowledge, not on any such disclosure.  Furthermore, 

as discussed and demonstrated in Relator’s Complaint and amendments and prior proceedings 

before the Court, Relator is an “original source” of the information upon which her action is 

based:  she has direct and independent knowledge of the information on which her action is 

based, and she voluntarily provided her information to the United States and the State of Florida 

before filing her Complaint. 

THE PARTIES 

16. Relator Angela Ruckh is a citizen of the United States of America and the State of 

Florida and is also an RN with more than twenty-five years of experience.  In addition, Relator is 

a member of the American Association of Nurse Assessment Coordination and holds a current 

certification in the conduct of Minimum Data Sets 2.0 and 3.0.  As further alleged below, in 

January 2011, Relator took a job at a SNF managed by Defendants, was subsequently transferred 

to another SNF managed by Defendants, and left that position in May 2011. 

17. Defendant Sea Crest Health Care Management, LLC is a limited liability 

company organized under the laws of the State of Delaware and has its principal place of 

business at 10210 Highland Manor Drive, Suite 250, Tampa, FL 33610.  In 2011, Defendant Sea 
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Crest Health Care Management, LLC did business under the name “LaVie Management Services 

of Florida,” and is referred to herein as “LaVie Management Services.” 

18. Defendant Salus Rehabilitation, LLC is a limited liability company organized 

under the laws of the State of Delaware and has its principal place of business at 10210 Highland 

Manor Drive, Suite 290, Tampa, FL 33610.  In 2011, Defendant Salus Rehabilitation, LLC did 

business under the name “LaVie Rehab,” and is referred to herein as “LaVie Rehab.”  LaVie 

Rehab and LaVie Management Services are collectively referred to herein as “LaVie.” 

19. Defendant 207 Marshall Drive Operations, LLC is a limited liability company 

organized under the laws of the State of Florida.  Defendant 207 Marshall Drive Operations, 

LLC is the successor-in-interest to Perry Health Care Associates, LLC by way of a merger that 

occurred on or about February 2, 2012.  Defendant 207 Marshall Drive Operations, LLC and its 

predecessor do (or did) business under the name “Marshall Health and Rehabilitation Center,” 

and operate (or operated) a SNF at 207 Marshall Drive, Perry, FL 32347.  Defendant 207 

Marshall Drive Operations, LLC and its predecessor-in-interest are referred to herein as “the 

Marshall Facility.” 

20. Defendant 803 Oak Street Operations, LLC is a limited liability company 

organized under the laws of the State of Florida.  Defendant 803 Oak Street Operations, LLC is 

the successor-in-interest to Oak Terrace Health Care Associates, LLC by way of a merger that 

occurred on or about February 2, 2012.  Defendant 803 Oak Street Operations, LLC and its 

predecessor do (or did) business under the name “Governor’s Creek Health and Rehabilitation 

Center,” and operate (or operated) a SNF at 803 Oak Street, Green Cove Springs, FL 32043.  

Defendant 803 Oak Street Operations, LLC and its predecessor-in-interest are referred to herein 

as “the Governor’s Creek Facility.” 
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21. As explained in greater detail below, Defendant LaVie Management Services 

exercised supervision and control over the operations of the Marshall Facility and the Governor’s 

Creek Facility (collectively, “the Facilities”).  LaVie Management Services served as the 

management company for the Facilities and provided management services to the Facilities in 

return for compensation based on the Medicare, TRICARE, and Medicaid reimbursement 

received by the Facilities.  LaVie Management Services was responsible for selecting each 

Facility’s Administrator – the senior employee at each Facility who is responsible for its 

operations – and had the authority to remove or replace the Administrator.   

22. Defendant LaVie Rehab provided rehabilitative therapy at the Marshall and 

Governor’s Creek Facilities and was compensated based on the Medicare and TRICARE 

reimbursement received by the Facilities.  As further alleged below, Defendant LaVie Rehab 

knowingly participated in the submission of false statements and claims. 

23. In addition to these two Facilities, Defendant LaVie Management Services acted 

as the management company and received compensation for management services provided to 

51 other SNFs located in the State of Florida (collectively with the Facilities, the “LaVie 

Facilities”).  A list of these Facilities is attached hereto as Exhibit 1.  Similarly, Defendant LaVie 

Rehab provided rehabilitative therapy services to residents at each of the LaVie Facilities.  As 

further alleged below, LaVie Management Services established reimbursement targets for each 

of the LaVie Facilities and participated in the submission of false statements and false claims by 

these LaVie Facilities.  Defendants LaVie Management Services, LaVie Rehab, and each of the 

LaVie Facilities were all under the common ownership of Genoa Health Care Group, LLC, 

which did business under the name “LaVie Care.” 
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24. On or about September 27, 2011, LaVie Care Centers, LLC, a limited liability 

company organized under the laws of the state of Delaware that does business under the name 

“Consulate Health Care” (and is referred to herein by that name), acquired Genoa Health Care 

Group, LLC.  As part of the acquisition, Consulate Health Care assumed ultimate ownership and 

control over Defendants LaVie Management Services, the Marshall Facility, and the Governor’s 

Creek Facility, as well as the remaining 51 LaVie Facilities previously owned and controlled by 

Genoa Health Care Group, LLC.  

25. Defendant CMC II, LLC is a limited liability company organized under the laws 

of the State of Florida and has its principal address at 800 Concourse Parkway South, Suite 200, 

Maitland, FL 32751.  CMC II, LLC is referred to herein as “Consulate Management.”  Consulate 

Management is a wholly owned subsidiary of Consulate Health Care.  On or about December 30, 

2011, Consulate Management entered into Facility Management Agreements with the Marshall 

Facility, the Governor’s Creek Facility, and the 51 other LaVie Facilities managed by Defendant 

LaVie Management Services. 

26. Pursuant to these Agreements, Defendant Consulate Management now exercises 

operational control over all of the LaVie Facilities.  Additionally, all or substantially all of the 

employees of Defendant LaVie Management Services that were responsible for managing the 

LaVie Facilities became employees of Consulate Management when it assumed operational 

control of the Facilities.  On its website, Consulate Management holds itself out as operating and 

controlling the LaVie Facilities.  See Consulate Health Care, Florida Facility Locations, 

http://www.consulatemgt.com/Locations.aspx?by=state (last visited Apr. 29, 2013). 

27. Defendant Consulate Management is liable as successor in interest for the conduct 

of LaVie Management Services because there is substantial continuity in ownership and business 
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operations between Consulate Management and LaVie Management Services.  Defendant 

Consulate Management is also directly liable for any false statements or claims occurring after it 

assumed control of the LaVie Facilities. 

GOVERNMENT HEALTH INSURANCE PROGRAMS 

A. Health Insurance Through Medicare 

28. The Health Insurance for the Aged and Disabled Program, popularly known as the 

Medicare Program, was established by Title XVIII of the Social Security Act, 42 U.S.C. §§ 

1395, et seq., (hereinafter “Medicare”).  Medicare is a health insurance program administered by 

the Government of the United States that is funded by taxpayer revenue.  Medicare is overseen 

by the United States Department of Health and Human Services (“HHS”) through CMS. 

29. Medicare is designed to be a health insurance program and to provide for the 

payment of hospital services, skilled nursing services, and durable medical equipment to persons 

over sixty-five (65) years of age, and certain other eligible individuals. 

30. Reimbursement for Medicare claims is made by the United States through CMS, 

which contracts with private insurance carriers referred to as Medicare Administrative 

Contractors (“MACs”) to administer and pay claims from the Medicare Trust Fund.  42 U.S.C. 

§§ 1395h, 1395u.  In this capacity, MACs act on behalf of CMS.   

31. Medicare does not generally pay for long-term care.  However, Medicare Part A 

will pay for medically necessary services provided by a SNF for up to 100 days to a resident who 

has been recently discharged from a hospital and is in need of skilled nursing services to recover 

from hospital treatment.  See 42 U.S.C. §§ 1395d(a)(2), 1395f(a)(2)(B); 42 C.F.R. §§ 424.20, 

409.20-.36. 

Case 8:11-cv-01303-SDM-TBM   Document 75   Filed 06/03/13   Page 10 of 80 PageID 711



11 

32. Medicare pays for SNF care in two ways:  directly, through the Prospective 

Payment System, or indirectly through Medicare Advantage plans established under Medicare 

Part C. 

1.  Federal Regulation of SNFs Receiving Medicare Reimbursement 

33. In the Omnibus Budget Reconciliation Act of 1987 (“OBRA”), Congress imposed 

a number of requirements on SNFs receiving Medicare reimbursement to protect the rights of 

residents at such facilities and ensure that they receive appropriate care.  See Pub. L. No. 100-

203, § 4201, 101 Stat. 1330, 1330-160 to -174, codified as amended at 42 U.S.C. § 1395i-3.   

34. Among other things, OBRA requires SNFs regularly to collect and submit to 

CMS certain information on each resident, which is used to assess the resident’s medical 

condition and the treatment provided to the resident.  See 42 U.S.C. § 1395i-3(b)(3).  This 

information is reported in a form jointly established by CMS and each State, which is referred to 

as an MDS Assessment.  Attached hereto as Exhibit 2 and incorporated herein by reference is a 

blank MDS Assessment form developed by CMS.  Defendants used substantially similar forms 

to create and submit MDS Assessments to CMS and AHCA. 

35. OBRA requires SNFs to complete and submit to CMS and to the appropriate State 

agency a comprehensive MDS Assessment for each resident within 14 days of the resident’s 

admission to the SNF, promptly after a significant change in the resident’s physical or mental 

condition, and at least once every twelve months.  See 42 U.S.C. § 1395i-3(b)(3)(C).  More 

abbreviated assessments must be completed quarterly and upon the resident’s entry into, and 

discharge from, the SNF.  See id.; 42 C.F.R. § 483.20(c), (l). 

36. Each MDS Assessment provides a variety of information about the resident’s 

physical and mental condition and the resident’s ability to perform certain ADLs such as walking 
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and eating.  See Ex. 2, §§ C-N, at 6-26.  The MDS Assessment also reports the medications, 

therapy, and/or other skilled nursing services provided to the resident.  See id. § O, at 27-29. 

37. An RN must coordinate the completion of the MDS Assessment, and must sign 

the MDS Assessment to certify that it has been properly completed.  See 42 U.S.C. § 1395i-

3(b)(3)(B)(i); 42 C.F.R. § 483.20(h), (i)(1); Ex. 2, § Z, at 38.  Each individual who completes a 

portion of an MDS Assessment must sign to certify the accuracy of that portion of the 

assessment.  42 U.S.C. § 1395i-3(b)(3)(B)(i); 42 C.F.R. § 483.20(i)(2); Ex. 2, § Z, at 38.  The 

MDS Assessment must “accurately reflect the resident’s status,” 42 C.F.R. § 483.20(g), and 

should be based on direct observation of the resident’s condition or detailed and accurate medical 

records.  These requirements are designed to ensure the integrity and reliability of MDS 

Assessments. 

38. CMS has promulgated and regularly updates a Resident Assessment Instrument 

Manual (“RAI Manual”), which provides extensive guidance to SNFs on how to collect and 

report the information contained in the MDS Assessment.  The RAI Manual is designed “to 

facilitate the accurate coding of the MDS resident assessment and to provide assessors with the 

rationale and resources to optimize resident care and outcomes.”  CMS, Long-Term Care Facility 

Resident Assessment Instrument User’s Manual, Version 3.0 (“RAI Manual”), at 3-1 (Sept. 

2010).  

39. The primary purpose of the MDS Assessment is to identify resident care needs 

that are addressed through a care plan developed for each resident.  See id. at 1-5.  SNFs are 

required to use MDS Assessments, which are essentially preliminary assessments, to conduct 

more extensive Care Area Assessments (“CAAs”) for each resident that are focused on that 

resident’s specific problems and needs.  See id.  SNFs must use the CAAs and the MDS 

Case 8:11-cv-01303-SDM-TBM   Document 75   Filed 06/03/13   Page 12 of 80 PageID 713



13 

Assessment to develop a comprehensive care plan for each resident “that includes measurable 

objectives and timetables to meet a resident’s medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive assessment.”  42 C.F.R. § 483.20(k)(1); see also 

id. § 483.20(d); 42 U.S.C. § 1395i-3(b)(4).  A comprehensive care plan must be developed 

within seven days after the completion of a resident’s comprehensive MDS Assessment and 

periodically reviewed and revised after each subsequent MDS Assessment.  42 C.F.R. 

§ 483.20(k)(2)(i).  Moreover, the care plan must be prepared by an “interdisciplinary team, that 

includes the attending physician, a registered nurse with responsibility for the resident, and other 

appropriate staff in disciplines as determined by the resident’s needs.”  Id. § 483.20(k)(2)(ii).  

SNFs are required to maintain all MDS Assessments completed within the previous 15 months in 

each resident’s “active record” and “use the results of the [A]ssessments to develop, review, and 

revise the resident’s comprehensive plan of care.”  42 C.F.R. § 483.20(d). 

40. The CAA process requires SNFs to identify “care areas” that are “triggered” by 

the comprehensive assessment of a resident’s medical condition and needs; evaluate each 

triggered care area by “doing an in-depth, resident-specific assessment of the triggered condition 

in terms of the potential need for care plan interventions”; decide what course of care to provide; 

and document all of these steps in the CAA process.  RAI Manual at 4-14 to -17.  CMS has 

prescribed twenty care areas that require a SNF to conduct further evaluation and care-planning, 

including “ADL Functional/Rehabilitation,” which addresses a resident’s “potential for improved 

functioning”; pain; dental care; the need for physical restraints; pressure ulcers; dehydration; 

nutritional status; and other conditions, symptoms, and areas of concern that are common in 

nursing home residents and are commonly identified or suggested by MDS Assessment findings.  

See id. at 4-17 to -42.  A summary of the resident’s care needs and the creation of a care plan is 
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reported in comprehensive MDS Assessments.  See Ex. 2, § V, at 32.  SNFs are required to 

document CAAs and care plans for each resident; these materials must be maintained in the 

resident’s medical records but are not submitted to CMS. 

2.  The Prospective Payment System 

41. In the Balanced Budget Act of 1997, Congress established a Prospective Payment 

System (“PPS”) for SNFs, pursuant to which CMS provides advance payments to SNFs for 

skilled nursing services to eligible residents.  See Pub L. No. 105-33 § 4432, 111 Stat. 251, 414, 

codified as amended at 42 U.S.C. § 1395yy; see also 42 C.F.R. §§ 413.330, et seq. 

42. In establishing the PPS for SNFs, Congress integrated reimbursement rates under 

the PPS with resident classification and assessment.  See 42 U.S.C. § 1395yy(e)(4)(G).  SNFs 

receive a predetermined per diem rate for each resident that is calculated based on the medical 

and physical condition of the patient and the patient’s anticipated need for therapeutic and other 

skilled nursing services as reported in the resident’s MDS Assessments.  See 42 C.F.R. §§ 

413.335-37, .343.  Specifically, each resident is assigned to one of over 50 mutually exclusive 

groups, referred to as RUGs, based on his or her clinical, functional, and resource-based criteria.  

See id. § 413.333.  Payments under PPS depend on the RUG level assigned to each resident.  See 

id. §§ 413.335-37.  To receive reimbursement under Medicare Part A for post-hospital SNF care 

provided to a resident, a SNF must certify that the resident “has been correctly assigned to one of 

the Resource Utilization Groups designated as representing the required level of care.”  Id. § 

424.20(a)(ii). 

43. To receive payment under PPS, SNFs must complete MDS Assessments more 

frequently than required by OBRA:  MDS Assessments must be submitted on the 5th, 14th, 30th, 

60th, and 90th days of a resident’s stay at a SNF.  See 42 C.F.R. § 413.343(b); see also generally 
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42 U.S.C. § 1395l(e).  In submitting an MDS Assessment, a SNF must select an Assessment 

Reference Date (“ARD”) as of which information in the MDS Assessment is reported.  The 

information reported in each field of the MDS Assessment is based on a 7- or 14-day “look-

back” period preceding the ARD.  See RAI Manual at 2-8, 2-15.  However, a SNF is allowed 

some flexibility in setting ARDs:  there is a window of four to nine days before each required 

MDS Assessment, and a SNF may add one to nine “grace days” to the required submission date.  

Id. at 2-43.  Thus, for example, the ARD for a 14-day MDS Assessment can be set as early as the 

resident’s 11th day at the SNF or, through the addition of grace days, as late as the 19th day.  Id.  

Grace days may be added to address “situations when an assessment might be delayed (e.g., 

illness of RN assessor, a high volume of assessments due at approximately the same time) or 

additional days are needed to more fully capture therapy or other treatments.”  See id. at 2-41.   

44. A properly completed MDS Assessment must be submitted within 14 days of the 

MDS Assessment’s ARD in order for a SNF to receive full reimbursement.  See 42 C.F.R. §§ 

413.337(c); 413.343, 483.20; RAI Manual at 2-45.  (A SNF receives a low, default 

reimbursement rate for days covered by any MDS Assessment that is not timely received by 

CMS.)  These MDS Assessments must contain a RUG level, which is reported in Section Z of 

the MDS Assessment.  See Ex. 2, § Z, at 38.  The RUG level is determined based on the 

information concerning ADLs and therapy or other rehabilitative services reported in the 

resident’s MDS Assessment.  See RAI Manual at 6-3.  For example, the RUG level RUX 

(Rehabilitation Ultra, Extensive Services) is appropriate only for a resident who has an ADL 

score of 11 to 16, receives 720 minutes of therapy or more per week, and requires certain other 

forms of specialized care.  See id. at 6-24.   
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45. The signature page for each MDS Assessment makes clear that it may be used as 

a basis for payment by Medicare: 

I certify that the accompanying information accurately reflects resident assessment 
information for this resident and that I collected or coordinated collection of this 
information on the dates specified.  To the best of my knowledge, this information was 
collected in accordance with applicable Medicare and Medicaid requirements.  I 
understand that this information is used as a basis for ensuring that residents receive 
appropriate and quality care, and as a basis for payment from federal funds.  I further 
understand that payment of such federal funds and continued participation in the 
government-funded health care programs is conditioned on the accuracy and truthfulness 
of this information, and that I may be personally subject to or may subject my 
organization to substantial criminal, civil, and/or administrative penalties for submitting 
false information.  I also certify that I am authorized to submit this information by this 
facility on its behalf. 

Ex. 2, § Z, at 38.  The RN Assessment Coordinator must also provide the date that the MDS 

Assessment is completed.  See id.   

46. In 2011, the per diem levels for rural SNFs varied from $747.84 per day for RUG 

level RUX (Rehabilitation Ultra, Extensive Services) to as low as $192.25 for level PA1 

(Reduced Physical Function).  See CMS, Medicare Program; Prospective Payment System and 

Consolidated Billing for Skilled Nursing Facilities for FY 2011, 75 Fed. Reg. 42,886, 42,908-

909 (July 22, 2010).1  Manipulating the RUG level assigned to a resident could thus more than 

triple the per diem payment for that resident. 

47. In addition to being accurately reported on a resident’s MDS Assessment, skilled 

nursing services for which a SNF seeks reimbursement must be reasonable, medically necessary, 

and consistent with professionally recognized standards of care.  See 42 U.S.C. §§ 

1395y(a)(1)(A); 1320c-5(a).  In the context of skilled rehabilitation therapy, this means that the 

                                                            
1 The reimbursement rates used in this Revised Second Amended Complaint are those 

established by CMS for the RUG-III classification system for the period from October 1, 2010 to 
September 30, 2011.  These are the rates that were applicable to Defendants at the time that 
Relator worked at the Marshall and Governor’s Creek Facilities. 

Case 8:11-cv-01303-SDM-TBM   Document 75   Filed 06/03/13   Page 16 of 80 PageID 717



17 

services furnished must be ordered by a physician; consistent with the nature and severity of the 

patient’s individual illness, injury, or particular medical needs; consistent with accepted 

standards of medical practice; and reasonable in terms of duration and quantity.  See Medicare 

Benefit Policy Manual, Ch. 8, § 30, available at http://www.cms.gov/Regulations-and-

Guidance/Guidance/Manuals/Downloads/bp102c08.pdf. 

48. SNFs bill Medicare-covered services on a Uniform Bill 04 (“UB-04”), or the 

electronic equivalent.  See Medicare Claims Processing Manual Ch. 6, § 30, available at 

http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c06.pdf.  

An example of a blank Form UB-04 used for Medicare billing is attached hereto as Exhibit 3 and 

incorporated herein by reference.  Defendants submitted claims to CMS or its agents on 

substantially similar forms. 

49. The contents of a Form UB-04 for a resident depend on the MDS Assessments 

submitted for that resident.  Each MDS Assessment can readily be traced to one or more claims 

that seek reimbursement for the services reported in that MDS Assessment.   

50. For per-diem billing, a SNF enters in field 44 – “HCPCS / Rate / HIPPS Code” – 

the RUG level assigned to the Health Insurance Prospective Payment System (“HIPPS”) code 

field in Section Z of the resident’s MDS Assessment, followed by a two-digit code reflecting the 

type of Assessment – i.e., a 5-day MDS Assessment, 14-day MDS Assessment, etc. – in which 

the RUG level was reported.  See Medicare Claims Process Manual, Ch. 25, at 22, available at 

http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c25.pdf.  

Based on the SNF’s location, the RUG level, and the MDS Assessment type, CMS automatically 

determines the number of days for which reimbursement should be provided, and the appropriate 

per diem rate.  See id., Ch. 6, § 30.6.2-.3.  For example, the RUG level reported in the 5-day 
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MDS Assessment determines the reimbursement rate for a resident’s first 14 days at a facility, 

the 14-day MDS Assessment determines the rate for days 15 to 30, and so on.  See RAI Manual 

at 2-45. 

51. To receive reimbursement, a SNF must submit Form UB-04s on a regular basis, 

and upon a Medicare-covered resident’s discharge, exhaustion of benefits, or decrease in level of 

care to less than skilled care.  See Medicare Claims Process Manual, Ch. 6, § 40.  Bills must be 

submitted, and are processed in sequence.  See id. § 40-1.  Thus a bill corresponding to a 14-day 

MDS Assessment must be submitted before a bill can be submitted for a 30-day MDS 

Assessment, and so on.   

3. Medicare Advantage Plans 

52. In addition to direct reimbursement of SNFs for nursing care, Medicare also 

permits eligible individuals to cover the cost of skilled nursing care by enrolling in 

Medicare+Choice Plans or Medicare Advantage Plans (“MA Plans”) established under Medicare 

Part C.  Medicare Part C enables private insurers to contract with CMS to establish an MA Plan, 

which offers individuals eligible for Medicare the same benefits they would receive under 

Medicare, and may also offer additional benefits not covered by Medicare.  See 42 U.S.C. §§ 

1395w-21, 1395w-22.   

53. In exchange for covering the costs of prescription drugs and medical or skilled 

nursing services covered by Medicare, MA Plans receive from CMS a monthly capitation rate 

for each eligible participant.  See 42 U.S.C. § 1395w-23; 42 C.F.R. §§ 422.304-422.308.  The 

capitation rate is risk-adjusted for each participant based on risk diagnosis data provided by MA 

Plans to CMS.  See 42 U.S.C. § 1395w-23(a)(1)(C); 42 C.F.R. § 422.308(c).  Additionally, MA 

Plans are permitted, but not required, to charge a premium to Plan participants, which covers the 
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cost of any additional services offered by the MA Plan in excess of those covered by Medicare.  

See 42 U.S.C. § 1395w-24(b).  The majority of participants in MA Plans pay no premium.  In 

practice, the bulk of MA Plans’ revenue comes from monthly capitation payments rather than 

premiums. 

54. In 2011, MA Plans received $124 billion from CMS (compared to about $5.6 

billion in premiums from plan participants), and covered over 11.5 million people nationwide.  

Over 25% of those receiving Medicare benefits in the United States and over 34% of those 

receiving Medicare benefits in the State of Florida did so through an MA Plan.  Paying for care 

through MA Plans costs CMS about 10% more on average than direct reimbursement through 

the PPS.   

55. Because MA Plans receive federal funds to cover the cost of providing medical 

and skilled nursing care to insureds, they are subject to substantial regulation and oversight by 

CMS – including oversight designed to prevent federal funds from being lost to fraud, waste, and 

abuse.  An MA Plan contracting with CMS must agree to establish an effective compliance 

program to prevent fraud, waste, and abuse.  See 42 C.F.R. § 422.503(b)(4)(vi).  Additionally, 

HHS is required to provide for the annual auditing of MA Plans, including their level of 

Medicare utilization and costs.  See 42 U.S.C. § 1395w-27(d)(1).  These requirements help 

ensure that CMS’s risk-adjusted capitation payments to MA Plans accurately reflect MA Plan 

participants’ medical condition and needs. 

56. MA Plans contract with SNFs to provide skilled nursing services for MA Plan 

participants.  Under these contracts, reimbursement is typically based on information reported in 

the MDS Assessment for each resident, and SNFs must complete an MDS Assessment accurately 

reflecting the resident’s condition to receive payment.  A resident’s MDS Assessment is used by 
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an MA Plan for the MA Plan’s internal reimbursement purposes, and may be used to provide risk 

diagnosis data to CMS so that CMS can determine the appropriate risk adjustment to the 

capitation rate for that resident.  The MDS Assessment thus affects both a SNF’s reimbursement 

from an MA Plan and the MA Plan’s capitation payments from CMS. 

B. TRICARE 

57. TRICARE (formerly CHAMPUS) is a federally funded medical benefit program 

established by statute.  10 U.S.C. §§ 1071-1110.  TRICARE provides health care benefits to 

eligible beneficiaries, which include, among others, active duty military service members, retired 

military service members, and their dependents.  See id. § 1072. 

58. TRICARE covers the same skilled nursing services as Medicare.  See 32 C.F.R. § 

199.4(b)(1)(vi).  The regulatory authority implementing the TRICARE program provides 

reimbursement to health care providers applying the same reimbursement scheme and coding 

parameters that the Medicare program applies.  See 10 U.S.C. § 1079(j)(2), (4). 

59. TRICARE, like Medicare, pays only for “medically necessary services and 

supplies required in the diagnosis and treatment of illness or injury.”  32 C.F.R. § 199.4(a)(1)(i).  

TRICARE follows Medicare’s PPS and RUG level methodology and assessment schedule, and 

beneficiaries are assessed using the same MDS Assessment form used by Medicare.  See 

TRICARE Reimbursement Manual 6010.58-M, Ch. 8, § 2 (Dec. 3, 2010), available at 

http://manuals.tricare.osd.mil/DisplayManual.aspx?SeriesId=T3TRM&TR08=22#TR08.  

Similarly, services provided to a resident covered by TRICARE are billed on the same Form UB-

04 and depend on the RUG levels reported in the MDS Assessment.  See id. 
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C.  Health Insurance Through Medicaid 

60. Title XIX of the Social Security Act, 42 U.S.C. § 1396, et seq., provides for 

federal grants to support State Plans for Medical Assistance, and is commonly known as the 

Medicaid program.  Each State has established and administers a Medicaid program to pay for 

medical and skilled nursing services, durable medical equipment, and prescription drugs for 

disabled or financially needy individuals, which must conform to certain requirements to receive 

federal financial support.  See 42 U.S.C. § 1396a. 

61. The States directly pay providers for services covered by Medicaid, with the 

States obtaining the federal share of the payment from accounts which draw on the United States 

Treasury.  See 42 U.S.C. § 1396b; 42 C.F.R. §§ 430.0-430.30. 

1. Federal Medicaid Requirements for SNFs 

62. Federal law imposes a number of requirements on SNFs that participate in a 

Medicaid program.  Specifically, SNFs must provide services pursuant to a written plan of care 

that is designed to attain or maintain the highest practicable physical, mental, and psychosocial 

well-being of each resident.  See 42 U.S.C. § 1396r(b)(2).  If a resident’s plan of care calls for 

rehabilitative therapy, the SNF is required by law to provide the therapy or contract with an 

outside provider to ensure necessary therapy is provided.  See 42 C.F.R. § 483.45(a). 

63. In order to develop, review, and revise each resident’s plan of care, a SNF is 

required regularly to complete MDS Assessments for each resident.  See 42 U.S.C. 

§ 1396r(b)(3)(A), (D).  An RN is required by law to conduct or coordinate the MDS Assessment, 

and must sign the MDS Assessment to certify that it has been properly completed.  See 42 U.S.C. 

§ 1396r(b)(3)(B)(i); 42 C.F.R. § 483.20(h), (i)(1).  Each individual who completes a portion of 
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the MDS Assessment must sign to certify the accuracy of that portion of the MDS Assessment.  

42 U.S.C. § 1396r(b)(3)(B)(i); 42 C.F.R. § 483.20(i)(2).   

64. Like OBRA, Medicaid law requires that MDS Assessments be completed for each 

resident within 14 days of admission, promptly after a significant change in the resident’s 

physical or mental condition, and at least every 12 months.  42 U.S.C. § 1396r(b)(3)(C)(i).  Each 

resident must be examined at least every three months to determine whether his or her 

Assessment needs to be updated.  See id. § 1396r(3)(C)(ii). 

2. Florida Medicaid Requirements for SNFs 

65. The State of Florida has established a Medicaid program administered by AHCA.  

See Fla. Stat. § 409.902.  Florida’s Medicaid program covers nursing and rehabilitative services 

provided at SNFs.  See id. § 409.905(8). 

66. AHCA regulates the provision of care by SNFs that participate in Florida’s 

Medicaid program to ensure that residents receive appropriate care.  See Fla. Stat. § 409.919; Fla. 

Admin. Code R. 59G-4.200.  These regulations are set out in AHCA’s Florida Medicaid Nursing 

Facility Services Coverage and Limitations Handbook (Oct. 2003 & rev. 2004) (“Nursing 

Facility Handbook”), available at 

http://portal.flmmis.com/FLPublic/Portals/0/StaticContent/Public/HANDBOOKS/CL_06_04070

1_Nursing_ver1_0.pdf.  See Fla. Admin. Code R. 59G-4.200(2). 

67. Consistent with federal law, AHCA requires SNFs to develop a comprehensive 

plan of care for each resident, which must include measurable objectives and timetables to meet 

a resident’s medical, nursing, mental and psychological needs.  See Nursing Facility Handbook, 

at 2-27.  The plan of care must be based on the resident’s MDS Assessment and must be 

completed within seven days after completion of the MDS Assessment.  Id.  The MDS 
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Assessment must be completed within 14 days of the resident’s admission to the nursing facility 

and submitted to CMS.  Id.  The plan of care must be reviewed at least every 90 days by the 

resident’s physician and other personnel involved in the resident’s care.  Id. at 2-28. 

68. The MDS Assessment must be kept in the resident’s medical file and is subject to 

inspection and audit by AHCA.  Additionally, the information reported in a facility’s MDS 

Assessments (including the summary of care planning in Section V of the MDS Assessment) is 

maintained in the Quality Improvement and Evaluation System (“QIES”), which is jointly 

established by CMS and each state, including Florida.  Florida has access to MDS Assessment 

data through QIES and uses this data to assess the quality of services provided by SNFs. 

69. The plan of care is central to the nursing services covered by Florida’s Medicaid 

program.  Among the basic rights of a resident covered by Medicaid is the right to receive 

therapeutic and rehabilitative services consistent with the plan of care established by the resident.  

Nursing Facility Handbook, at 2-17.  In particular, rehabilitative therapy “must be provided by 

licensed personnel under a physician’s written order and included in the plan of care.”  Id. at 1-6.  

Accordingly, nursing facilities are required to maintain sufficient “staff to provide 24-hour 

nursing and related services to residents . . . as determined by resident MDS Assessments and 

documented in individual plans of care.”  Id. at 1-6.  The per diem rate that AHCA pays to 

nursing facilities is designed to “cover[] rehabilitative and restorative care including physical, 

speech, occupational, and respiratory therapy ordered by a resident’s physician and included in 

the plan of care.”  Id. at 2-10. 

3.  Reimbursement by Medicaid 

70. AHCA is responsible for reimbursing nursing facilities for services covered by 

Medicaid.  AHCA is empowered to determine appropriate reimbursement rates for nursing 
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facilities, based primarily on the costs reported annually by each facility.  See Fla. Stat. 

§ 409.908(2).  AHCA analyzes each nursing facility’s cost reports and establishes a specific per 

diem rate for each facility every six months, or “semester.”  See, e.g., AHCA, Computation of 

Nursing Home Medicaid Reimbursement Rate, Second Semester 2010, at 639-40, 647-48 (June 

25, 2010), available at 

http://www.fdhc.state.fl.us/medicaid/cost_reim/pdf/2010_07_nh_calculations.pdf; Computation 

of Nursing Home Medicaid Reimbursement Rate, First Semester 2011, at 657-58, 665-66 (Dec. 

21, 2010), available at 

http://www.fdhc.state.fl.us/medicaid/cost_reim/pdf/2011_01_nh_calculations.pdf.    

71. Bills are submitted to the Florida Medicaid program’s Fiscal Agent, HP 

Enterprise Services, which acts on behalf of AHCA in reviewing and paying claims.2    

Reimbursement by HP Enterprise Services is funded with federal and Florida funds.  See AHCA, 

Medicaid Management Information System/Decision Support System/Fiscal Agent Services 

Procurement:  Request for Proposal § 30.12 (Mar. 3, 2005), available at 

http://www.fdhc.state.fl.us/medicaid/about/pdf/080724_MMIS_RFP_2008-2013.pdf. 

72. To receive reimbursement for Medicaid-covered services, a nursing facility must 

submit a variation of the Form UB-04 developed by AHCA.  See Fla. Admin. Code R. 59G-

4.003; AHCA Medicaid Provider Reimbursement Handbook, UB-04, at 1-2 (July 2008), 

available at http://portal.flmmis.com/FLPublic/Portals/0/StaticContent/Public/HANDBOOKS/ 

RH_08_080701_UB-04_ver1_3.pdf.  An example of a blank Form UB-04 is attached hereto as 

                                                            
2 See AHCA, Medicaid Fiscal Agent, 

http://www.fdhc.state.fl.us/medicaid/about/about4.shtml; AHCA, Medicaid Management 
Information System/Decision Support System/Fiscal Agent Services Procurement Request for 
Proposal § 30.5 (Mar. 3, 2005), available at 
http://www.fdhc.state.fl.us/medicaid/about/pdf/080724_MMIS_RFP_2008-2013.pdf. 
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Exhibit 4 and incorporated herein by reference.  Defendants billed AHCA electronically for 

skilled nursing services on substantially similar forms. 

73. The reverse side of a Form UB-04 contains the following statements (or 

substantially similar statements): 

Submission of this claim constitutes certification that the billing information as shown on 
the face hereof is true, accurate and complete.  That the submitter did not knowingly or 
recklessly disregard or misrepresent or conceal material facts.  The following 
certifications or verifications apply where pertinent to this Bill: 

* * * 

8.  For Medicaid purposes:  The submitter understands that because payment and 
satisfaction of this claim will be from Federal and State funds, any false statements, 
documents, or concealment of a material fact are subject to prosecution under applicable 
Federal State laws. 

74. AHCA’s UB-04 Provider Handbook explains that a SNF certifies compliance 

with applicable federal and Florida laws even when a Form UB-04 is submitted electronically 

rather than on a signed paper form: 

Because the UB-04 claim form does not have the provider’s signature, the provider’s 
endorsed signature on the back of the remittance check issued by the Medicaid fiscal 
agent takes the place of a signature on a paper claim form.  It acknowledges the 
submission of the claim and the receipt of the payment for the claim. It certifies that the 
claim is in compliance with the conditions stated on the back of the paper claim form and 
with all federal and state laws. 

Any provider who utilizes the electronic funds transfer system is certifying with each use 
of the system that the claim(s) for which the provider is being paid is in compliance with 
the provisions found on the back of the paper claim form and with all federal and state 
laws. 

AHCA Medicaid Provider Reimbursement Handbook, UB-04, at 1-48. 

75. Florida law expressly conditions payment under the Medicaid program on 

compliance with federal and state regulations, including the regulations concerning care plans 

and MDS Assessments described above.  Specifically: 

When presenting a claim for payment under the Medicaid program, a provider has an 
affirmative duty to supervise the provision of, and be responsible for, goods and services 
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claimed to have been provided, to supervise and be responsible for preparation and 
submission of the claim, and to present a claim that is true and accurate and that is for 
goods and services that: 

* * * 

 (b) Are Medicaid-covered goods or services that are medically necessary. 

* * * 

 (e) Are provided in accord with applicable provisions of all Medicaid rules, 
regulations, handbooks, and policies and in accordance with federal, state, and local 
law. 

 (f) Are documented by records made at the time the goods or services were 
provided, demonstrating the medical necessity for the goods or services rendered. 
Medicaid goods or services are excessive or not medically necessary unless both the 
medical basis and the specific need for them are fully and properly documented in the 
recipient’s medical record. 

The agency shall deny payment or require repayment for goods or services that are not 
presented as required in this subsection.  

Fla. Stat. § 409.913(7). 

STATE AND FEDERAL FALSE CLAIMS ACTS 

76. The federal FCA imposes liability on any person who “knowingly presents, or 

causes to be presented, a false or fraudulent claim for payment or approval” or who “knowingly 

makes, uses, or causes to be made or used, a false record or statement material to a false or 

fraudulent claim.”  31 U.S.C. § 3729(a)(1)(A)-(B).  It similarly imposes liability on any person 

who “knowingly conceals or knowingly and improperly avoids or decreases an obligation to pay 

or transmit money or property to the Government.”  Id. § 3729(a)(1)(G). 

77. The FCA defines “knowing” and “knowingly” with respect to information as 

meaning that the person “(i) has actual knowledge of the information; (ii) acts in deliberate 

ignorance of the truth or falsity of the information; or (iii) acts in reckless disregard of the truth 

or falsity of the information.”  Id. § 3729(b)(1)(A).  The FCA defines “material” as “having a 
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natural tendency to influence, or be capable of influencing, the payment or receipt of money or 

property.”  Id. § 3729(b)(4). 

78. The FCA defines a “claim” as “any request or demand, whether under a contract 

or otherwise, for money or property and whether or not the United States has title to the money 

or property, that –  

(i) is presented to an officer, employee, or agent of the United States; or 

(ii) is made to a contractor, grantee, or other recipient, if the money or property is to 
be spent or used on the Government’s behalf or to advance a Government program or 
interest, and if the United States Government –  

(I) provides or has provided any portion of the money or property requested or 
demanded; or 

(II) will reimburse such contractor, grantee, or other recipient for any portion of 
the money or property which is requested or demanded . . . .  

31 U.S.C. § 3729(b)(2)(A). 

79. Accordingly, each MDS Assessment and each Form UB-04 submitted to CMS, 

MACs acting on CMS’s behalf, or other government health programs constitutes a “claim” 

within the meaning of the FCA, because these documents are designed to induce, and do 

ordinarily induce, the payment of money by CMS.  Additionally, each MDS Assessment is a 

record or statement that is material to a Form UB-04. 

80. However, as the FCA makes clear, requests for money submitted to a federal 

grantee, contractor, or other recipient may also constitute a claim, if money requested is being 

spent to advance a Government purpose and a portion of the money is provided by the federal 

government.  Thus, each Form UB-04 and each MDS Assessment submitted to AHCA or Fiscal 

Intermediaries acting on its behalf – and each request for reimbursement and each MDS 

Assessment submitted to an MA Plan – constitutes a “claim” within the meaning of the federal 
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FCA.  Further, each MDS Assessment constitutes a record or statement material to a Form UB-

04 or other request for reimbursement. 

81. The Florida False Claims Act, Fla. Stat. § 68.081, et seq., is substantially similar 

to the FCA, and also imposes civil liability on any person who “[k]nowingly presents or causes 

to be presented to an officer or employee of an agency a false or fraudulent claim for payment or 

approval” or who “[k]nowingly makes, uses, or causes to be made or used a false record or 

statement to get a false or fraudulent claim paid or approved by an agency.”  Fla. Stat. 

§ 68.082(2)(a)-(b).  As does the federal FCA, the Florida False Claims Act imposes liability on 

any person who “knowingly makes, uses, or causes to be made or used a false record or 

statement to conceal, avoid, or decrease an obligation to pay or transmit money or property to an 

agency.”  Id. § 68.082(2)(g). 

82. Each Form UB-04 submitted to AHCA is a “claim” within the meaning of the 

Florida False Claims Act, and each MDS Assessment submitted to CMS or TRICARE and 

accessible to AHCA is a record or statement that is material to such claims.  See Fla. Stat. § 

68.082. 

DEFENDANTS’ SCHEME TO DEFRAUD MEDICARE, MEDICAID, AND TRICARE 

83. Defendants engaged in a scheme to defraud Medicare, Medicaid, and TRICARE 

by submitting numerous false or fraudulent statements and false or fraudulent claims that 

contained fraudulently inflated RUG levels and that falsely represented that care was being 

provided in accordance with contemporaneously established care plans and physician 

certifications.  To conceal and facilitate their fraudulent scheme, Defendants also routinely 

misrepresented the identity and credentials of those who completed and certified the accuracy of 

these claims and statements.  Each of the Defendants knew, or was deliberately ignorant or 

reckless in not knowing, that the claims and statements generated by these improper practices 
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were false or fraudulent.  Defendants nevertheless persisted in their fraudulent scheme because it 

generated millions of dollars in reimbursements from federal and Florida funds. 

A. Relator’s Knowledge of the Fraudulent Scheme 

84. Relator was employed and supervised by Defendants, and she directly witnessed 

the creation and submission of numerous false statements and claims for Medicare and Medicaid 

reimbursement.  The description of the fraudulent scheme below is based on her personal 

knowledge. 

85. Relator was employed from January 2011 until on or about March 4, 2011 as an 

interim Minimum Data Set Consultant (“MDS Consultant”) by the Marshall Facility.  Relator 

was subsequently employed as an interim MDS Consultant from on or about March 7, 2011 until 

on or about May 5, 2011 by the Governor’s Creek Facility.   

86. In her role as an MDS Consultant, Relator was responsible for completing and 

submitting MDS Assessments for residents at the Marshall and Governor’s Creek Facilities and 

for developing care plans for these residents.  To complete these tasks, Relator had regular 

contact with residents and nursing, therapeutic, administrative, and corporate staff, and reviewed 

resident medical records, billing information, and previously submitted MDS Assessments.   

87. In addition, Relator had access to Defendants’ computer system, which she used 

each day to create MDS Assessments for submission to CMS, other government health 

programs, and MA Plans.  Specifically, Defendants used an interface by SimpleLTC to complete 

MDS Assessments and software by American Health Technologies (“AHT”) to store, retrieve, 

and submit MDS Assessments.  Defendants used a number of AHT programs, including one 

referred to as “MDS Director,” to automatically check completed MDS Assessments for errors 

and inconsistencies prior to submission.   
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88. Defendants also used AHT software for billing purposes, in order to generate 

electronic bills for residents based on the MDS Assessments submitted for those residents.  The 

Marshall and Governor’s Creek Facilities typically billed Medicare, Medicaid, TRICARE, and 

MA Plans electronically, using a Form UB-04 for Medicare and TRICARE and the Florida-

specified Form UB-04 for Medicaid.  See Exs. 3-4.  Bills for services provided each month were 

normally submitted in the following month (for example, Medicare billing was typically done on 

the fourth business day of each month), and there was often considerable pressure on the MDS 

nurses to complete MDS Assessments – particularly for Medicare residents – before that date so 

that bills could be submitted. 

89. Relator worked closely with MDS nurses at both Facilities.  Each Facility had two 

MDS nurses.  The first was referred to as the “MDS Coordinator” or “Reimbursement Nurse” 

and had primary responsibility for completing MDS Assessments for Medicare residents.  The 

second was referred to as the “Long-Term Care Nurse” and had primary responsibility for 

completing MDS Assessments for Medicaid residents.  In each Facility, Relator worked in a 

single room with the MDS nurses and frequently observed or participated in their completion of 

MDS Assessments. 

90. Relator also had frequent contact with the billing personnel at both the Marshall 

and Governor’s Creek Facilities.  The Business Manager at each Facility was responsible for 

billing.  For example, Karen Sparks was the Business Manager at the Governor’s Creek Facility.  

Because billing must be closely coordinated with the submission of MDS Assessments, Relator 

and MDS nurses would discuss MDS Assessments and related billing matters with Sparks. 

91. In the course of developing and documenting care plans for residents at the 

Marshall and Governor’s Creek Facilities, Relator had extensive contact with the Rehabilitation 
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Director for each Facility (Panfilo Demayo at the Marshall Facility and Kristi Williams at the 

Governor’s Creek Facility) as well as rehabilitative therapists working under their supervision.  

The Rehabilitation Directors and the therapists working for them were employed by Defendant 

LaVie Rehab.  Additionally, while working at the Marshall Facility, Relator was called into a 

meeting with Risty Smith, a senior employee at LaVie Rehab, who wanted to discuss how 

Relator’s completion of MDS Assessments could be “improved,” i.e., how to obtain higher RUG 

levels. 

92. Relator also worked closely with Regional Reimbursement Specialists employed 

by Defendant LaVie Management Services.  Relator’s work at the Marshall Facility was 

overseen by Cheryl McAnally, who worked as a Regional Reimbursement Specialist for LaVie 

Management Services and was responsible for billing at multiple LaVie Facilities in the region.  

Although Relator’s direct supervisor was the Facility’s Administrator, Joyce Denham, McAnally 

provided instruction and direction to Relator on the completion of MDS Assessments, and could 

have Relator or other MDS nurses disciplined by contacting the Administrator.   

93. Relator’s work at the Governor’s Creek Facility was similarly supervised by 

Leota (“Lee”) Juliano, who also worked as Regional Reimbursement Specialist for Defendant 

LaVie Management Services and was responsible for billing at multiple LaVie Facilities in an 

adjoining region.  Specifically, in 2011, Juliano was responsible for nine LaVie Facilities:  Harts 

Harbor Health Center, San Jose Health and Rehabilitation Center, Governor’s Creek Health and 

Rehabilitation Center, Grand Oaks Health and Rehabilitation Center, Deltona Health Care, 

Oaktree Health Care, Lake Mary Health and Rehabilitation Center, Rio Pinar Health Care, and 

Rosewood Health and Rehabilitation.  See Ex. 1.  McAnally was responsible for a comparable 

number of LaVie Facilities. 
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94. McAnally and Juliano are now employees of Defendant Consulate Management, 

where they remain responsible for reimbursement and MDS Assessments in regions containing a 

number of LaVie Facilities that are now managed by Consulate Management. 

B. Defendants Systematically Encouraged Fraudulent Practices in Order to Increase 
Medicare, Medicaid, and TRICARE Revenue Without Complying with Program 
Requirements 

95. Defendants cultivated a work culture that focused on maximizing profits at the 

expense of resident care and that systematically incentivized and pressured employees to resort 

to any means – including fraud – to increase profits. 

96. Senior executives at Defendant LaVie Management Services, including its Chief 

Financial Officer and its Regional Vice Presidents, established a Medicare “budget” for each 

LaVie Facility, which was a targeted average per diem reimbursement rate for Medicare 

residents.  These executives were not in a position to review the medical records of residents at 

each LaVie Facility, and thus the Medicare “budget” did not reflect an assessment of the RUG 

levels that were actually appropriate for residents at these Facilities.  Instead, these Medicare 

“budgets” were set so as to maximize the profits derived from each Facility. 

97. Relator witnessed a relentless focus on achieving or exceeding Medicare budgets 

in every aspect of LaVie’s operations. 

1. MDS Nurses Were Offered Cash Bonuses for Upcoding 

98. Relator was hired to work at the Marshall Facility by McAnally, who used an 

executive search consultant.  The consultant told Relator that LaVie Management Services 

preferred MDS nurses who had an average RUG level of $650 per patient per day.     

99. Relator did not initially understand this directive:  a RUG level is an objective 

classification, based on the resident’s medical condition and the medically necessary therapy that 

is provided.  See supra ¶¶ 41-43.  As a result, the RUG levels assigned to residents should 
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depend on each resident’s condition and medical needs, which the MDS nurse is not in a position 

to control or change.   

100. However, as Relator worked at the Governor’s Creek and Marshall Facilities, she 

soon discovered that Defendants expected and encouraged employees to “upcode” – i.e., 

fraudulently inflate – the RUG levels reported on residents’ MDS Assessments and bills for 

Medicare reimbursement.  Relator was also told several times by her coworkers that MDS nurses 

would be paid a bonus if they exceeded the Facility’s Medicare “budget.”  Relator was told that a 

number of MDS nurses received bonuses for fraudulently inflating RUG levels for residents at 

LaVie Facilities. 

101. The use of improper inducements to encourage MDS nurses to inflate RUG levels 

was widespread in LaVie Facilities.  After leaving the Governor’s Creek Facility, in September 

2011 Relator was contacted by a nurse working at a LaVie Facility in Juliano’s region that is 

now managed by Defendant Consulate Management.  This nurse told Relator that there would be 

an opening in the Facility’s MDS Department within seven weeks, and that Relator would need 

to go through LaVie Management Services training on RUGs and reimbursement to obtain the 

position.  The nurse explained that this Facility’s “RUG budget” is $458 a day and that Relator 

“would receive a cash bonus under the table for any RUG levels that are higher than the budget.”  

Relator asked how much cash they were offering and was told the bonus would be at least $3,500 

a year and possibly more depending on the Facility’s RUG levels.  The nurse went on to say that 

she gets paid more than $15,000 per year in cash and the Facility’s Administrator receives an 

even larger bonus “if we keep the RUGs higher than budget.” 

102. The nurse then showed Relator a newspaper displaying a job vacancy for an MDS 

nurse at a LaVie Facility known as Hart’s Harbor Health Care Center (another Facility in 
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Juliano’s region that is now managed by Consulate Management, see Ex. 1), and explained that 

the same bonuses applied to this position as well.  The position had been vacated by another 

nurse known to Relator. 

103. Because an MDS nurse is not in a position to control a RUG level that is 

accurately and honestly determined for a resident, the purpose and effect of these bonuses was to 

encourage MDS nurses to fraudulently inflate RUG levels.  Relator accordingly declined both of 

these positions. 

2. Defendants Encouraged and Pressured MDS Nurses to Upcode MDS 
Assessments in Order to Meet Centrally Established Medicare Budgets 

104. Regional Reimbursement Specialists such as McAnally and Juliano were 

responsible for ensuring that each of the LaVie Facilities in their region was meeting its 

Medicare budget. 

105. McAnally and Juliano informed the MDS nurses at each Facility in their 

respective regions of the target Medicare “budget” that had been set for that Facility.  If a 

Facility was not achieving or exceeding its Medicare budget, the Regional Reimbursement 

Specialist would “audit” the Facility to help it “improve” (i.e., raise) its RUG levels.  The 

Regional Reimbursement Specialist would visit the Facility and review residents’ MDS 

Assessments and medical records and suggest ways to upcode residents’ MDS Assessments so 

that the Facility could achieve higher RUG levels.  Facilities that were meeting or exceeding 

their Medicare budget were rarely “audited.” 

106. McAnally and Juliano would also regularly provide guidance and suggestions to 

MDS nurses on how to increase RUG levels.  For example, McAnally and Juliano each held a 

weekly call on Friday with all the MDS nurses that they supervised in their regions; during those 

calls, they praised the MDS nurses who had assigned the highest RUG levels to residents, and 
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provided suggestions about how to fraudulently inflate RUG levels.  Relator participated in a 

number of these calls, as did the MDS nurse who, as described supra ¶¶ 100-01, later told 

Relator that she could receive bonuses at LaVie Facilities for keeping RUG levels above 

“budget.”   

107. The management of LaVie’s Facilities was also focused on achieving or 

exceeding Medicare “budgets.”  For example, the Governor’s Creek Facility had a daily 

Medicare utilization review meeting with the business manager Karen Sparks, who was 

responsible for the Facility’s billing and reimbursement.  During these meetings the Director of 

Rehabilitation, Kristi Williams, an employee of Defendant LaVie Rehab, would dictate to MDS 

nurses the desired RUG level on a particular resident’s MDS Assessment.  Williams demanded 

that high RUG levels be assigned to residents’ MDS Assessments but offered no clinical reason 

for such demands and was not in a position to know, for example, whether the resident’s 

condition justified the ADL scores associated with a particular RUG level.  Such demands were 

effectively an instruction to MDS nurses to assign high RUG levels to certain residents, even if 

that score was false and not justified by the resident’s medical condition and needs.  

108. As Defendants intended, this encouragement resulted in widespread fraud at 

LaVie Facilities.  For example, when Relator started work at the Marshall Facility in January of 

2011, she was assigned to complete late MDS Assessments that had been due in December of 

2010.  In the course of completing these MDS Assessments, Defendant’s computer system 

automatically provided the coding for MDS Assessments that had previously been submitted for 

the same residents in October and November of 2010.  These MDS Assessments had been 

prepared by the former Reimbursement Nurse, Louann Stephens, while she was employed by the 

Marshall Facility.   
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109. Upon review of the previously submitted MDS Assessments, Relator discovered 

that the vast majority of them falsely stated in Section V that Care Area Assessments (“CAAs”) 

and corresponding care plans had been completed, when in fact no CAAs or care plans existed in 

the residents’ medical records.  See Ex. 2, § V, at 32-33.  Relator also noticed that many of the 

MDS Assessments vastly overstated the amount of nursing assistance needed by residents.  

Specifically, section G of the MDS Assessments falsely represented that residents needed 

“extensive assistance” or were “totally dependen[t]” on assistance from nursing staff to perform 

various ADLs.  See Ex. 2, § G, at 14; see also supra ¶¶ 35-36, 41-43.  However, it was apparent 

from these residents’ medical records that they did not need such assistance and nursing staff 

was not providing it.   

110. Relator promptly brought Stephens’ fraudulent practices to the attention of the 

Marshall Facility’s Administrator, Joyce Denham.  Despite Relator’s concerns, Denham held 

Stephens’ job open for her and repeatedly stated that Stephens would come back to work even 

though Stephens called in sick every day for several weeks.  One day Relator told Denham that it 

was very kind of her to continue to hold a position for Stephens despite her obvious difficulty 

showing up to work.  Denham responded:  “You give me too much credit.  That girl knows how 

to boost our bottom line.  That’s why I want her back!”  When it became evident that Stephens 

was not returning to the Marshall Facility, Denham became frustrated and complained that the 

Marshall Facility now had the lowest RUG levels of all the LaVie Facilities in the region.     

111. Each of Stephens’ false MDS Assessments that Relator reviewed constituted a 

materially false or fraudulent statement or claim, and subsequent billing forms containing the 

RUG levels from those Assessments constituted false or fraudulent claims.  Stephens made these 

statements and claims, and Stephens and Denham caused them to be presented to CMS and MA 
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Plans.  Both Stephens and Denham knew, or were deliberately ignorant or reckless in not 

knowing, that these statements and claims were false or fraudulent.   

112. In early March 2011, Relator was transferred from LaVie’s Marshall Facility to 

the Governor’s Creek Facility.  After learning of the transfer, Relator contacted Dean Barbosa, 

the executive search consultant who had placed her at the Marshall Facility, to ask him why she 

had been transferred.  Barbosa explained that the transfer had been made at the request of 

McAnally and other senior employees at LaVie Management Services, who were concerned that, 

with Relator handling the MDS Assessments for Medicare residents, the Marshall Facility was 

not hitting its reimbursement target.  (To avoid a similar problem at the Governor’s Creek 

Facility, Relator was initially tasked with completing MDS Assessments for Medicaid, rather 

than Medicare, residents.)  In the course of leaving the Marshall Facility, Relator spoke with 

McAnally, who told her she was a “great nurse,” a “great MDS nurse,” but a “terrible 

reimbursement nurse.” 

113. Relator observed a similar focus on inflating RUG levels at the Governor’s Creek 

Facility.  Ronnie Blevins, a Licensed Practical Nurse (“LPN”) employed by the Governor’s 

Creek Facility, was particularly focused on fraudulently inflating RUG levels.  Blevins’ primary 

responsibility was completing MDS Assessments for Medicare Part A residents.  Each day, she 

would print out a report showing the RUG levels she had assigned to residents and the resulting 

average daily reimbursement rate, and would take the report to Michelle Kreps, the 

Administrator of the Governor’s Creek Facility, to show her the high RUG levels.  On or about 

April 8, 2011, Blevins was arrested by the police while working at the Facility.   

114. Relator later learned that Blevins had been stealing narcotics from the Facility for 

her personal use.  The Facility’s Administrator, Kreps, initially suggested that this serious 
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misconduct not be reported to the Florida Department of Health, because Kreps hoped to rehire 

Blevins given her talent for assigning high RUG levels to residents irrespective of their medical 

needs.  Only after several employees insisted on reporting the misconduct did Kreps give up on 

her plan of rehiring Blevins and report her to the Department of Health. 

115. Relator was then assigned to complete the MDS Assessments for Medicare Part A 

residents that had previously been assigned to Blevins.  As in the Marshall Facility, Defendants’ 

computer system automatically imported the information from the MDS Assessments previously 

completed for these residents by Blevins.  Upon reviewing the residents’ medical records, 

Relator discovered numerous misrepresentations.  Like Stephens at the Marshall Facility, 

Blevins had falsely inflated the ADL scores assigned to residents in Section G of their MDS 

Assessments, to make them appear as though they needed more nursing care than was actually 

needed or provided.  See Ex. 2, § G, at 14-15.  Blevins had also falsely indicated in Section V of 

the MDS Assessments that the CAAs and corresponding care plans had been completed when in 

fact these documents were missing from the records of the vast majority of residents.  See Ex. 2, 

§ V, at 32-33. 

116. Each of these MDS Assessments constituted a materially false or fraudulent 

statement or claim, and subsequent billing forms containing the RUG levels from those MDS 

Assessments constituted false or fraudulent claims.  Blevins made these claims and statements 

and Blevins and Kreps caused them to be presented to CMS, AHCA, or their contractors.  As a 

result, LaVie Facilities received reimbursement beyond that to which they were entitled by 

Medicare or Medicaid.  Blevins and Kreps knew, or were deliberately ignorant or reckless in not 

knowing, that these statements and claims were false or fraudulent.  

Case 8:11-cv-01303-SDM-TBM   Document 75   Filed 06/03/13   Page 38 of 80 PageID 739



39 

117. After learning of Blevins’ upcoding of the MDS Assessments, Relator notified 

Kreps and warned her that the Governor’s Creek Facility’s RUG levels would be significantly 

reduced because Relator intended to accurately complete the outstanding MDS Assessments for 

the Facility’s Medicare Part A residents. 

118. Kreps responded by calling Relator into a meeting with Juliano and John Stover, a 

Regional Vice President and employee of Defendant LaVie Management Services.  Karmen 

Morgan, Juliano’s immediate supervisor and also an employee of LaVie Management Services, 

participated in the meeting by telephone.  (Morgan was responsible for reimbursement for all 

LaVie Facilities in the State of Florida; she is now an employee of Defendant Consulate 

Management.)  Relator explained her concerns about the false MDS Assessments she had 

reviewed to Kreps, Juliano, Morgan, and Stover, and suggested that the Government’s Creek 

Facility should self-report the inaccuracies to CMS. 

119. Kreps stated that it was not necessary to self-report but stated that the Governor’s 

Creek Facility had a “four-point remedial action plan” that it would implement to ensure that 

MDS Assessments were completed accurately.  In fact, there was no such plan, and Kreps lied to 

Relator about the plan to alleviate Relator’s concerns about the upcoding she had observed and 

to ensure that Relator did not report this conduct to CMS.  Juliano, Morgan, and Stover also 

knew that the supposed “remedial action plan” was bogus and that the Governor’s Creek Facility 

would continue with its highly lucrative practice of falsifying MDS Assessments.   

120. Relator later learned that the purported remedial action plan did not exist when 

she mentioned the plan to a surveyor for AHCA who was inspecting the Governor’s Creek 

Facility.  The surveyor then asked the Facility’s Director of Nursing, Rebecca Adams, about the 

action plan, and pandemonium ensued.  In a hastily called meeting in the MDS nurses’ office, 
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Kreps, Adams, and Williams each accused the others of failing to develop and implement the 

action plan.  It became apparent from their accusations and recriminations that there was no 

action plan and no one had ever intended to develop or implement such a plan.  Relator 

overheard Kreps call Juliano from the MDS nurses’ office to tell her to make sure that Relator 

was kept away from the AHCA surveyors for the rest of the day.  Juliano then contacted the 

Relator and directed her to stay in the MDS nurses’ office for the rest of the day.  When Relator 

asked Juliano why she was being confined to the office, Juliano reprimanded her for truthfully 

relaying their statements about the action plan to the surveyor, and asked Relator not to come 

into work for the next few days while the AHCA surveyors completed their audit of the Facility. 

121. Like Relator, other employees were pressured by Defendants to facilitate and 

conceal Defendants’ fraudulent scheme.  For example, on or about May 4, 2011 – Relator’s 

penultimate day at a LaVie Facility – Relator observed a meeting in which Sparks and Williams 

pressured an MDS nurse employed by the Governor’s Creek Facility to sign a document attesting 

that she personally had verified all the therapy minutes billed for rehabilitation supporting all of 

the billing codes for the month of April 2011, even though the MDS nurse had not actually 

reviewed the records necessary to truthfully sign such a verification.  Sparks told the MDS nurse, 

“It would take you hours to verify this information, just sign!” 

C. Defendants Fraudulently Inflated RUG Levels to Increase Reimbursement for 
Residents Covered by Medicare or TRICARE 

122. As explained above, the per diem rate for skilled nursing services under Medicare 

Part A and TRICARE is determined by the RUG level reported in the MDS Assessments 

submitted for each resident.  See supra ¶¶ 26-30.  Defendants were keenly aware of this fact and 

used several strategies to fraudulently increase the RUG levels and resulting reimbursement rates 

assigned to each resident covered by Medicare or TRICARE. 
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1.  Defendants Falsely Inflated ADL Scores 

123. First, as explained above, MDS nurses such as Stephens and Blevins, with the 

encouragement of their Facility Administrators (Denham and Kreps) and their Regional 

Reimbursement Specialists (McAnally and Juliano), and Rehabilitation Directors (Demayo and 

Williams) would fraudulently increase the ADL scores reported in Section G of the MDS 

Assessment.  See Ex. 2, § G, at 14-15.  On information and belief, RUGs were inflated in LaVie 

Facilities throughout Florida based on the instruction and directives of the Regional 

Reimbursement Specialists.   

124. An ADL score is a number between 0 and 16 that reflects a resident’s need for 

nursing staff assistance to perform four types of activities of daily living that are often 

challenging for older or sicker residents:  bed mobility, transfer, toilet use, and eating.  See RAI 

Manual at 6-18.  The score depends on observation of incidents in which the resident requires 

staff assistance to perform each activity.   

125. These incidents are summarized by assigning two numbers to each activity 

corresponding to the resident’s capacity for self-performance and the amount of support the 

resident was provided.  See Ex. 2, § G, at 15-16.  The self-performance figure is a number 

between 0 and 4, with 0 indicating that the resident is “independent” and requires “no help or 

staff oversight at any time,” and 4 indicating the resident’s “total dependence” and need for “full 

staff performance every time during entire 7-day period.”  Id.; RAI Manual at G-5.  The amount 

of support figure is a number between 0 and 3, with 0 indicating that “no setup or support from 

staff” is required for the resident to perform the activity and 3 indicating that physical assistance 

from two or more nursing staff is needed.  Ex. 2, § G; RAI Manual at G-5 to -6.   
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126. The self-performance and support-provided figures are combined to generate a 

score of 0 to 4 for each of the four key types of activity, and the sum of those scores is the 

resident’s combined ADL score.  See RAI Manual at 6-18.   

127. A higher combined ADL score is supposed to reflect the fact that the resident 

requires more attention from nursing staff, and thus results in a RUG level corresponding to a 

higher per diem rate of reimbursement.  Table 1 illustrates the connection between combined 

ADL scores and per diem rates. 

Table 1.  FY 2011 Per Diem Medicare Reimbursement Rates for Rural SNFs3 

Rehabilitation Level 
(Total Therapy Minutes over 5 Days) 

Combined ADL Score 
0-5 Class A 6-10 Class B 11-16 Class C 

Rehab Ultra (over 720 minutes) 
RUA 

$548.80 
RUB 

$575.94 
RUC 

$633.24 

Rehab Very High (500-720 minutes) 
RVA 

$430.63 
RVB 

$480.39 
RVC 

$506.03 

Rehab High (325-500 minutes) 
RHA 

$388.83 
RHB 

$418.99 
RHC 

$440.10 

Rehab Medium (150-325 minutes) 
RMA 

$383.62 
RMB 

$392.66 
RMC 

$404.73 

Rehab Low (45-150 minutes) 
RLA 

$300.82 
RLB 

$355.10 
 

 
128. As the table illustrates, increasing a resident’s ADL score even by one class – for 

example, from RUB to RUC – can increase the per diem for that resident by as much as $57 per 

day, a 10% increase in the per diem rate.  Increasing the score by two classes can increase per 

diem rates by as much as $84 per day (a 15% rate increase).  Falsely inflating self-performance 

and support-provided codes thus reliably increases per diem rates but is a difficult fraud to detect 

because one must observe the assistance provided to the resident or review the resident’s daily 

charting to determine whether these codes are accurate. 

                                                            
3 CMS, Medicare Program; Prospective Payment System and Consolidated Billing for 

Skilled Nursing Facilities for FY 2011, 75 Fed. Reg. at 42,908. 
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129. As alleged above, see supra ¶¶ 108, 114, Relator discovered from MDS 

Assessments previously submitted by Stephens and Blevins that they routinely inflated the self-

performance and support-provided figures in those MDS Assessments in order to increase the 

ADL scores assigned to those residents.  Stephens and Blevins consistently assigned codes of 3 

or 4 – indicating that the resident needed “extensive assistance” or was “total[ly] dependen[t]” – 

to several ADL categories for each resident, even when it was apparent from the resident’s daily 

charting that the resident did not need the reported level of staff assistance and was not receiving 

that level of staff assistance. 

130. For example, a Medicare-covered resident would be coded in Section G of his 5-

day MDS Assessment as needing extensive assistance (self-performance score of 3) and the 

support of one or two nursing staff members (support provided score of 2 or 3) to get in and out 

of bed, use the toilet, and move from place to place in his room.  The resident would be coded as 

totally dependent (self-performance score of 4) and requiring the assistance of two nursing staff 

(support provided score of 3) to stand or move from a chair to another location and to perform 

personal hygiene (i.e. combing hair, etc.).  Such coding would yield an ADL score of 12.  

Combining this ADL score with therapy minutes and other services that a resident received, a 

resident would be assigned a RUG level of, e.g., RUC, RVC, or RHC (all of which require an 

ADL score of at least 11).  A RUG level of RUC was typical. 

131. However, Relator observed that such coding in Section G of a resident’s MDS 

Assessment frequently had no relation to – and indeed was completely contradicted by – the 

resident’s actual medical records.  One type of record kept in a resident’s medical file or “chart” 

is an ADL & Nutrition/Hydration Care Record, commonly referred to as an ADL flow chart.  

This is a one-page chart in which nursing staff (at LaVie Facilities, these were typically certified 
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nurse assistants (“CNAs”)) would record, for each shift and each day of the month, the resident’s 

self-performance and the amount of assistance they provided to the resident.  This chart is 

typically reviewed by an MDS nurse in the course of completing a resident’s MDS Assessment.  

Even for some residents with an ADL score of 11 or higher, Relator noticed that CNAs would 

consistently report on those residents’ ADL monthly flow charts that they were fully independent 

and required no assistance to get in and out of bed, transfer between surfaces, and use the toilet.  

In addition to ADL flow charts completed by CNAs, nurses (at LaVie Facilities, these were 

typically LPNs) would typically complete a daily “Care Track” form providing a narrative 

summary of the resident’s condition and activities.  These forms are also typically reviewed by 

an MDS nurse in the course of completing a resident’s MDS Assessment.  Even for certain 

residents with an ADL score of 11 or higher, Relator observed notes from LPNs in those 

residents’ Care Track forms documenting the fact that the residents could use the toilet and move 

about their rooms without any assistance from CNAs.   

132. Relator recalls two residents, Resident J.S. and Resident E.H., who were 

Medicare residents at the Governor’s Creek Facility in March of 2011 and whose ADL scores 

were fraudulently inflated in exactly this fashion. 

133. In both cases, the residents’ medical records were completely inconsistent with 

their MDS Assessments, which falsely reported that they were totally dependent or needed 

extensive assistance from one or two CNAs for these same activities.  If J.S.’s and E.H.’s MDS 

Assessments had been accurately completed, the resulting ADL score would have been much 

lower than 11 or 12.  Moreover, the MDS nurse completing J.S.’s and E.H.’s MDS Assessments 

knew, or was deliberately ignorant or reckless in not knowing, that the ADL scores assigned to 
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J.S. and E.H. were false.  This falsehood was also material, as it dramatically increased J.S.’s and 

E.H.’s ADL scores, resulting in higher RUG levels and higher levels of reimbursement.    

2.  Defendants Provided Medically Unnecessary Rehabilitative Therapy and 
Fraudulently Manipulated Reporting of Therapy Minutes 

134. In addition to fraudulently increasing ADL scores, Defendants also billed 

Medicare for unnecessary rehabilitative therapy and manipulated their reporting of therapy 

minutes to make it appear that Medicare residents were receiving more therapy than they were 

actually provided.   

135. As Table 1 illustrates, supra ¶ 126, the total therapy minutes provided to a 

resident directly affects the resident’s RUG level and resulting per diem reimbursement rate.  On 

average, increasing the intensity of therapy by just one level increases the per diem rate by over 

$60, or 12 to 20%.  In particular, the maximum level – Rehabilitation Ultra – has per diem 

reimbursement rates that are $95 to $127 (over 20%) higher than the level immediately below it 

(Rehabilitation Very High).  Defendants were keenly aware of this fact and employed a variety 

of fraudulent strategies to classify as many residents as possible in the Rehabilitation Ultra level. 

136. Medicare requires (as does TRICARE) that rehabilitative therapy be reasonable 

and medically necessary as certified by a physician.  Defendants were aware of this requirement 

but often failed to obtain a physician’s certification for therapy provided to residents.  Even when 

Defendants obtained a certification of medical necessity for the therapy they provided, the 

certification was often procured by fraud.  

137. Specifically, Relator observed that when a new Medicare resident was admitted to 

the Marshall and Governor’s Creek Facilities, the Rehabilitation Director or therapists acting 

under the Director’s supervision would create a therapy plan for the resident.  Regardless of the 

resident’s actual needs, they would typically overstate the resident’s therapy needs, assess the 
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resident as needing extensive physical, occupational, and/or speech therapy, and recommend the 

maximum possible amount of therapy for the resident.  The Rehabilitation Director or therapists 

would then complete a form for the resident’s physician to sign that certified the medical 

necessity of the therapy recommended.  The physicians assigned to the Facilities often signed 

these certifications without independently verifying the residents’ need for therapy, trusting and 

relying on the factual accuracy of the therapists’ assessments. 

138. For example, Relator recalls a frail, elderly man who was receiving hospice care 

and was admitted to the Marshall Facility in February of 2011 due to difficulty breathing.  

Hospice care is end-of-life care provided in the last six months of a resident’s life, and is 

designed to help a resident control pain and other symptoms so that the resident can have peace, 

comfort, and dignity in the final days and weeks of life.  Medicare Part A covers temporary SNF 

stays during hospice care under certain circumstances.  See 42 U.S.C. § 1395d(d). 

139. Because this resident was covered by Medicare Part A, therapists at the Marshall 

Facility were determined to provide him the maximum possible amount of therapy, despite his 

request for hospice care.  As a result, the resident was assessed as needing physical and 

occupational therapy even though he could hardly walk, and spent hours performing pointless 

and potentially counterproductive physical and occupational therapy.  After only a week in the 

Facility, the resident left.  He died several weeks later.  This resident’s right to comfort and 

dignity as he approached the end of his life was marred by disruptive and unnecessary therapy 

that was provided to generate additional revenue from Medicare rather than to address his needs. 

140. The MDS Assessment and subsequent bills that were submitted to CMS by the 

Marshall Facility for this resident falsely represented that the therapy provided to him was 

medically necessary, when in fact it was not.  The therapists – employees of Defendant LaVie 
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Rehab – who assessed this resident and provided him therapy, and the MDS nurse who 

completed the resident’s MDS Assessment, knew, or were deliberately ignorant or reckless in 

not knowing, that the therapy provided to this resident was not medically necessary.  

Nevertheless, they knowingly created false records or statements concerning his care and 

knowingly caused false claims to be presented to CMS. 

141. In addition to providing medically unnecessary therapy, Defendants frequently 

also inflated the number of therapy minutes reported on MDS Assessments by misrepresenting 

the type of therapy provided.  The number of therapy minutes provided a resident during the 

seven days preceding an MDS Assessment is reported in Section O of the MDS Assessment.  See 

Ex. 2, § O, at 27-29.  Therapy minutes are divided into types of therapy – occupational, speech, 

physical, etc. – and further subdivided into three ways in which therapy is provided:  individual 

minutes, concurrent minutes, and group minutes.  See id.   

 Individual minutes reflect the number of minutes of therapy provided in a one-on-one 
session between the therapist or assistant and the resident.  See RAI Manual at O-15.   

 Concurrent minutes reflect the number of minutes of therapy provided to two residents at 
the same time, where the residents are performing different therapeutic activities under 
the supervision of a single therapist. See id.   

 Group minutes reflect the number of minutes of therapy provided by a single therapist to 
a group of two to four residents performing the same therapeutic activity.  See id. 

142. The distinction between these types of therapies is significant in calculating total 

therapy minutes for purposes of determining a resident’s RUG level.  For purposes of this 

calculation, concurrent minutes are discounted by 50%, and the number of group therapy 

minutes that count toward the total cannot exceed one third of the sum of the individual minutes 

and the discounted concurrent minutes.  See RAI Manual at 6-19 to -20.  These discounts reflect 

the fact that concurrent and group therapy are less costly to provide, because a single therapist 

can assist multiple residents. 
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143. The MDS nurses’ office at the Governor’s Creek Facility was directly across the 

hallway from the Facility’s therapy center – a large open room where residents were provided 

rehabilitative therapy.  Relator could observe therapeutic activity from her office, and noticed 

that the therapists almost invariably worked with residents in groups.  Relator was therefore 

surprised to find that many of the MDS Assessments recently completed by Lavie MDS nurses 

and therapists reported large amounts of individual therapy in Section O of the MDS 

Assessments, when in fact no such therapy was provided.  Instead, the MDS nurses and 

therapists had been coding concurrent or group therapy as individual therapy, thereby 

fraudulently doubling or tripling the amount that these therapy minutes contributed to the 

calculation of total therapy minutes. 

144. In addition to these strategies for falsely inflating therapy minutes, Defendants 

also manipulated the timing of therapy reporting to avoid having to actually incur the cost of 

providing the amount of therapy reported in residents’ MDS Assessments.  Specifically, 

Defendants took advantage of the fact that for purposes of determining RUG levels, the number 

of therapy minutes provided is only measured during periodic 7-day look-back periods.  See 

supra ¶¶ 42-43.  Defendants arranged for residents to receive the maximum amount of 

rehabilitative therapy (720 minutes) during these look-back periods but provided far lower 

amounts of therapy outside these periods.   

145. When reviewing medical records and previously submitted MDS Assessments for 

residents, Relator noticed a consistent pattern:  residents would receive 720 minutes or more of 

rehabilitative therapy during look-back periods and receive half or less that amount of therapy – 

typically around 350 to 400 minutes or less – during periods outside the look-back periods. 
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146. For example, on or about April 12, 2011, Relator worked on an annual MDS 

Assessment for a Medicaid resident at the Governor’s Creek Facility who suffered from 

Alzheimer’s disease and could not walk.  However, Relator’s subsequent review of this 

resident’s medical record showed that he had been admitted over a year before under Medicare 

Part A.  The resident’s 5-day, 14-day, and 30-day MDS Assessments were submitted in March of 

2010 by Carolyn Packer, an MDS nurse who worked at the Governor’s Creek Facility; his 60-

day Assessment was submitted by Packer in May of 2010.  Each Assessment reported in Section 

O that the resident had been provided 720 minutes of therapy (half physical therapy and half 

occupational therapy) during the relevant 7-day look-back period and thus he was assigned a 

RUG level in the Rehab Ultra range.  However, outside these 7-day windows, Relator was 

surprised to discover that this resident had been provided far less therapy, on average about 350 

to 400 minutes per week (split about evenly between physical and occupational therapy).  The 

resident’s therapy was supervised by the Facility’s Rehabilitation Director, Williams. 

147. As a result, CMS had been billed for 90 days (about 13 weeks) at Rehab Ultra 

rates, but the resident had only been provided Rehab Ultra levels of therapy (720 minutes of 

therapy) for 5 of these 13 weeks.  During the remaining 8 weeks, the resident had been provided 

far lower levels of therapy (200-400 minutes), which would have triggered a significantly lower 

RUG level (Rehabilitation High) and a correspondingly lower level of reimbursement.  

Moreover, the fact that the resident was provided far lower levels of therapy outside the 7-day 

look-back periods used for his MDS Assessments shows that Williams and others at the Facility 

recognized that the levels of care provided to the resident during these periods were excessive 

and not medically necessary. 
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148. This resident’s MDS Assessments submitted to CMS were false and fraudulent, 

because they reported therapy minutes that were not medically necessary and because they 

contained RUG levels that did not reflect the actual amount of therapy needed by, or provided to, 

the resident.  The bills submitted to CMS for this resident were likewise false because they were 

based on falsified MDS Assessments and because they contained the fraudulently inflated RUG 

levels reported in those MDS Assessments.  Packer, Williams, and the therapists working at 

Williams’ direction knew, or were deliberately ignorant or reckless in not knowing, that these 

MDS Assessments and resulting bills were false.  Packer, Williams, and the therapists caused the 

MDS Assessments to be used and caused the resulting bills to be presented to CMS. 

149. Despite the efforts of MDS nurses and therapists at the Facilities, it was not 

always possible to fit the maximum amount of therapy minutes into the appropriate 7-day look-

back period.  The look-back periods are the seven days preceding the Assessment Reference 

Date (“ARD”) for an MDS Assessment, which are set at 5, 14, 30, 60, and 90 days after a 

resident is admitted to the facility.  See supra ¶¶ 42, 143.  If the ARD fell at the end of a week, or 

therapy was not scheduled in advance, the therapy minutes during the look-back period would 

often not reach the 720-minute maximum. 

150. To overcome this difficulty, MDS nurses at the Marshall and Governor’s Creek 

Facilities would take advantage of the fact that CMS permits a SNF to adjust the ARD by setting 

it a few days before the deadlines above, or extending past the deadlines by adding a number of 

“grace days” and scheduling extensive therapy during the reporting period.  See supra ¶ 42.  This 

practice was fraudulent.  The amount of therapy minutes reported, and the resulting RUG level, 

should “accurately reflect the resident’s status.”  42 C.F.R. § 483.20(g); see also id. § 424.20.  

Where the selection of the ARD is manipulated to generate an amount of therapy minutes that 
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does not correspond to the treatment normally provided to the resident, the resulting RUG level 

does not accurately reflect the resident’s status.  Additionally, grace days may be added only for 

legitimate reasons such as the MDS nurse’s illness or the need to more accurately reflect the 

amount of therapy provided to a resident.  See supra ¶ 42; RAI Manual at 2-41.  LaVie Facilities’ 

MDS nurses, including Stephens and Blevins, improperly used grace days for the opposite 

purpose:  to misrepresent the amount of therapy actually provided to residents solely for the 

purpose of increasing the amount of reimbursement they could seek on behalf of the LaVie 

Facilities. 

151. The Rehabilitation Directors at the Marshall and Governor’s Creek Facilities were 

aware of, and actively facilitated, the fraudulent reporting of therapy minutes.  For example, at 

the end of her tenure at the Marshall Facility, Relator was asked to complete MDS Assessments 

for Medicare residents, but she had considerable difficulty completing them in a timely fashion.  

One of the main reasons for the delay was that, in many cases, after Relator had selected an ARD 

for the resident and had begun completing the MDS Assessment as of that date, the Facility’s 

Rehabilitation Director, Demayo, would insist that the ARD be moved forward several days if it 

would generate a larger amount of therapy minutes during the look-back period.  Demayo 

insisted on these changes to inflate reported therapy minutes, even though he knew that these 

residents would be provided far fewer therapy minutes outside the look-back periods.  

152. Juliano and McAnally also actively encouraged this fraudulent scheme.  In their 

weekly calls with all MDS nurses in the region, they would remind MDS nurses to ensure that 

therapy was properly scheduled to generate the maximum number of therapy minutes during 

each look-back period and to adjust ARDs when necessary to capture a higher amount of 

therapy. 
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153. Defendants’ method of reporting therapy minutes conveyed the false impression 

that residents were receiving far more therapy than they were actually provided, and resulted in 

RUG levels that did not accurately reflect the condition and needs of residents.  Accordingly, 

each of the MDS Assessments containing therapy minutes inflated in this manner constituted a 

false statement or claim, and subsequent bills based on those MDS Assessments were false 

claims.  MDS nurses such as Stephens and Blevins made these false statements or claims, and 

they, along with Demayo, Williams, Juliano, and McAnally caused false claims to be submitted 

to CMS and MA Plans.  Stephens, Blevins, Demayo, Williams, Juliano, and McAnally knew, or 

were deliberately ignorant or reckless in not knowing, that these statements and claims were 

false and fraudulent. 

3.  Defendants’ Scheme Resulted in Millions of Dollars of Fraudulent Claims 
Being Presented to CMS for Payment 

154. Defendants’ fraudulent scheme to inflate ADL scores and therapy minutes was 

remarkably effective.  During the full year ended June 30, 2011, the Governor’s Creek Facility 

provided care to approximately 160 Medicare residents for a total of approximately 4,285 

resident-days that were billed to Medicare.  Of these, about 3,485 resident-days (81%) were 

billed to Medicare at the Rehab Ultra level.  Similarly, of the Marshall Facility’s 5,675 resident-

days billed to Medicare during the full year ended June 30, 2011, 3,397 (60%) were billed at the 

Rehab Ultra level.   

155. These figures vastly exceed normal levels of Rehab Ultra in a typical SNF 

resident population, which in Relator’s experience range from 10% to 15%.  The reason that 

Rehab Ultra levels at the Governor’s Creek and Marshall Facilities were as much as five times 

higher than typical rates was not because these Facilities had five times as many residents in 
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need of therapy as a typical SNF.  Rather, this was the result of Defendants’ systematic 

fraudulent inflation of RUG levels. 

156. Defendants’ fraudulent scheme was very lucrative.  The Governor’s Creek 

Facility received approximately $2.28 million in PPS payments from the Medicare Part A 

program during the full year ended June 30, 2011.  Of these payments, approximately 86% 

corresponded to resident-days coded as Rehab Ultra.  Similarly, the Marshall Facility received 

approximately $2.63 million in PPS payments from the Medicare Part A program during the full 

year ended June 30, 2011.  Of these payments, approximately 66% corresponded to resident-days 

coded as Rehab Ultra. 

157. Much of the PPS reimbursement received by the Marshall and Governor’s Creek 

Facilities for Rehab Ultra residents was the result of MDS Assessments and subsequent bills 

containing RUG levels that falsely and fraudulently represented that the residents at these 

Facilities needed and were receiving high amounts of rehabilitative therapy.  The MDS nurses 

working for the Facilities, the Regional Reimbursement Specialists working for LaVie 

Management Services and the rehabilitative therapists working for LaVie Rehab all participated 

in creating and submitting these false MDS Assessments and bills, and all knew, or were 

deliberately ignorant or reckless in not knowing, that the representations contained therein were 

false. 

D.  Defendants Falsely Certified That Residents Were Treated Pursuant to Timely Care 
Plans in Order to Avoid the Cost of Providing Adequate and Properly Planned Care 

158. When seeking reimbursement from Medicare, Medicaid, or TRICARE for each 

resident, Defendants certified – either expressly or impliedly – that they were in compliance with 

federal and Florida regulations requiring them to assess the resident’s medical and therapeutic 

needs upon his or her admission to a Facility, to promptly create a detailed plan of care to 
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address those needs, and to regularly reassess the resident’s needs and plan of care.  But 

Defendants were well aware that for many residents no meaningful plan of care was ever created, 

let alone within the timeframe established by federal and Florida regulations, and that no regular 

reassessment of residents’ needs and care plans was or would be conducted. 

159. Throughout her tenure at both the Marshall Facility and the Governor’s Creek 

Facility, Relator was surprised to discover that Defendants had not created any care plan for 

many residents, and that the care plans which did exist were almost exclusively generic, 

boilerplate, and unconnected to the residents’ particular medical conditions and needs.  As 

explained above, Relator discovered that the practice of Stephens and Blevins and other MDS 

nurses at the Marshall and Governor’s Creek Facilities had been to represent falsely in Section V 

of residents’ initial MDS Assessments that CAAs and corresponding care plans had been 

completed for the residents, when in fact adequate CAAs had not been completed and no care 

plans had been created.  See supra ¶¶ 79, 84. 

160. Relator also discovered that the Facilities’ “care plan library” – an electronic 

database of possible care plan strategies and interventions from which MDS nurses could draw 

when completing specific resident care plans – was grossly inadequate.  The care plan library at 

both Facilities was barebones, populated with generic and boilerplate descriptions of resident 

conditions and interventions.  While Relator was working at the Governor’s Creek Facility, she 

attempted to improve the care plan library by adding specific interventions that MDS nurses 

could use when creating future care plans (for example, “assess lung sounds every shift” and 

“monitor for edema”).  For these efforts, Relator received a verbal reprimand from Kreps, the 

Facility Administrator, for “wasting valuable time” when Relator could be focused on increasing 

the completion rate of MDS Assessments for Medicare Part A residents.  Relator understood 
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from this admonition that Kreps wanted to discourage MDS nurses from creating particularized 

care plans specific to each triggered care area, because that would force Defendants to provide 

additional care (or risk questions from government surveyors about the disconnect between a 

resident’s care plan and actual level of care). 

161. Unfortunately for the residents at the Marshall and Governor’s Creek Facilities, 

the dearth of care plans was not merely a technical violation of federal and Florida regulations; 

rather, the absence of any meaningful assessment of residents’ medical needs and of any 

coherent plan to meet those needs fundamentally impaired the quality of care these residents 

received. 

162. The Administrators, MDS nurses, and therapists working at the Governor’s Creek 

and Marshall Facilities knew, or were deliberately ignorant or reckless in not knowing, that they 

were required to have care plans in place for all Medicare, Medicaid, and TRICARE residents.  

Defendants chose not to create such care plans because doing so would require time and effort 

and would reveal the need for additional resident care that triggered additional costs (and thus 

would reduce Defendants’ profits). 

163. Relator witnessed firsthand how Defendants’ obsession with reducing costs and 

increasing profits prevented the creation and implementation of care plans for residents, resulting 

in appallingly deficient levels of patient care.  For example, Relator noticed that the Marshall 

Facility was seriously understaffed and as a result could not assess residents’ medical needs or 

provide needed patient care.  Many residents’ treatment records and other daily logs were simply 

blank, because the Facility’s staff was too busy and overwhelmed to assess and document their 

assessments in residents’ records.  Even basic and immediate medical needs were neglected:  one 

resident had a serious open wound that was untreated for three or four days; the treating nurse 
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had written in the resident’s medical record:  “dressing not done – too much to do – not enough 

time to do it.”   

164. At the Governor’s Creek facility, Relator observed the same pattern of appalling 

patient care as a result of inadequate or nonexistent care planning.  The treatment of Resident 

V.D. was just one of many troubling examples.  Relator first met V.D. about a month after being 

transferred to the Governor’s Creek Facility.  V.D. was a very pleasant and alert Medicaid 

resident who had no trouble making her needs known.  V.D. told Relator that she could not 

currently walk without assistance, and she requested rehabilitative therapy to help her walk on 

her own again.  V.D. also asked Relator for a new chair; she had been relegated to a Geri-

reclining chair, and she said that the chair was uncomfortable and caused her pain.  The chair 

also physically restrained V.D.; because the chair was reclined, she could not rise out of the chair 

without another person first adjusting the chair to an upright position.   

165. Federal and Florida regulations strictly limit SNFs’ use of physical restraints for 

residents.  First, physical restraints may not be imposed where not medically necessary to treat a 

resident’s symptoms.  42 C.F.R. § 483.13(a).  Second, even where a restraint is deemed 

medically necessary, care providers must meet with the resident to discuss the use of the restraint 

and to periodically assess and document the basis for the restraint in the resident’s care plan.  See 

Am. Health Care Ass’n, Long-Term Care Survey, PP-63 to -65 (Oct. 2010). 

166. After reviewing V.D.’s medical records, Relator realized that no care plan had 

been prepared to structure V.D.’s care, and that V.D. had not received a therapy screen to 

determine what rehabilitative therapy, if any, she should be given.  Moreover, there was no 

indication in V.D.’s records of any medical need to restrain her.  Relator also learned from a 

CNA that V.D. was in fact able to walk with assistance.  After observing V.D. and evaluating her 
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medical needs, Relator screened V.D. for therapy and added a request to V.D.’s patient file for a 

therapy assessment and a new chair that would not impose a medically unwarranted restraint on 

V.D. 

167. When Relator mentioned these requests to Williams, the Facility’s Rehabilitation 

Director, Williams became irate.  Williams claimed that Resident V.D. was crazy, and that in any 

case she “had no payor source”; V.D. therefore could not receive a new chair and Williams and 

her staff would not be providing any therapy to her.  Williams was particularly upset that Relator 

had added a request to Resident V.D.’s medical records, because this document would 

necessitate a response from Williams:  she would either need to provide the chair and the 

requested therapy or conduct a meaningful assessment of Resident V.D. that would justify 

refusing this care.  

168. Relator explained to Williams that V.D.’s medical records indicated that she was 

able to walk with some assistance, and that with proper therapy, she might eventually be able to 

walk entirely on her own.  Without so much as glancing at V.D. or her medical records, Williams 

screamed “She cannot walk!” and physically ripped Relator’s request for therapy and a new chair 

from V.D.’s patient file.   

169. Several weeks later, Relator again encountered resident V.D., who was pale, 

worried, and in obvious discomfort.  Resident V.D. again requested a new chair because her 

current chair was “so uncomfortable.”  Relator again added a request for a new chair and for 

rehabilitative therapy to V.D.’s patient file.  When Relator spoke to Williams about the request, 

Williams ripped out the new document requesting a chair and medically necessary therapy for 

V.D., scolding Relator:  “I told you:  NO PAYOR SOURCE!”   
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170. In fact, Resident V.D. did have a payor source – Medicaid.  What Williams meant 

by her repeated statements that Resident V.D. lacked a payor source was that, because Medicaid 

(unlike Medicare) pays a flat per-diem for each resident, the Facility would receive no additional 

reimbursement for providing a new chair and rehabilitative therapy to Resident V.D.  This is a 

patently impermissible basis for refusing to provide care to a resident and is inconsistent with 

federal and Florida regulations, pursuant to which SNFs must provide rehabilitative therapy 

where a resident’s comprehensive plan of care requires it.  See 42 C.F.R. § 483.45; Florida 

Medicaid Nursing Facility Handbook at 1-6, 2-10.  As explained above, federal and Florida law 

entitled V.D. to receive from the Governor’s Creek Facility skilled nursing care and 

rehabilitative therapy based on a comprehensive assessment of her medical needs and pursuant to 

a care plan designed to meet those needs.  See supra ¶¶ 38-39, 61, 66, 68.  Williams knowingly 

deprived V.D. of this right. 

171. Each of the monthly bills submitted by the Governor’s Creek Facility to AHCA 

for skilled nursing care provided in the months of March and April of 2011 to V.D. certified – 

both expressly and by implication – that this care had been provided in accordance with federal 

and Florida regulations.  See supra ¶¶ 72-74.  Each of these bills was a false claim because that 

certification was false:  no care plan had been completed for V.D., in violation of federal and 

Florida regulations, and Relator’s efforts to document V.D.’s medical needs were systematically 

and fraudulently removed from V.D.’s medical records for categorically improper reasons. 

172. Williams knew, or was deliberately ignorant or reckless in not knowing, that her 

refusal of care to Resident V.D. was irreconcilable with federal and Florida regulations.  

Moreover, Williams’ repeated removal of Relator’s reasonable requests for care from Resident 

V.D.’s patient file intentionally and fraudulently concealed this gross deviation from required 
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standards of care, thereby creating a knowingly false or fraudulent record that was material to the 

false claims submitted for Resident V.D.  This record was materially false because it was subject 

to audit – and records of this kind were in fact audited – by AHCA, and had AHCA known that 

the record had been fraudulently altered by Williams, it would not have paid claims submitted 

for Resident V.D.’s care.  At a minimum, knowledge of this alteration was capable of 

influencing AHCA’s decision to pay such claims.  

173. V.D. was far from the only resident for whom the lack of a meaningful care plan 

dramatically affected the level of care received.  Resident W.S. was another.  W.S. was an alert, 

oriented Medicaid resident in his early 40s who had been seriously injured in a car accident and, 

after leaving the hospital, had been discharged to the Governor’s Creek facility for rehabilitation, 

where Relator came into contact with him.  As with V.D., therapists at the Facility (employees of 

Defendant LaVie Rehab) declined to create a comprehensive care plan for therapy to rehabilitate 

W.S. and teach him to walk again – despite W.S.’s repeated pleas to nurses and therapists for 

such therapy.   

174. On or about April 26, 2011, Relator watched as W.S. was called into the MDS 

nurses’ office for a “care plan meeting.”  In fact, the real reason for this meeting was that 

surveyors from AHCA were inspecting the Facility and Williams was concerned that W.S.’s 

repeated complaints about not receiving therapy would be noticed and investigated.  Williams, 

Adams, and the Facility’s risk coordinator, Rochelle Henry (an LPN), were present at the 

meeting.  W.S. begged Williams for therapy, and Williams gave the same answer Relator had 

heard her give time and again to other Medicaid residents: “You have no payor source.”  When 

W.S. persisted in requesting therapy, Williams became angry and told him – without conducting 

any medical assessment (let alone an expert one) – that he would never walk again.  W.S. 
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became very upset with this (baseless) diagnosis and began weeping.  Adams told Williams to 

stop crying and threatened that if he continued to cry, she would add a note to his medical record 

that he was mentally unsound and required psychiatric treatment.  Cowed by these threats, W.S. 

left the office and returned quietly to his room. 

175. In fact, W.S. had the same payor source (Medicaid) that V.D. did.  Williams 

denied W.S. the rehabilitative therapy to which he was legally entitled because the provision of 

that therapy would not have translated to more dollars for Defendants. W.S.’s need for therapy 

was not evaluated in a care area assessment process – and he was cruelly deterred from asserting 

his need – because that would have required Defendants to provide therapy without additional 

per-minute remuneration, or to manufacture a reason why such therapy was not medically 

necessary. 

176. Each of the monthly bills submitted by the Governor’s Creek Facility to AHCA 

for skilled nursing care provided in the months of February, March, and April 2011 to W.S. 

certified – both expressly and by implication – that W.S.’s care had been provided in accordance 

with federal and Florida regulations.  See supra ¶¶ 72-74.  Each of these bills was a false claim 

because that certification was false:  no meaningful assessment or care plan had been completed 

for W.S., in violation of federal and Florida regulations. 

177. In addition, by threatening W.S. for requesting care to the point that W.S. was 

afraid to mention therapy to AHCA surveyors, Williams, Henry, and Adams successfully 

concealed from AHCA Defendants’ prior violations of law.  

178. Williams, Henry, and Adams knew, or were deliberately ignorant or reckless in 

not knowing, that their refusal of care to Resident W.S. violated federal and Florida regulations.  

Moreover, their rejection of W.S.’s requests for care, without assessing the need for such care in 
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the context of the care area assessment process, intentionally and fraudulently concealed this 

gross deviation from required standards of care, thereby creating a knowingly false or fraudulent 

record that was material to the false claims submitted for Resident W.S.  This record was 

materially false because it was subject to audit – and records of this kind were in fact audited – 

by AHCA, and had AHCA known that no meaningful care plan had been created for W.S., it 

would not have paid claims submitted for Resident W.S.’s care.  At a minimum, knowledge of 

this alteration was capable of influencing AHCA’s decision to pay such claims. 

179. The absence of appropriate care plans in the medical records of Medicaid 

residents was not limited to a few residents.  Rather, failure to perform even minimal resident 

assessment or care planning was pervasive at the Marshall and Governor’s Creek Facilities.  At 

one meeting with Williams, Kreps, Jones, and other employees of the Governor’s Creek Facility, 

including the Director of Nursing, Relator noted that Medicaid residents should be receiving 

quarterly assessments to screen for additional therapy needs.  Williams firmly opposed the 

request.  Her reason was simple:  “My therapists and I do not get paid for screening Medicaid 

residents.  My corporate boss would be mad if he knew I was allowing that!” When Relator 

pointed out that quarterly reassessments of Medicaid residents were required by law, Williams 

became very agitated and shouted:  “Fine! I will look at these residents. But my therapists and I 

are not going to touch them – we will do a 7-second visual assessment and that is it!”  A mere 

seven-second visual assessment of a resident is not consistent with any plausible interpretation of 

federal and Florida regulations requiring quarterly review of each Medicaid resident’s MDS 

Assessment and care plan. 

180. Federal and Florida regulations require periodic reviews of MDS Assessments 

and care plans for good reason.  Without such reviews, MDS Assessments and care plans will 
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often become outdated and cease to effectively organize resident care; CMS and AHCA dollars 

will be paid to SNFs for the provision of medically unnecessary, misguided, or inadequate care; 

and residents will not receive appropriate care. 

181. Resident M was one victim of the Governor’s Creek Facility’s disregard for 

quarterly review of MDS Assessments for Medicaid residents.  Relator learned about Resident M 

in April 2011, in a daily clinical meeting with other nurses at the Governor’s Creek Facility.  

During the meeting, one of the nurses mentioned a doctor’s note she had received, reporting that 

Resident M had come to the doctor’s office without the leg brace that the doctor had ordered to 

treat Resident M’s leg fracture, and that the CNA accompanying Resident M could not recall the 

last time she had seen the brace.  Relator learned that Resident M’s leg had been fractured 

several months earlier, at which time she had been provided a brace, but that the leg brace had 

become unusable after Resident M soiled it, and despite repeated requests, it was never replaced.   

182. Resident M did not have a care plan in place to guide the treatment of her 

fracture, and her MDS Assessment contained no indication that her leg had been fractured, that a 

leg brace had been prescribed, or that she was in need of a new one.  In short, Resident M 

suffered for months with a fractured leg and no leg brace as a direct result of the absence of 

meaningful review of residents’ MDS Assessments and care plans.  

183. Resident M was covered by Medicaid, and the Governor’s Creek Facility 

submitted a MDS Assessment to CMS and monthly bills to AHCA concerning her care.  These 

MDS Assessments and bills represented that a care plan had been completed for Resident M, and 

that she was being provided care in accordance with federal and Florida regulations when that 

was plainly untrue.  Nurses at the Governor’s Creek Facility knew, or were deliberately ignorant 
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or reckless in not knowing, that Resident M lacked any meaningful care plan, and that her 

treatment was not consistent with federal and Florida regulations.  

184. The Facilities’ frequent and fraudulent disregard of federal and Florida 

regulations requiring that treatment be provided pursuant to a plan of care resulted in the 

submission of false claims to the federal and Florida governments.  The Facilities received 

substantial revenues from CMS and AHCA to reimburse them for their “care” of Medicaid 

residents.  For the year ended June 30, 2011, for example, the Marshall Facility reported 29,331 

Medicaid resident-days, and the Governor’s Creek Facility reported 32,615 Medicaid resident-

days.  Each Facility reported more than $5 million in Medicaid revenues for that year. 

E. Defendants Falsified Documents to Conceal Previous Overpayments of Medicare, 
Medicaid, and TRICARE Funds 

185. As set forth above, Defendants received substantial remuneration from CMS, 

AHCA, TRICARE, and their agents for the care Defendants represented that they were providing 

to residents.  As a condition of receiving those funds, Defendants’ employees certified to CMS, 

AHCA, TRICARE, and their agents that Defendants were in compliance with Medicare, 

Medicaid, and TRICARE regulations.  In fact, Defendants systematically flouted those 

regulations, choosing not to complete or update care plans for residents within the time period 

established by federal and Florida regulations because regular attention to care plans would 

result in more costs to Defendants.  Because Defendants falsely represented that they had 

satisfied all conditions of payment, and subsequently accepted payment on the basis of those 

false representations, Defendants received Medicare, Medicaid, and TRICARE funds to which 

they were not lawfully entitled. 

186. Defendants employed multiple strategies to conceal this fact.  For example (as 

described above), Defendants intentionally removed documents from patient files to conceal the 
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fact that residents’ care plans were inadequate and that they were not being provided the required 

care.   

187. In addition, at the Marshall and Governor’s Creek Facilities, Relator witnessed a 

consistent effort to paper over Defendants’ utter disregard for care plans and the care area 

assessment process.  In Florida, AHCA conducts Annual Surveys of all SNFs accepting 

Medicare or Medicaid funds.  AHCA surveys each of these SNFs roughly once a year, but it can 

survey a facility anywhere between nine and fifteen months after its last survey.   

188. When the window for AHCA’s next survey approached, the Facilities pushed 

Relator and others to create (woefully late) care plans for residents admitted several months 

earlier – after residents had suffered for months without appropriate care plans, and after 

Defendants had accepted Medicaid funds in part on the basis of their representation that they had 

established such care plans.  Defendants’ post hoc efforts to manufacture these care plans were 

intended to create the illusion that they had been in compliance with their obligations under 

federal and Florida law all along – and had been providing patient care consistent with a 

contemporaneous care plan – and thus that Defendants had not improperly received Medicaid 

and Medicare funds. 

189. Defendants’ after-the-fact creation of these care plans concealed their obligation 

to repay the Medicaid funds they had improperly received.  Nurses at the Marshall and 

Governor’s Creek Facilities knew, or were deliberately ignorant or reckless in not knowing, that 

these residents lacked any meaningful care plan within the time period established by federal and 

Florida regulations, and that the creation of care plans at a much later date was unlawful and 

concealed Defendants’ previous violations of federal and Florida law. 
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F. Defendants Routinely Falsified the Identities of Persons Certifying the Proper 
Completion of MDS Assessments  

190. To facilitate and conceal the fraudulent schemes described above, Defendants’ 

employees routinely misrepresented their identities on MDS Assessments submitted to CMS, 

AHCA, and MA Plans. 

191. As explained above, federal and Florida regulations require that an RN coordinate 

the completion of an MDS Assessment for each resident in a SNF, and require the RN 

coordinating the MDS Assessment to sign and certify that it is complete and properly performed.  

See supra ¶¶ 11, 36, 62; see also Ex. 2, § Z, at 38.   

192. To facilitate electronic submission of MDS Assessments, CMS now provides 

MDS nurses with an electronic password so that they can electronically submit an MDS 

Assessment to CMS.  A SNF submitting electronically signed MDS Assessments “must have 

written policies in place that meet any and all state and federal privacy and security requirements 

to ensure proper security measures to protect the use of an electronic signature by anyone other 

than the person to whom the electronic signature belongs.”  RAI Manual at Z-8. 

193. Defendants had no such policy.  Rather, multiple individuals at each Facility had 

access to the MDS nurses’ passwords, and this access was routinely used to sign falsely MDS 

Assessments in the name of an MDS nurse who had not completed or reviewed the MDS 

Assessment. 

194. For example, at the time Relator was transferred to the Governor’s Creek Facility, 

the MDS nurse at the Facility with primary responsibility for submitting MDS Assessments for 

Medicare Part A residents was Blevins.  As described above, Blevins consistently and knowingly 

falsified MDS Assessments to generate higher RUG levels and conceal the fact that care plans 

were not being completed for residents.  See supra ¶¶ 112-16.   
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195. Blevins was an LPN, not an RN.  In Florida, to become an RN, one must 

complete years of formal education and on-site training, and pass certain examinations designed 

to ensure the nurse is able to perform acts requiring “specialized knowledge, judgment, and 

nursing skill,” including “observation, assessment, nursing diagnosis, planning, intervention, and 

evaluation of care.”   Fla. Stat. § 464.003(20), (22).  By contrast, an LPN has less training and is 

licensed only to perform “selected acts,” including the administration of treatments and 

medications and patient care under the direction of an RN.  Id. § 464.003(16), (19).  In particular, 

an LPN is not required to have training in assessment, diagnosis, planning, and evaluation of 

care. 

196. Because Blevins was not an RN, federal and Florida regulations did not permit 

Blevins to serve as an RN Assessment Coordinator for purposes of the MDS Assessments she 

completed.  To circumvent these regulations, Blevins applied the electronic signature of RN 

Rebecca Adams (the Director of Nursing for the Governor’s Creek Facility and a friend of 

Blevins’) to Section Z of each of the MDS Assessments that Blevins completed.  See Ex. 2, § Z, 

at 38.  In fact, Adams did not coordinate the completion of any of the MDS Assessments, did not 

supervise Blevins’ completion of the Assessments, and did not review them to ensure that, as 

certified in the Assessments, they were properly completed.  Through her review of previous 

MDS Assessments and conversations with Blevins, Relator learned that Blevins had been doing 

this since November 2010.   

197. From November 2010 until on or about April, 8, 2011, Blevins submitted 

numerous MDS Assessments in Adams’ name.  Each of these MDS Assessments was materially 

false, because each falsely represented that the completion of the MDS Assessment had been 

coordinated by Adams and that Adams had reviewed and certified the completeness of the MDS 
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Assessment, when Adams had never even seen the MDS Assessment, let alone coordinated its 

completion.  Moreover, each Assessment falsely represented that an RN had coordinated or 

certified the Assessment when the person completing and coordinating the MDS Assessments 

was actually not an RN.   

198. The Governor’s Creek Facility reported the following number of Medicare 

resident-days between November 2010 and March 2011: 

Month Medicare Resident-Days 

November 2010 351 

December 2010 379 

January 2011 330 

February 2011 306 

March 2011 391 

Total 1,757 

These 1,757 resident-days account for 41% of the Facility’s 4,285 Medicare resident-days during 

the full year ended June 30, 2011, and thus account for close to half of the $2.28 million in PPS 

payments that the Facility received that year.   

199. Consistent with its normal practice, the Governor’s Creek Facility arranged for 

the submission of bills seeking reimbursement from CMS for many or most of these resident-

days on or about the fourth business day of the month following each of the months listed above 

(i.e., from November 2010 to April 2011).  The vast majority of these bills were false or 

fraudulent because they were based on Blevins’ knowingly falsified MDS Assessments.  Blevins 

accordingly made false statements and caused false claims to be presented for payment, even 

though she knew, or was deliberately ignorant or reckless in not knowing, that these statements 

and claims were false.   
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200. Adams, the Facility Administrator Kreps, and Juliano were complicit in this fraud.  

Each knew, or was deliberately ignorant or reckless in not knowing, that Blevins was an LPN 

and was fraudulently certifying the completeness of MDS Assessments in the name of an RN.  

They all turned a blind eye to this conduct because Blevins consistently delivered high RUG 

levels and kept the Facility above the Medicare “budget” established by Defendant LaVie 

Management Services. 

201. In her final days at the Governor’s Creek Facility, Relator learned that her own 

name was being falsely applied to MDS Assessments that she had not completed or reviewed.  

As explained above, in April of 2011, after Blevins was arrested, Relator was assigned to 

complete the MDS Assessments for Medicare Part A that had previously been assigned to 

Blevins.  See supra ¶¶ 112-16.  However, Relator had difficulty completing the MDS 

Assessments because she was frequently unable to log-in to the Facility’s computer system, i.e., 

she would be “locked out.”   

202. Although Relator did not realize this at the time, the reason she was locked out 

was that someone else at the Facility had logged into the computer system with her user name 

and password, and the system does not permit multiple computers to be logged in with the same 

user name at the same time.  Relator had never given anyone her password, and had never given 

anyone permission to use her password.  At the time, Relator thought there must be a problem 

with her own password.  Thus each time she was locked out, she would request and obtain a new 

password from Karen Sparks, the Facility Business Manager.  The Facility Administrator, Kreps, 

and the Director of Nursing, Adams, were also aware of these requests and the resulting 

passwords.  
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203. After leaving the Governor’s Creek Facility, Relator learned from a former 

colleague at the Facility that Relator had supposedly achieved the highest RUG levels in the 

region.  Relator was shocked to hear this, as she had consistently assigned much lower RUG 

levels in her MDS Assessments (because they were accurate) than Blevins.  On information and 

belief, the reason that Relator’s RUG levels were so high was that someone else – a person 

working at LaVie Management Services or at the Governor’s Creek Facility – had been 

fraudulently altering Relator’s MDS Assessments to increase the RUG levels and submitting the 

altered Assessments with Relator’s electronic signature. 

204. Relator first became concerned in mid-April 2011 when she spoke with Juliano 

about the MDS Assessments submitted for Resident P.B., who was covered by an MA Plan 

sponsored by Universal Care Health Care (“Universal”), an insurer headquartered in St. 

Petersburg, Florida.  P.B.’s medical records indicated that his MDS Assessments should be 

completed as if he was covered by Medicare, and Relator accordingly had completed a combined 

Admission and 5-day MDS Assessment for P.B. in early April 2011.  In mid-April, Juliano told 

Relator that she needed to submit a 5-day MDS Assessment for P.B. because only an Admission 

MDS Assessment had been submitted.  Relator was confused because she had already completed 

a combined Admission and 5-day MDS Assessment for P.B.  Juliano explained that she had 

changed this Assessment to an Admission-only MDS Assessment before it was submitted.  

When Relator called AHT software support for help in changing P.B.’s MDS Assessment, she 

learned that Juliano’s electronic signature did not appear on the modified Admission MDS 

Assessment.  Relator asked Juliano about this, who explained, “I don’t have an electronic 

signature; I work in the background.”   
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205. The reason that P.B.’s MDS Assessment needed to be changed was that, under 

P.B.’s MA Plan, Universal reimbursed the Facility based on the information reported in P.B.’s 

MDS Assessment and required the Facility to submit separately a 5-day Assessment reflecting 

resident P.B.’s RUG level.  On or about May 4, 2011, Relator’s penultimate day at the 

Governor’s Creek Facility, Relator was working on P.B.’s 5-day MDS Assessment, but had not 

completed the Assessment, when she was again locked out of the Facility’s computer system.  

Because she was unable to continue working and could not secure a new password to access the 

system, Relator decided to go home and complete the MDS Assessment the following morning. 

206. The next morning, Relator returned to the Governor’s Creek Facility and 

requested a new password.  Once she obtained the new password, she was able to log into the 

Facility’s computer system.  However, when she attempted to open Resident P.B.’s MDS 

Assessment, she was surprised to discover that it had been completed in her name and submitted 

electronically to CMS with Relator’s electronic signature.  Relator did not complete and submit 

P.B.’s MDS Assessment.  Rather, on information and belief, Juliano or another person at the 

Governor’s Creek Facility completed P.B.’s MDS Assessment and unlawfully submitted it in 

Relator’s name.  

207. P.B.’s MDS Assessment was improperly upcoded in several respects.  In 

particular, Section G of resident P.B.’s 5-day and 14-day MDS Assessments reported his four 

key ADLs as follows: 

Table 2.  Resident P.B.’s ADLs as Reported in his 5-Day and 14-Day MDS Assessments 

ADL Category Self-Performance Support Provided 

Bed Mobility 4 (Total Dependence) 2 (One Person) 

Transfer 4 (Total Dependence) 3 (Two Person) 

Toilet Use 4 (Total Dependence) 2 (One Person) 

Eating 1 (Supervision Only) 1 (Setup Help Only) 
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Resident P.B.’s resulting ADL score was therefore 10.  See RAI Manual at 6-18. 

208. However, the CNAs providing assistance to P.B. reported on his ADL flow charts 

for the period covered by these MDS Assessments that P.B. required only extensive assistance 

and was not totally dependent on staff assistance for bed mobility (i.e., the self-performance 

figure should have been a 3, not a 4), and that P.B. was independent and did not require 

supervision for eating (i.e., the self-performance figure should have been a 0 and not a 1).  

Moreover, the nurse’s Care Track forms for P.B. reported that he required only limited 

assistance, rather than extensive assistance for bed mobility (i.e., the self-performance figure 

should have been a 2, not a 4), and that he required only extensive assistance from one staff 

member for transfers, rather than being totally dependent and requiring the assistance of two 

staff members (i.e., the self-performance figure should have been a 3 and not a 4 and the support 

provided figure should have been a 2 and not a 3).   

209. Thus, had Relator reviewed and completed Resident P.B.’s MDS Assessment, as 

certified in Section Z of the Assessment, Section G would have read as follows: 

Table 3.  Resident P.B.’s ADLs as Relator Would Have Reported Them 
(with Relator’s Changes Italicized) 

ADL Category Self-Performance Support Provided 

Bed Mobility 2 (Limited Assistance) 2 (One Person) 

Transfer 3 (Extensive Assistance) 2 (One Person) 

Toilet Use 4 (Total Dependence) 2 (One Person) 

Eating 0 (Independent) 1 (Setup Help Only) 

P.B.’s resulting ADL score would therefore have been 6, rather than 10.  See RAI Manual at 6-

18. 

210. The MDS Assessment for P.B. was materially incorrect in another respect as well.  

According to the MDS Assessment, P.B. had no dental issues.  In reality, however, P.B.’s dental 
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problems were severe: he had a left front tooth broken in half, was missing back teeth, and had 

inflamed gums.  In a meeting with AHCA surveyors on April 27, 2011, Relator realized these 

issues and intended to correct them in the MDS Assessment she was working on at the time.  But 

another individual at the Facility completed and submitted the MDS Assessment in her name 

before Relator had the chance to finish her work.   

211. P.B. was covered by an MA Plan administered by Universal.  Universal required 

the Governor’s Creek Facility to provide it with completed MDS Assessments, and reimbursed 

the Facility based on information reported in the MDS Assessments.  In or around May 2011, the 

Facility provided the false MDS Assessments described above to Universal.  On May 6, 2011, 

the Facility billed Universal a total of $8,891.60 for the services reflected in these MDS 

Assessments for the days from April 5, 2011 to April 29, 2011.  The bill – which is substantially 

similar to the Form UB-04 attached hereto as Exhibit 3 – specifically included line items reading 

“REDUCED PHYSICAL FUNCTIO[N]; PC110” and “HIGH REHAB, ADL INDEX 6; 

RHB22,” which are direct references to information contained in P.B.’s falsified MDS 

Assessments, including a reference to P.B.’s fraudulently inflated ADL score.  On June 6, 2011, 

Universal paid the Facility for the services reflected in this bill and the corresponding MDS 

Assessments.  The MDS Assessments and billing records for other residents illustrating the 

various fraudulent schemes alleged herein remain in the exclusive possession, custody, or control 

of Defendants. 

212. As an MA Plan sponsor, Universal was a contractor of the federal government, 

and received government funds from CMS in the form of monthly risk-adjusted capitation 

payments.  See supra ¶¶ 51-53.  Most of the MA Plans offered by Universal charged no 

premiums to participants, and the few MA Plans with premiums charged very little – $29 to $69 

Case 8:11-cv-01303-SDM-TBM   Document 75   Filed 06/03/13   Page 72 of 80 PageID 773



73 

per month.  Thus, the bulk of Universal’s revenue came from CMS’s monthly capitation 

payments. 

213. Universal spent these federal funds on behalf of CMS and in order to advance 

CMS’s interest in ensuring that participants in Universal’s MA Plans such as P.B. received the 

medical care guaranteed by the Medicare program.  Universal was subject to extensive regulation 

established by CMS to advance this objective.  See supra ¶¶ 54-55.  Accordingly, bills or 

reimbursement requests submitted by the Governor’s Creek Facility to Universal were paid at 

least in part with federal funds and are “claims” within the meaning of the federal FCA.  See 

supra ¶¶ 78-79. 

214. The MDS Assessments provided to Universal were false in multiple ways:  they 

were upcoded, they falsely represented that P.B. had no dental issues; and they falsely 

represented that they had been completed by Relator, when in fact she did not complete them.  

The bill sent by the Facility to Universal as a result of these MDS Assessments was likewise 

false because it was based on the falsified MDS Assessments.  These falsehoods were material:  

had Universal known the bill and MDS Assessments upon which it was based were false, this 

would have influenced its decision whether to pay the bill.  Universal would benefit financially 

by refusing payment of a falsified bill based on falsified MDS Assessments and in any case was 

contractually obligated to CMS to prevent fraud, waste, and abuse.  The person who submitted 

the MDS Assessments in Relator’s name – Juliano or another employee at the Facility – knew, or 

was deliberately ignorant or reckless in not knowing, that these MDS Assessments were false, 

and that the resulting bill based on these MDS Assessments was likewise false.  This person 

therefore knowingly caused a false claim and materially false statements to be submitted. 
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CLAIMS FOR RELIEF 

COUNT I 
Violation of the Federal False Claims Act, 31 U.S.C. § 3729(a)(1)(A) 

215. Relator and the United States reallege and incorporate by reference each and 

every of the foregoing paragraphs as if fully set forth herein. 

216. Defendants presented, or caused to be presented, false or fraudulent claims to 

CMS and its agents, other government health programs, and MA Plans. 

217. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

these claims were false. 

218. Accordingly, Defendants are liable for treble damages, civil penalties, and the 

cost of this action under 31 U.S.C. § 3729(a)(1) and (3). 

COUNT II 
Violation of the Federal False Claims Act, 31 U.S.C. § 3729(a)(1)(B) 

219. Relator and the United States reallege and incorporate by reference each and 

every of the foregoing paragraphs as if fully set forth herein. 

220. Defendants made, used, or caused to be made or used false or fraudulent records 

or statements, including MDS Assessments and patient records containing such MDS 

Assessments and other falsified information, as alleged above. 

221. These false records or statements were material to false or fraudulent claims made 

to CMS and its agents, other government health programs, and MA Plans. 

222. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

these records or statements were false. 

223. Accordingly, Defendants are liable for treble damages, civil penalties, and the 

cost of this action under 31 U.S.C. § 3729(a)(1) and (3). 
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COUNT III 
Violation of the Federal False Claims Act, 31 U.S.C. § 3729(a)(1)(G) 

224. Relator and the United States reallege and incorporate by reference each and 

every of the foregoing paragraphs as if fully set forth herein. 

225. Defendants made, used, or caused to be made or used false or fraudulent records 

or statements, including MDS Assessments and other falsified information, as alleged above. 

226. These false records or statements were material to Defendants’ obligation to pay 

or transmit money or property to CMS, its agents, and other government health programs – 

including Defendants’ obligation to repay money or property they had previously improperly 

received from CMS, its agents, or other government health programs. 

227. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

these records or statements were false. 

228. Defendants concealed or improperly avoided their obligation to pay or transmit 

money or property to CMS and its agents. 

229. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

their conduct concealed or improperly avoided their obligation to pay or transmit money or 

property to CMS, its agents, or other government health programs. 

230. Accordingly, Defendants are liable for treble damages, civil penalties, and the 

cost of this action under 31 U.S.C. § 3729(a)(1) and (3). 

COUNT IV 
Violation of the Florida False Claims Act, Fla. Stat. § 68.082(2)(a) 

231. Relator and the State of Florida reallege and incorporate by reference each and 

every of the foregoing paragraphs as if fully set forth herein. 

232. Defendants presented, or caused to be presented, false or fraudulent claims to 

AHCA and its agents. 
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233. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

these claims were false. 

234. Accordingly, Defendants are liable for treble damages, civil penalties, and the 

cost of this action under Fla. Stat. §§ 68.082(2), 68.086. 

COUNT V 
Violation of the Florida False Claims Act, Fla. Stat. § 68.082(2)(b) 

235. Relator and the State of Florida reallege and incorporate by reference each and 

every of the foregoing paragraphs as if fully set forth herein. 

236. Defendants made, used, or caused to be made or used false or fraudulent records 

or statements, including MDS Assessments and patient records containing such MDS 

Assessments and other falsified information, as alleged above. 

237. These false records or statements were material to false or fraudulent claims made 

to AHCA and its agents. 

238. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

these records or statements were false. 

239. Accordingly, Defendants are liable for treble damages, civil penalties, and the 

cost of this action under Fla. Stat. §§ 68.082(2), 68.086. 

COUNT VI 
Violation of the Florida False Claims Act, Fla. Stat. § 68.082(2)(g) 

240. Relator and the State of Florida reallege and incorporate by reference each and 

every of the foregoing paragraphs as if fully set forth herein. 

241. Defendants made, used, or caused to be made or used false or fraudulent records 

or statements, including MDS Assessments and other falsified information, as alleged above. 
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242. These false records or statements were material to Defendants’ obligation to pay 

or transmit money or property to AHCA and its agents – including Defendants’ obligation to 

repay money or property they had previously improperly received from AHCA and its agents. 

243. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

these records or statements were false. 

244. Defendants concealed or improperly avoided their obligation to pay or transmit 

money or property to AHCA and its agents. 

245. Defendants knew, or were deliberately ignorant or reckless in not knowing, that 

their conduct concealed or improperly avoided their obligation to pay or transmit money or 

property to AHCA and its agents. 

246. Accordingly, Defendants are liable for treble damages, civil penalties, and the 

cost of this action under Fla. Stat. §§ 68.082(2), 68.086. 

CLAIMS FOR RELIEF 

WHEREFORE, Relator, Angela Ruckh, acting on behalf of and in the name of the United 

States of America and the State of Florida and on her own behalf, demands and prays that 

judgment be entered as follows against the Defendants: 

(a) In favor of the United States against the Defendants for treble the amount of 

damages to Government Programs (including CMS and MA Plans) from the 

Defendants’ unlawful activities, plus maximum civil penalties of Eleven 

Thousand Dollars ($11,000.00) for each violation of the federal False Claims Act; 

(b) In favor of the United States against the Defendants for disgorgement of the 

profits unlawfully obtained by Defendants as a result of their illegal scheme;  
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(c) In favor of the Relator for the maximum amount allowed pursuant to 31 U.S.C. 

§ 3730(d) plus reasonable expenses, attorneys’ fees and costs incurred by Relator;  

(d) In favor of the Relator and the State of Florida against Defendants in an amount 

equal to three times the amount of damages to the State from the Defendants’ 

unlawful activities, plus maximum civil penalties of Eleven Thousand Dollars 

($11,000.00) for each violation of the Florida False Claims Act; 

(e) In favor of the Relator for the maximum amount allowed pursuant to Fla. Stat. § 

68.085 plus reasonable expenses, attorneys’ fees and costs incurred by Relator; 

and  

(f) Such other relief as this Court deems just and appropriate. 

PLAINTIFF/RELATOR DEMANDS A TRIAL BY JURY ON ALL COUNTS
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Dated:  June 3, 2013 Respectfully submitted, 
 
 

       s/ Silvija A. Strikis      

Kevin J. Darken 
Florida Bar No. 0090956 
THE COHEN LAW GROUP 
201 East Kennedy Boulevard, Suite 1000 
Tampa, Florida 33602 
Telephone: (813) 225-1655 
Facsimile: (813) 225-1921 
kdarken@tampalawfirm.com 
 
Rory Delaney (pro hac vice) 
Charles F. Kester (pro hac vice) 
DELANEY KESTER LLP 
7 Liberty Square, 2nd Floor,  
Boston, MA  02109 
Telephone:  (857) 498-0384 
royston@delaneykester.com 
charles@delaneykester.com 

Silvija A. Strikis (pro hac vice) 
Joseph S. Hall (pro hac vice) 
Christopher A. Klimmek (pro hac vice) 
John B. Ward (pro hac vice) 
KELLOGG, HUBER, HANSEN, TODD,  
   EVANS & FIGEL, P.L.L.C. 
1615 M Street, N.W., Suite 400 
Washington, D.C. 20036 
Telephone:  (202) 326-7900 
Facsimile:  (202) 326-7999 
sstrikis@khhte.com 
jhall@khhte.com 
cklimmek@khhte.com 
jward@khhte.com 
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CERTIFICATE OF SERVICE 

I HEREBY CERTIFY that on June 3, 2013, I electronically filed the foregoing document with the 
Clerk of the Court using the CM/ECF system, which will send a notice of electronic filing to counsel 
of record for Defendants Sea Crest Health Care Management, LLC, d/b/a Lavie Management 
Services of Florida; Salus Rehabilitation, LLC, d/b/a Lavie Rehab; 207 Marshall Drive 
Operations, LLC, d/b/a Marshall Health and Rehabilitation Center; and 803 Oak Street 
Operations, LLC, d/b/a Governor’s Creek Health and Rehabilitation Center. 
 

          s/  Silvija A. Strikis   

 

Anna G. Small 
Allen Dell, P.A. 
202 S. Rome Ave., Suite 100 
Tampa, FL 33606-1854 
Phone: (813) 223-5351 
Facsimile: (813) 229-6682 
Email: asmall@allendell.com 
 
Kari Aasheim 
Jennifer L. Watson 
Mancuso & Dias, P.A. 
5102 W. Laurel Street, Suite 700 
Tampa, FL 33607 
Phone: (813) 769-6280 
Facsimile: (813) 769-6281 
Email: kaasheim@mdlegal.net 
Email: jlwatson@mdlegal.net 
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Facility Name
(Doing Business As)

Facility Operator 
(Controlled by Consulate)

Predecessor in Interest 
(Controlled by LaVie Management Services)

1 Beneva Lakes Healthcare and Rehabilitation Center 741 South Beneva Road Operations LLC Beneva Lakes Health Care Associates, LLC

2 Bradenton Health Care 6305 Cortez Road West Operations LLC Bradenton Health Care Associates, LLC

3 Brandon Health and Rehabilitation Center 1465 Oakfield Drive Operations LLC Brandon Health Care Associates, LLC

4 Central Park Healthcare and Rehabilitation Center 702 South Kings Avenue Operations LLC Central Park Health Care Associates, LLC

5 Colonial Lakes Health Care 15204 West Colonial Drive Operations LLC Winter Garden Health Care Associates, LLC

6 Coral Bay Healthcare and Rehabilitation 2939 South Haverhill Road Operations LLC Coral Bay Health Care Associates, LLC

7 Coral Trace Health Care 216 Santa Barbara Boulevard Operations LLC Coral Health Care Associates, LLC

8 Countryside Rehab and Healthcare Center 3825 Countryside Boulevard Operations LLC Countryside Health Care Associates, LLC

9 Deltona Health Care 1851 Elkcam Boulevard Operations LLC Deltona Health Care Associates, LLC

10 Destin Healthcare and Rehabilitation Center 195 Mattie M. Kelly Boulevard Operations LLC Destin Health Care Associates, LLC

11 Emerald Shores Health and Rehabilitation 626 North Tyndall Parkway Operations LLC Emerald Shores Health Care Associates, LLC

12 Englewood Healthcare and Rehabilitation Center 1111 Drury Lane Operations LLC Englewood Health Care Associates, LLC

13 Evans Health Care 3735 Evans Avenue Operations LLC Evans Health Care Associates, LLC

14 Fletcher Health and Rehabilitation Center 518 West Fletcher Avenue Operations LLC Fletcher Health Care Associates, LLC

15 Fort Pierce Health Care 611 South 13th Street Operations LLC Fort Pierce Health Care Associates, LLC

16 Governor's Creek Health and Rehabilitation 803 Oak Street Operations LLC Oak Terrace Health Care Associates, LLC

17 Grand Oaks Health and Rehabilitation Center 3001 Palm Coast Parkway Operations LLC Palm Coast Health Care Associates, LLC

18 Habana Health Care Center 2916 Habana Way Operations LLC Tampa Health Care Associates, LLC

19 Harbor Beach Nursing and Rehabilitation Center 1615 Miami Road Operations LLC Harbor Beach Health Care Associates, LLC

20 Harts Harbor Health Care Center 11565 Harts Road Operations LLC Paradise Pines Health Care Associates, LLC

21 Health Center At Brentwood 2333 North Brentwood Circle Operations LLC Brentwood Health Care Associates, LLC

22 Heritage Health Care Center 1026 Albee Farm Road Operations LLC Heritage Health Care Associates, LLC

23 Heritage Healthcare and Rehabilitation Center 777 Ninth Street North Operations LLC Ninth Street Health Care Association, LLC

24 Heritage Healthcare Center 3101 Ginger Drive Operations LLC Ginger Drive Health Care Associates, LLC

25 Heritage Park Rehabilitation and Healthcare 2826 Cleveland Avenue Operations LLC Lee Health Care Associates, LLC

26 Heron Pointe Health and Rehabilitation 1445 Howell Avenue Operations LLC Eastbrooke Health Care Associates, LLC

27 HiLLCrest Nursing and Rehabilitation Center 4200 Washington Street Operations LLC Washington Manor Health Care Associates, LLC

28 Island Health and Rehabilitation Center 125 Alma Boulevard Operations LLC Merritt Island Health Care Associates, LLC

29 Keystone Rehabilitation and Health Center 1120 West Donegan Avenue Operations LLC Kissimmee Health Care Associates, LLC

30 Lake Mary Health and Rehabilitation Center 710 North Sun Drive Operations LLC Lake Mary Health Care Associates, LLC

31 Lakeside Oaks Care Center 1061 Virginia Street Operations LLC Spanish Gardens Health Care Associates, LLC

LaVie Facilities in Florida Previously Controlled by LaVie Management Services and Now Controlled by Consulate
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Facility Name
(Doing Business As)

Facility Operator 
(Controlled by Consulate)

Predecessor in Interest 
(Controlled by LaVie Management Services)

32 Largo Rehab & Spa 9035 Bryan Dairy Road Operations LLC Largo Health Care Associates, LLC

33 Magnolia Health and Rehabilitation Center 1507 South Tuttle Avenue Operations LLC Emerald Oakes Health Care Associates, LLC

34 Marshall Health and Rehabilitation Center 207 Marshall Drive Operations LLC Perry Health Care Associates, LLC

35 North Florida Rehabilitation and Specialty Care 6700 NW 10th Place Operations LLC North Florida Health Care Associates, LLC

36 Oakbridge Healthcare Center 3110 Oakbridge Boulevard Operations LLC Oakbridge Health Care Associates, LLC

37 Oaktree Healthcare 650 Reed Canal Road Operations LLC South Daytona Health Care Associates, LLC

38 Plantation Bay Rehabilitation Center 4641 Old Canoe Creek Road Operations LLC Plantation Bay Health Care Associates, LLC

39 Rennaissance Health and Rehabilitation 5065 Wallis Road Operations LLC West Palm Beach Health Care Associates, LLC

40 Rio Pinar Health Care 7950 Lake Underhill Road Operations LLC Rio Pinar Health Care Associates, LLC

41 Rosewood Health and Rehabilitation Center 3920 Rosewood Way Operations LLC Rosemont Health Care Associates, LLC

42 San Jose Health and Rehabilitation Center 9355 San Jose Boulevard Operations LLC Beauclerc Manor Health Care Associates, LLC

43 Sea Breeze Health Care 1937 Jenks Avenue Operations LLC Gulf Coast Health Care Associates, LLC

44 Seaview Nursing and Rehabilitation Center 2401 NE 2nd Street Operations LLC Pinehurst Health Care Associates, LLC

45 Shoal Creek Rehabilitation Center 500 South Hospital Drive Operations LLC North Okaloosa Health Care Associates, LLC

46 Spring Hill Health and Rehabilitation Center 12170 Cortez Boulevard Operations LLC Spring Hill Health Care Associates, LLC

47 The Health and Rehabilitation Center At Dolphins View 1820 Shore Drive Operations LLC Dolphins View Healthcare Associates, LLC

48 The Palms Rehabilitation and Healthcare Center 5405 Babcock Street Operations LLC Palm Bay Health Care Associates, LLC

49 The Parks Healthcare and Rehabilitation Center 9311 South Orange Blossom Trail Operations LLC The Parks Health Care Associates, LLC

50 University Hills Health and Rehabilitation 10040 Hillview Road Operations LLC Cross Creek Health Care Associates, LLC

51 Vista Manor 1550 Jess Parrish Court Operations LLC Vista Manor Health Care Associates, LLC

52 Wedgewood Healthcare Center 1010 Carpenters Way Operations LLC Lakeland Health Care Associates, LLC

53 Wood Lake Nursing and Rehabiltiation Center 6414 13th Road South Operations LLC Wood Lake Health Care Associates, LLC
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Resident Identifier Date

MINIMUM DATA SET (MDS) - Version 3.0 
RESIDENT ASSESSMENT AND CARE SCREENING 

ALL ITEM LISTING

Section A. Identification Information.

A0100.  Facility Provider Numbers.

A.   National Provider Identifier (NPI):

B.   CMS Certification Number (CCN):

C.   State Provider Number:

A0200.  Type of Provider.

Type of provider. 

1.   Nursing home (SNF/NF). 

2.   Swing Bed.

Enter Code

A0310.  Type of Assessment.

A.   Federal OBRA Reason for Assessment. 

01.   Admission assessment (required by day 14). 
02.   Quarterly review assessment. 
03.   Annual assessment. 
04.   Significant change in status assessment. 
05.   Significant correction to prior comprehensive assessment. 
06.   Significant correction to prior quarterly assessment. 
99.   Not OBRA required assessment.

Enter Code

B.   PPS Assessment. 

PPS Scheduled Assessments for a Medicare Part A Stay. 

01.   5-day scheduled assessment. 
02.   14-day scheduled assessment. 
03.   30-day scheduled assessment. 
04.   60-day scheduled assessment. 
05.   90-day scheduled assessment. 
06.   Readmission/return assessment. 
PPS Unscheduled Assessments for a Medicare Part A Stay. 

07.   Unscheduled assessment used for PPS (OMRA, significant or clinical change, or significant correction assessment). 
Not PPS Assessment. 

99.   Not PPS assessment.

Enter Code

C.   PPS Other Medicare Required Assessment - OMRA. 

0.   No... 

1.   Start of therapy assessment. 
2.   End of therapy assessment. 
3.   Both Start and End of therapy assessment.

Enter Code

D.   Is this a Swing Bed clinical change assessment?  Complete only if A0200 = 2. 
0.   No... 

1.   Yes.

Enter Code

E.   Is this assessment the first assessment (OBRA, PPS, or Discharge) since the most recent admission? 

0.   No... 

1.   Yes.

Enter Code

F.   Entry/discharge reporting 

01.   Entry record. 

10.   Discharge assessment-return not anticipated. 

11.   Discharge assessment-return anticipated. 

12.   Death in facility record. 
99.   Not entry/discharge record.

Enter Code
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Resident Identifier Date

Section A. Identification Information.

A0410.  Submission Requirement.

1.   Neither federal nor state required submission. 
2.   State but not federal required submission (FOR NURSING HOMES ONLY). 
3.   Federal required submission.

Enter Code

A0500.  Legal Name of Resident.

A.   First name: B.   Middle initial:

C.   Last name: D.   Suffix:

A0600.  Social Security and Medicare Numbers.

A.   Social Security Number:

_ _

B.   Medicare number (or comparable railroad insurance number):

A0700.  Medicaid Number - Enter "+" if pending, "N" if not a Medicaid recipient.

A0800.  Gender.

1.   Male. 
2.   Female.

Enter Code

A0900.  Birth Date.

_ _

Month Day Year

A1000.  Race/Ethnicity.

Check all that apply.

A.   American Indian or Alaska Native.

B.   Asian.

C.   Black or African American.

D.   Hispanic or Latino.

E.   Native Hawaiian or Other Pacific Islander.

F.   White.

A1100.  Language.

A.   Does the resident need or want an interpreter to communicate with a doctor or health care staff? 
0.   No...

1.   Yes Specify in A1100B, Preferred language.
9.   Unable to determine.

Enter Code

B.   Preferred language:
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MDS 3.0 Item Listing-Version 1.00.2  10/01/2010 Page 3 of 38

Resident Identifier Date

Section A. Identification Information.

A1200.  Marital Status.

1.   Never married. 
2.   Married. 
3.   Widowed. 
4.   Separated. 
5.   Divorced.

Enter Code

A1300.  Optional Resident Items.

A.   Medical record number:

B.   Room number:

C.   Name by which resident prefers to be addressed:

D.  Lifetime occupation(s) - put "/" between two occupations:

A1500.  Preadmission Screening and Resident Review (PASRR). 

Complete only if A0310A = 01
Has the resident been evaluated by Level II PASRR and determined to have a serious mental illness and/or mental retardation or a 

related condition? 

0.   No... 
1.   Yes. 
9.   Not a Medicaid certified unit.

Enter Code

A1550.  Conditions Related to MR/DD Status. 

If the resident is 22 years of age or older, complete only if A0310A = 01. 
If the resident is 21 years of age or younger, complete only if A0310A = 01, 03, 04, or 05.

Check all conditions that are related to MR/DD status that were manifested before age 22, and are likely to continue indefinitely.

MR/DD With Organic Condition.

A.   Down syndrome.

B.   Autism.

C.   Epilepsy.

D.  Other organic condition related to MR/DD.

MR/DD Without Organic Condition.

E.   MR/DD with no organic condition.

No MR/DD.

Z.   None of the above.

A1600.  Entry Date (date of this admission/reentry into the facility).

_ _

Month Day Year

A1700.  Type of Entry.

1.   Admission. 
2.   Reentry.

Enter Code
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Resident Identifier Date

Section A. Identification Information.

A1800.  Entered From.

01.   Community (private home/apt., board/care, assisted living, group home). 
02.   Another nursing home or swing bed. 
03.   Acute hospital. 
04.   Psychiatric hospital. 
05.   Inpatient rehabilitation facility. 
06.   MR/DD facility. 
07.   Hospice. 
99.   Other.

Enter Code

A2000.  Discharge Date. 

Complete only if A0310F = 10, 11, or 12

_ _

Month Day Year

A2100.  Discharge Status. 

Complete only if A0310F = 10, 11, or 12
01.   Community (private home/apt., board/care, assisted living, group home). 
02.   Another nursing home or swing bed. 
03.   Acute hospital. 
04.   Psychiatric hospital. 
05.   Inpatient rehabilitation facility. 
06.   MR/DD facility. 
07.   Hospice. 
08.   Deceased. 
99.   Other.

Enter Code

A2200.  Previous Assessment Reference Date for Significant Correction. 

Complete only if A0310A = 05 or 06.

_ _

Month Day Y ear

A2300.  Assessment Reference Date.

Observation end date:

_ _

Month Day Year

A2400.  Medicare Stay.

A.   Has the resident had a Medicare-covered stay since the most recent entry?

0.    No Skip to B0100, Comatose.
1.    Yes Continue to A2400B, Start date of most recent Medicare stay.

Enter Code

B.   Start date of most recent Medicare stay:

Month

_

Day

_

Year

C.   End date of most recent Medicare stay - Enter dashes if stay is ongoing:

Month

_

Day

_

Year
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Resident Identifier Date

Look back period for all items is 7 days unless another time frame is indicated.

Section B. Hearing, Speech, and Vision.

B0100.  Comatose.

Persistent vegetative state/no discernible consciousness.

0.   No Continue to B0200, Hearing.
1.   Yes Skip to G0110, Activities of Daily Living (ADL) Assistance.

Enter Code

B0200.  Hearing.

Ability to hear (with hearing aid or hearing appliances if normally used). 
0.   Adequate - no difficulty in normal conversation, social interaction, listening to TV. 
1.   Minimal difficulty - difficulty in some environments (e.g., when person speaks softly or setting is noisy). 
2.   Moderate difficulty - speaker has to increase volume and speak distinctly. 

3.   Highly impaired - absence of useful hearing.

Enter Code

B0300.  Hearing Aid.

Hearing aid or other hearing appliance used in completing B0200, Hearing. 

0.   No... 

1.   Yes.

Enter Code

B0600.  Speech Clarity.

Select best description of speech pattern. 

0.   Clear speech - distinct intelligible words. 
1.   Unclear speech - slurred or mumbled words. 

2.   No speech - absence of spoken words.

Enter Code

B0700.  Makes Self Understood.

Ability to express ideas and wants, consider both verbal and non-verbal expression. 

0.   Understood. 
1.   Usually understood - difficulty communicating some words or finishing thoughts but is able if prompted or given time. 

2.   Sometimes understood - ability is limited to making concrete requests. 

3.   Rarely/never understood.

Enter Code

B0800.  Ability To Understand Others.

Understanding verbal content, however able (with hearing aid or device if used). 
0.   Understands - clear comprehension. 

1.   Usually understands - misses some part/intent of message but comprehends most conversation. 

2.   Sometimes understands - responds adequately to simple, direct communication only. 

3.   Rarely/never understands.

Enter Code

B1000.  Vision.

Ability to see in adequate light (with glasses or other visual appliances). 
0.   Adequate - sees fine detail, including regular print in newspapers/books. 
1.   Impaired - sees large print, but not regular print in newspapers/books. 

2.   Moderately impaired - limited vision; not able to see newspaper headlines but can identify objects. 

3.   Highly impaired - object identification in question, but eyes appear to follow objects. 
4.   Severely impaired - no vision or sees only light, colors or shapes; eyes do not appear to follow objects.

Enter Code

B1200.  Corrective Lenses.

Corrective lenses (contacts, glasses, or magnifying glass) used in completing B1000, Vision. 
0.   No... 

1.   Yes.

Enter Code
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Resident Identifier Date

Section C. Cognitive Patterns.

C0100.  Should Brief Interview for Mental Status (C0200-C0500) be Conducted? 

Attempt to conduct interview with all residents.

0.   No (resident is rarely/never understood) Skip to and complete C0700-C1000, Staff Assessment for Mental Status.

1.   Yes Continue to C0200, Repetition of Three Words.

Enter Code

Brief Interview for Mental Status (BIMS).

C0200.  Repetition of Three Words.

Ask resident: “I am going to say three words for you to remember.  Please repeat the words after I have said all three.  
The words are: sock, blue, and bed.  Now tell me the three words.” 
Number of words repeated after first attempt. 

0.   None. 

1.   One. 

2.   Two. 

3.   Three. 

After the resident's first attempt, repeat the words using cues ("sock, something to wear; blue, a color; bed, a piece 
of furniture").  You may repeat the words up to two more times.

Enter Code

C0300.  Temporal Orientation (orientation to year, month, and day).
Ask resident:  "Please tell me what year it is right now." 
A.   Able to report correct year. 

0.   Missed by > 5 years or no answer. 

1.   Missed by 2-5 years. 

2.   Missed by 1 year. 

3.   Correct.

Enter Code

Ask resident:  "What month are we in right now?" 
B.   Able to report correct month. 

0.   Missed by > 1 month or no answer. 

1.   Missed by 6 days to 1 month. 

2.   Accurate within 5 days.

Enter Code

Ask resident:  "What day of the week is today?" 
C.   Able to report correct day of the week. 

0.   Incorrect or no answer. 

1.   Correct.

Enter Code

C0400.  Recall.

Ask resident:  "Let's go back to an earlier question.  What were those three words that I asked you to repeat?" 
If unable to remember a word, give cue (something to wear; a color; a piece of furniture) for that word. 
A.   Able to recall "sock". 

0.   No - could not recall. 
1.   Yes, after cueing ("something to wear"). 
2.   Yes, no cue required.

Enter Code

B.   Able to recall "blue". 

0.   No - could not recall. 
1.   Yes, after cueing ("a color"). 
2.   Yes, no cue required.

Enter Code

C.   Able to recall "bed". 

0.   No - could not recall. 
1.   Yes, after cueing ("a piece of furniture"). 
2.   Yes, no cue required.

Enter Code

C0500.  Summary Score.

Add scores for questions C0200-C0400 and fill in total score (00-15). 
Enter 99 if the resident was unable to complete the interview.Enter Score
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Resident Identifier Date

Section C. Cognitive Patterns.

C0600.  Should the Staff Assessment for Mental Status (C0700 - C1000) be Conducted?

0.   No (resident was able to complete interview ) Skip to C1300, Signs and Symptoms of Delirium.

1.   Yes (resident was unable to complete interview) Continue to C0700, Short-term Memory OK.

Enter Code

Staff Assessment for Mental Status.

Do not conduct if Brief Interview for Mental Status (C0200-C0500) was completed.

C0700.  Short-term Memory OK.

Seems or appears to recall after 5 minutes. 

0.   Memory OK. 

1.   Memory problem.

Enter Code

C0800.  Long-term Memory OK.

Seems or appears to recall long past. 

0.   Memory OK. 

1.   Memory problem.

Enter Code

C0900.  Memory/Recall Ability.

Check all that the resident was normally able to recall.

A.   Current season.

B.   Location of own room.

C.   Staff names and faces.

D.   That he or she is in a nursing home.

Z.   None of the above were recalled.

C1000.  Cognitive Skills for Daily Decision Making.

Made decisions regarding tasks of daily life. 

0.   Independent - decisions consistent/reasonable. 
1.   Modified independence - some difficulty in new situations only. 
2.   Moderately impaired - decisions poor; cues/supervision required. 
3.   Severely impaired - never/rarely made decisions.

Enter Code

Delirium.

C1300.  Signs and Symptoms of Delirium (from CAM©).

Code after completing Brief Interview for Mental Status or Staff Assessment, and reviewing medical record.

Coding: 

0.  Behavior not present . 
1.  Behavior continuously 

present, does not 

fluctuate. 

2.  Behavior present, 
fluctuates (comes and 
goes, changes in severity).

Enter Codes in Boxes.

A.   Inattention - Did the resident have difficulty focusing attention (easily distracted, out of touch or 
difficulty following what was said)?

B.   Disorganized thinking - Was the resident's thinking disorganized or incoherent (rambling or irrelevant 
conversation, unclear or illogical flow of ideas, or unpredictable switching from subject to subject)?

C.   Altered level of consciousness - Did the resident have altered level of consciousness (e.g., vigilant - 
startled easily to any sound or touch; lethargic - repeatedly dozed off when being asked questions, but 
responded to voice or touch; stuporous - very difficult to arouse and keep aroused for the interview; 
comatose - could not be aroused)?

D.   Psychomotor retardation- Did the resident have an unusually decreased level of activity such as 
sluggishness, staring into space, staying in one position, moving very slowly?

C1600.  Acute Onset Mental Status Change.

Is there evidence of an acute change in mental status from the resident's baseline? 

0.   No... 

1.   Yes.

Enter Code

Copyright © 1990 Annals of Internal Medicine.  All rights reserved.  Adapted with permission.
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Resident Identifier Date

Section D. Mood.

D0100.  Should Resident Mood Interview be Conducted? - Attempt to conduct interview with all residents.

0.   No (resident is rarely/never understood) Skip to and complete D0500-D0600, Staff Assessment of Resident Mood
(PHQ-9-OV).

1.   Yes Continue to D0200, Resident Mood Interview (PHQ-9©).

Enter Code

D0200.  Resident Mood Interview (PHQ-9©).

Say to resident:  "Over the last 2 weeks, have you been bothered by any of the following problems?"

If symptom is present, enter 1 (yes) in column 1, Symptom Presence. 
If yes in column 1, then ask the resident: "About how often have you been bothered by this?" 
Read and show the resident a card with the symptom frequency choices.  Indicate response in column 2, Symptom Frequency.

1.   Symptom Presence. 
0.   No (enter 0 in column 2). 
1.   Yes (enter 0-3 in column 2). 
9.   No response (leave column 2 

blank).

2.   Symptom Frequency. 

0.   Never or 1 day. 

1.   2-6 days (several days). 
2.   7-11 days (half or more of the days). 
3.   12-14 days (nearly every day).

1. 

Symptom 

Presence.

2. 

Symptom 

Frequency.

Enter Scores in Boxes

A.    Little interest or pleasure in doing things.

B.    Feeling down, depressed, or hopeless.

C.    Trouble falling or staying asleep, or sleeping too much.

D.    Feeling tired or having little energy.

E.    Poor appetite or overeating.

F.    Feeling bad about yourself - or that you are a failure or have let yourself or your family 

down.

G.   Trouble concentrating on things, such as reading the newspaper or watching television.

H.    Moving or speaking so slowly that other people could have noticed.  Or the opposite - 

being so fidgety or restless that you have been moving around a lot more than usual.

I.     Thoughts that you would be better off dead, or of hurting yourself in some way.

D0300.  Total Severity Score.

Add scores for all frequency responses in Column 2, Symptom Frequency.  Total score must be between 00 and 27. 
Enter 99 if unable to complete interview (i.e., Symptom Frequency is blank for 3 or more items).Enter Score

D0350.  Safety Notification - Complete only if D0200I1 = 1 indicating possibility of resident self harm.

Was responsible staff or provider informed that there is a potential for resident self harm? 

0.   No... 

1.   Yes.

Enter Code

Copyright © Pfizer Inc.  All rights reserved.  Reproduced with permission.
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Section D. Mood.

D0500.  Staff Assessment of Resident Mood (PHQ-9-OV*). 

Do not conduct if Resident Mood Interview (D0200-D0300) was completed.

Over the last 2 weeks, did the resident have any of the following problems or behaviors?

If symptom is present, enter 1 (yes) in column 1, Symptom Presence. 
Then move to column 2, Symptom Frequency, and indicate symptom frequency.

1.   Symptom Presence. 
0.   No (enter 0 in column 2). 
1.   Yes (enter 0-3 in column 2).

2.   Symptom Frequency. 

0.   Never or 1 day. 

1.   2-6 days (several days). 
2.   7-11 days (half or more of the days). 
3.   12-14 days (nearly every day).

1. 

Symptom 

Presence.

2. 

Symptom 

Frequency.

Enter Scores in Boxes

A.    Little interest or pleasure in doing things.

B.    Feeling or appearing down, depressed, or  hopeless.

C.    Trouble falling or staying asleep, or sleeping too much.

D.    Feeling tired or having little energy.

E.    Poor appetite or overeating.

F.    Indicating that s/he feels bad about self, is a failure, or has let self or family down.

G.    Trouble concentrating on things, such as reading the newspaper or watching television.

H.    Moving or speaking so slowly that other people have noticed.  Or the opposite - being so fidgety 

or restless that s/he has been moving around a lot more than usual.

I.     States that life isn't worth living, wishes for death, or attempts to harm self.

J.     Being short-tempered, easily annoyed.

D0600.  Total Severity Score.

Add scores for all frequency responses in Column 2, Symptom Frequency.  Total score must be between 00 and 30.
Enter Score

D0650.  Safety Notification - Complete only if D0500I1 = 1 indicating possibility of resident self harm.

Was responsible staff or provider informed that there is a potential for resident self harm? 

0.   No... 

1.   Yes.

Enter Code

* Copyright © Pfizer Inc.  All rights reserved.
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Resident Identifier Date

Section E. Behavior.

E0100.  Psychosis.

Check all that apply

A.   Hallucinations (perceptual experiences in the absence of real external sensory stimuli).

B.   Delusions (misconceptions or beliefs that are firmly held, contrary to reality).

Z.   None of the above.

Behavioral Symptoms.

E0200.  Behavioral Symptom - Presence & Frequency.

Note presence of symptoms and their frequency.

Coding: 

0.   Behavior not exhibited. 
1.   Behavior of this type occurred 1 to 3 days. 
2.   Behavior of this type occurred 4 to 6 days,  

but less than daily. 
3.   Behavior of this type occurred daily.

Enter Codes in Boxes.

A.      Physical behavioral symptoms directed toward others (e.g., hitting, 
kicking, pushing, scratching, grabbing, abusing others sexually).

B.      Verbal behavioral symptoms directed toward others (e.g., threatening 
others, screaming at others, cursing at others).

C.      Other behavioral symptoms not directed toward others (e.g., physical 
symptoms such as hitting or scratching self, pacing, rummaging, public 
sexual acts, disrobing in public, throwing or smearing food or bodily wastes, 
or verbal/vocal symptoms like screaming, disruptive sounds).

E0300.  Overall Presence of Behavioral Symptoms.

Were any behavioral symptoms in questions E0200 coded 1, 2, or 3?

0.   No Skip to E0800, Rejection of Care.
1.   Yes Considering all of E0200, Behavioral Symptoms, answer E0500 and E0600 below.

Enter Code

E0500.  Impact on Resident.

Did any of the identified symptom(s):

A.   Put the resident at significant risk for physical illness or injury? 
0.   No... 
1.   Yes.

Enter Code

B.   Significantly interfere with the resident's care? 
0.   No... 
1.   Yes.

Enter Code

C.   Significantly interfere with the resident's participation in activities or social interactions? 
0.   No... 
1.   Yes.

Enter Code

E0600.  Impact on Others.

Did any of the identified symptom(s):

A.   Put others at significant risk for physical injury? 
0.   No... 
1.   Yes.

Enter Code

B.   Significantly intrude on the privacy or activity of others? 
0.   No... 
1.   Yes.

Enter Code

C.   Significantly disrupt care or living environment? 
0.   No... 
1.   Yes.

Enter Code

E0800.  Rejection of Care - Presence & Frequency.

Did the resident reject evaluation or care (e.g., bloodwork, taking medications, ADL assistance) that is necessary to achieve the 

resident's goals for health and well-being?  Do not include behaviors that have already been addressed (e.g., by discussion or care 
planning with the resident or family), and/or determined to be consistent with resident values, preferences, or goals. 

0.   Behavior not exhibited. 
1.   Behavior of this type occurred 1 to 3 days. 
2.   Behavior of this type occurred 4 to 6 days, but less than daily. 
3.   Behavior of this type occurred daily.

Enter Code
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Resident Identifier Date

Section E. Behavior.

E0900.  Wandering - Presence & Frequency.

Has the resident wandered? 

0.   Behavior not exhibited Skip to E1100, Change in Behavioral or Other Symptoms.
1.   Behavior of this type occurred 1 to 3 days. 
2.   Behavior of this type occurred 4 to 6 days, but less than daily. 
3.   Behavior of this type occurred daily.

Enter Code

E1000.  Wandering - Impact.

A.   Does the wandering place the resident at significant risk of getting to a potentially dangerous place (e.g., stairs, outside of the 
facility)? 

0.   No... 
1.   Yes.

Enter Code

B.   Does the wandering significantly intrude on the privacy or activities of others? 

0.   No... 

1.   Yes.

Enter Code

E1100.  Change in Behavior or Other Symptoms. 

Consider all of the symptoms assessed in items E0100 through E1000.

How does resident's current behavior status, care rejection, or wandering compare to prior assessment (OBRA or PPS)? 
0.   Same. 
1.   Improved. 
2.   Worse. 
3.   N/A because no prior MDS assessment.

Enter Code
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Section F. Preferences for Customary Routine and Activities.

F0300.  Should Interview for Daily and Activity Preferences be Conducted? - Attempt to interview all residents able to communicate. 
If resident is unable to complete, attempt to complete interview with family member or significant other.

0.   No (resident is rarely/never understood and family/significant other not available) Skip to and complete F0800, Staff 
Assessment of Daily and Activity Preferences.

1.   Yes Continue to F0400, Interview for Daily Preferences.

Enter Code

F0400.  Interview for Daily Preferences.

Show resident the response options and say: "While you are in this facility..."

Enter Codes in Boxes.

Coding: 

1.   Very important. 
2.   Somewhat important. 
3.   Not very important. 
4.   Not important at all. 
5.   Important, but can't do or no 

choice. 
9.   No response or non-responsive.

A.    how important is it to you to choose what clothes to wear?

B.    how important is it to you to take care of your personal belongings or things?

C.    how important is it to you to choose between a tub bath, shower, bed bath, or 

sponge bath?

D.    how important is it to you to have snacks available between meals?

E.    how important is it to you to choose your own bedtime?

F.    how important is it to you to have your family or a close friend involved in 

discussions about your care?

G.    how important is it to you to be able to use the phone in private?

H.    how important is it to you to have a place to lock your things to keep them safe?

F0500.  Interview for Activity Preferences.

Show resident the response options and say: "While you are in this facility..."

Enter Codes in Boxes

Coding: 

1.   Very important. 
2.   Somewhat important. 
3.   Not very important. 
4.   Not important at all. 
5.   Important, but can't do or no 

choice. 
9.   No response or non-responsive.

A.    how important is it to you to have books, newspapers, and magazines to read?

B.    how important is it to you to listen to music you like?

C.    how important is it to you to be around animals such as pets?

D.    how important is it to you to keep up with the news?

E.    how important is it to you to do things with groups of people?

F.    how important is it to you to do your favorite activities?

G.    how important is it to you to go outside to get fresh air when the weather is good?

H.    how important is it to you to participate in religious services or practices?

F0600.  Daily and Activity Preferences Primary Respondent.

Indicate primary respondent for Daily and Activity Preferences (F0400 and F0500). 
1.   Resident. 

2.   Family or significant other (close friend or other representative). 
9.   Interview could not be completed by resident or family/significant other ("No response" to 3 or more items").

Enter Code
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Resident Identifier Date

Section F. Preferences for Customary Routine and Activities.

F0700.  Should the Staff Assessment of Daily and Activity Preferences be Conducted?

0.    No (because Interview for Daily and Activity Preferences (F0400 and F0500) was completed by resident or family/significant
other) Skip to and complete G0110, Activities of Daily Living (ADL) Assistance.

1.    Yes (because 3 or more items in Interview for Daily and Activity Preferences (F0400 and F0500) were not completed by resident 
or family/significant other) Continue to F0800, Staff Assessment of Daily and Activity Preferences.

Enter Code

F0800.  Staff Assessment of Daily and Activity Preferences.

Do not conduct if Interview for Daily and Activity Preferences (F0400-F0500) was completed.

Resident Prefers:

Check all that apply.

A.    Choosing clothes to wear.

B.    Caring for personal belongings.

C.    Receiving tub bath.

D.    Receiving shower.

E.     Receiving bed bath.

F.     Receiving sponge bath.

G.    Snacks between meals.

H.    Staying up past 8:00 p.m.

I.      Family or significant other involvement in care discussions.

J.     Use of phone in private.

K.    Place to lock personal belongings.

L.     Reading books, newspapers, or magazines.

M.    Listening to music.

N.    Being around animals such as pets.

O.    Keeping up with the news.

P.    Doing things with groups of people.

Q.    Participating in favorite activities.

R.    Spending time away from the nursing home.

S.    Spending time outdoors.

T.    Participating in religious activities or practices.

Z.    None of the above.
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Section G. Functional Status.

G0110.  Activities of Daily Living (ADL) Assistance. 

Refer to the ADL flow chart in the RAI manual to facilitate accurate coding.

1.   ADL Self-Performance. 

Code for resident's performance over all shifts - not including setup.  If the ADL activity 
occurred 3 or more times at various levels of assistance, code the most dependent - except for 
total dependence, which requires full staff performance every time. 

Coding: 

Activity Occurred 3 or More Times. 

0.   Independent - no help or staff oversight at any time. 
1.   Supervision - oversight, encouragement or cueing. 
2.   Limited assistance - resident highly involved in activity; staff provide guided maneuvering 

of limbs or other non-weight-bearing assistance. 
3.   Extensive assistance - resident involved in activity, staff provide weight-bearing support. 
4.   Total dependence - full staff performance every time during entire 7-day period. 

Activity Occurred 2 or Fewer Times. 

7.   Activity occurred only once or twice - activity did occur but only once or twice. 
8.   Activity did not occur - activity (or any part of the ADL) was not performed by resident or 

staff at all over the entire 7-day period.

2.   ADL Support Provided. 

Code for most support provided over all 
shifts; code regardless of resident's self-
performance classification. 

 Coding: 
0.   No setup or physical help from staff. 
1.   Setup help only. 
2.   One person physical assist. 
3.   Two+ persons physical assist. 
8.   ADL activity itself did not occur during 

entire period.

1. 

Self-Performance.

2. 

Support.

Enter Codes in Boxes

A.   Bed mobility - how resident moves to and from lying position, turns side to side, and 
positions body while in bed or alternate sleep furniture.

B.   Transfer - how resident moves between surfaces including to or from: bed, chair, wheelchair, 
standing position (excludes to/from bath/toilet).

C.   Walk in room - how resident walks between locations in his/her room.

D.   Walk in corridor - how resident walks in corridor on unit.

E.    Locomotion on unit - how resident moves between locations in his/her room and adjacent 
corridor on same floor.  If in wheelchair, self-sufficiency once in chair.

F.    Locomotion off unit - how resident moves to and returns from off-unit locations (e.g., areas 
set aside for dining, activities or treatments).  If facility has only one floor, how resident 
moves to and from distant areas on the floor.  If in wheelchair, self-sufficiency once in chair.

G.   Dressing - how resident puts on, fastens and takes off all items of clothing, including 
donning/removing a prosthesis or TED hose.  Dressing includes putting on and changing 
pajamas and housedresses.

H.   Eating - how resident eats and drinks, regardless of skill.  Do not include eating/drinking 
during medication pass.  Includes intake of nourishment by other means (e.g., tube feeding, 
total parenteral nutrition, IV fluids administered for nutrition or hydration).

I.     Toilet use - how resident uses the toilet room, commode, bedpan, or urinal; transfers on/off 
toilet; cleanses self after elimination; changes pad; manages ostomy or catheter; and adjusts 
clothes.  Do not include emptying of bedpan, urinal, bedside commode, catheter bag or 
ostomy bag.

J.    Personal hygiene - how resident maintains personal hygiene, including combing hair, 
brushing teeth, shaving, applying makeup, washing/drying face and hands (excludes baths 
and showers).

Instructions for Rule of 3 

 When an activity occurs three times at any one given level, code that level.
When an activity occurs three times at multiple levels, code the most dependent, exceptions are total dependence (4), activity must require full assist 
every time, and activity did not occur (8), activity must not have occurred at all. Example, three times extensive assistance (3) and three times limited 
assistance (2), code extensive assistance (3).

 When an activity occurs at various levels, but not three times at any given level, apply the following:
 When there is a combination of full staff performance, and extensive assistance, code extensive assistance.
 When there is a combination of full staff performance, weight bearing assistance and/or non-weight bearing assistance code limited assistance (2).

If none of the above are met, code supervision.

Case 8:11-cv-01303-SDM-TBM   Document 75-2   Filed 06/03/13   Page 14 of 38 PageID 798



MDS 3.0 Item Listing-Version 1.00.2  10/01/2010 Page 15 of 38

Resident Identifier Date

Section G. Functional Status.

G0120.  Bathing.

How resident takes full-body bath/shower, sponge bath, and transfers in/out of tub/shower (excludes washing of back and hair).  Code for most 

dependent in self-performance and support.
A.   Self-performance. 

0.   Independent - no help provided. 

1.   Supervision - oversight help only. 

2.   Physical help limited to transfer only. 

3.   Physical help in part of bathing activity. 

4.   Total dependence. 

8.   Activity itself did not occur during the entire period.

Enter Code

B.   Support provided. 

(Bathing support codes are as defined in item G0110 column 2, ADL Support Provided, above).

Enter Code

G0300.  Balance During Transitions and Walking.

After observing the resident, code the following walking and transition items for most dependent.

Coding: 

0.   Steady at all times. 
1.   Not steady, but able to stabilize without human 

assistance. 
2.   Not steady, only able to stabilize with human 

assistance. 
8.   Activity did not occur.

Enter Codes in Boxes.

A.   Moving from seated to standing position.

B.   Walking (with assistive device if used).

C.   Turning around and facing the opposite direction while walking.

D.   Moving on and off toilet.

E.   Surface-to-surface transfer (transfer between bed and chair or 
wheelchair).

G0400.  Functional Limitation in Range of Motion.

Code for limitation that interfered with daily functions or placed resident at risk of injury.

Coding: 

0.   No impairment. 
1.   Impairment on one side. 
2.   Impairment on both sides.

Enter Codes in Boxes.

A.   Upper extremity (shoulder, elbow, wrist, hand).

B.   Lower extremity (hip, knee, ankle, foot).

G0600.  Mobility Devices.

Check all that were normally used.

A.   Cane/crutch.

B.   Walker.

C.   Wheelchair (manual or electric).

D.   Limb prosthesis.

Z.   None of the above were used.

G0900.  Functional Rehabilitation Potential. 

Complete only if A0310A = 01.

Enter Code A.   Resident believes he or she is capable of increased independence in at least some ADLs. 

0.   No... 

1.   Yes. 

9.   Unable to determine.

Enter Code B.  Direct care staff believe resident is capable of increased independence in at least some ADLs. 

0.   No... 

1.   Yes.
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Section H. Bladder and Bowel.

H0100.  Appliances.

Check all that apply.

A.   Indwelling catheter (including suprapubic catheter and nephrostomy tube).

B.   External catheter.

C.   Ostomy (including urostomy, ileostomy, and colostomy).

D.   Intermittent catheterization.

Z.   None of the above.

H0200.  Urinary Toileting Program.

A.   Has a trial of a toileting program (e.g., scheduled toileting, prompted voiding, or bladder training) been attempted on 
admission/reentry or since urinary incontinence was noted in this facility?
0.    No Skip to H0300, Urinary Continence.
1.    Yes Continue to H0200B, Response.
9.    Unable to determine Skip to H0200C, Current toileting program or trial.

Enter Code

B.   Response -  What was the resident's response to the trial program? 

0.   No improvement. 
1.   Decreased wetness. 

2.   Completely dry (continent). 
9.   Unable to determine or trial in progress.

Enter Code

C.   Current toileting program or trial - Is a toileting program (e.g., scheduled toileting, prompted voiding, or bladder training) currently 
being used to manage the resident's urinary continence? 
0.   No... 

1.   Yes.

Enter Code

H0300.  Urinary Continence.

Urinary continence -  Select the one category that best describes the resident. 

0.   Always continent. 
1.   Occasionally incontinent (less than 7 episodes of incontinence). 
2.   Frequently incontinent (7 or more episodes of urinary incontinence, but at least one episode of continent voiding). 
3.   Always incontinent (no episodes of continent voiding). 
9.   Not rated, resident had a catheter (indwelling, condom), urinary ostomy, or no urine output for the entire 7 days.

Enter Code

H0400.  Bowel Continence.

Bowel continence -  Select the one category that best describes the resident. 

0.   Always continent. 
1.   Occasionally incontinent (one episode of bowel incontinence). 
2.   Frequently incontinent (2 or more episodes of bowel incontinence, but at least one continent bowel movement). 
3.   Always incontinent (no episodes of continent bowel movements). 
9.   Not rated, resident had an ostomy or did not have a bowel movement for the entire 7 days.

Enter Code

H0500.  Bowel Toileting Program.

Is a toileting program currently being used to manage the resident's bowel continence? 

0.   No... 

1.   Yes.

Enter Code

H0600.  Bowel Patterns.

Constipation present? 

0.   No... 

1.   Yes.

Enter Code
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Section I. Active Diagnoses.

Active Diagnoses in the last 7 days - Check all that apply. 

Diagnoses listed in parentheses are provided as examples and should not be considered as all-inclusive lists.
Cancer.

I0100.   Cancer (with or without metastasis).
Heart/Circulation.

I0200.   Anemia (e.g., aplastic, iron deficiency, pernicious, and sickle cell).

I0300.   Atrial Fibrillation or Other Dysrhythmias (e.g., bradycardias and tachycardias).

I0400.   Coronary Artery Disease (CAD) (e.g., angina, myocardial infarction, and atherosclerotic heart disease (ASHD)).

I0500.   Deep Venous Thrombosis (DVT), Pulmonary Embolus (PE), or Pulmonary Thrombo-Embolism (PTE).

I0600.   Heart Failure (e.g., congestive heart failure (CHF) and pulmonary edema).

I0700.   Hypertension.

I0800.   Orthostatic Hypotension.

I0900.   Peripheral Vascular Disease (PVD) or Peripheral Arterial Disease (PAD).

Gastrointestinal.

I1100.   Cirrhosis.

I1200.   Gastroesophageal Reflux Disease (GERD) or Ulcer (e.g., esophageal, gastric, and peptic ulcers).

I1300.   Ulcerative Colitis, Crohn's Disease, or Inflammatory Bowel Disease.

Genitourinary.

I1400.   Benign Prostatic Hyperplasia (BPH).

I1500.   Renal Insufficiency, Renal Failure, or End-Stage Renal Disease (ESRD).

I1550.   Neurogenic Bladder.

I1650.   Obstructive Uropathy.

Infections.

I1700.   Multidrug-Resistant Organism (MDRO).

I2000.   Pneumonia.

I2100.   Septicemia.

I2200.   Tuberculosis.

I2300.   Urinary Tract Infection (UTI) (LAST 30 DAYS).

I2400.   Viral Hepatitis (e.g., Hepatitis A, B, C, D, and E).

I2500.   Wound Infection (other than foot).
Metabolic.

I2900.   Diabetes Mellitus (DM) (e.g., diabetic retinopathy, nephropathy, and neuropathy).

I3100.   Hyponatremia.

I3200.   Hyperkalemia.

I3300.   Hyperlipidemia (e.g., hypercholesterolemia).

I3400.   Thyroid Disorder (e.g., hypothyroidism, hyperthyroidism, and Hashimoto's thyroiditis).
Musculoskeletal.

I3700.   Arthritis (e.g., degenerative joint disease (DJD), osteoarthritis, and rheumatoid arthritis (RA)).

I3800.   Osteoporosis.

I3900.   Hip Fracture - any hip fracture that has a relationship to current status, treatments, monitoring (e.g., sub-capital fractures, and 
fractures of the trochanter and femoral neck).

I4000.   Other Fracture.

Neurological.

I4200.   Alzheimer's Disease.

I4300.   Aphasia.

I4400.   Cerebral Palsy.

I4500.   Cerebrovascular Accident (CVA), Transient Ischemic Attack (TIA), or Stroke.

I4800.   Dementia (e.g. Non-Alzheimer's dementia such as vascular or multi-infarct dementia; mixed dementia; frontotemporal dementia such 
as Pick's disease; and dementia related to stroke, Parkinson's or Creutzfeldt-Jakob diseases).

Neurological Diagnoses continued on next page.
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Active Diagnoses.Section I.

Active Diagnoses in the last 7 days - Check all that apply. 

Diagnoses listed in parentheses are provided as examples and should not be considered as all-inclusive lists.
Neurological - Continued.

I4900.   Hemiplegia or Hemiparesis.

I5000.   Paraplegia.

I5100.   Quadriplegia.

I5200.   Multiple Sclerosis (MS).

I5250.   Huntington's Disease.

I5300.   Parkinson's Disease.

I5350.   Tourette's Syndrome.

I5400.   Seizure Disorder or Epilepsy.

I5500.   Traumatic Brain Injury (TBI).

Nutritional.

I5600.   Malnutrition (protein or calorie) or at risk for malnutrition.

Psychiatric/Mood Disorder.

I5700.   Anxiety Disorder.

I5800.   Depression (other than bipolar).

I5900.   Manic Depression (bipolar disease).

I5950.   Psychotic Disorder (other than schizophrenia).

I6000.   Schizophrenia (e.g., schizoaffective and schizophreniform disorders).

I6100.   Post Traumatic Stress Disorder (PTSD).

Pulmonary.

I6200.   Asthma, Chronic Obstructive Pulmonary Disease (COPD), or Chronic Lung Disease (e.g., chronic bronchitis and restrictive lung 
diseases such as asbestosis).

I6300.   Respiratory Failure

Vision.

I6500.   Cataracts, Glaucoma, or Macular Degeneration.

None of Above.

I7900.   None of the above active diagnoses within the last 7 days.

Other.

I8000.   Additional active diagnoses. 

Enter diagnosis on line and ICD code in boxes.  Include the decimal for the code in the appropriate box.

A.

B.

C.

D.

E.

F.

G.

H.

I.

J.
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Section J. Health Conditions.

J0100.  Pain Management - Complete for all residents, regardless of current pain level.

At any time in the last 5 days, has the resident:
A.   Been on a scheduled pain medication regimen? 

0.   No... 

1.   Yes.

Enter Code

B.   Received PRN pain medications? 

0.   No... 

1.   Yes.

Enter Code

C.   Received non-medication intervention for pain? 

0.   No... 

1.   Yes.

Enter Code

J0200.  Should Pain Assessment Interview be Conducted? 

Attempt to conduct interview with all residents.  If resident is comatose, skip to J1100, Shortness of Breath (dyspnea).

0.   No (resident is rarely/never understood) Skip to and complete J0800, Indicators of Pain or Possible Pain.

1.   Yes Continue to J0300, Pain Presence.

Enter Code

Pain Assessment Interview.

J0300.  Pain Presence.

Ask resident: "Have you had pain or hurting at any time in the last 5 days?"
0.    No Skip to J1100, Shortness of Breath.
1.    Yes Continue to J0400, Pain Frequency.
9.    Unable to answer Skip to J0800, Indicators of Pain or Possible Pain.

Enter Code

J0400.  Pain Frequency.

Ask resident:  "How much of the time have you experienced pain or hurting over the last 5 days?" 
1.    Almost constantly. 
2.    Frequently. 
3.    Occasionally. 
4.    Rarely. 
9.    Unable to answer.

Enter Code

J0500.  Pain Effect on Function.

A.   Ask resident:  "Over the past 5 days, has pain made it hard for you to sleep at night?" 
0.   No... 

1.   Yes. 

9.   Unable to answer.

Enter Code

B.   Ask resident:  "Over the past 5 days, have you limited your day-to-day activities because of pain?" 
0.   No... 

1.   Yes. 

9.   Unable to answer.

Enter Code

J0600.  Pain Intensity - Administer ONLY ONE of the following pain intensity questions (A or B).
A.   Numeric Rating Scale (00-10). 

Ask resident:  "Please rate your worst pain over the last 5 days on a zero to ten scale, with zero being no pain and ten 
as the worst pain you can imagine."  (Show resident 00 -10 pain scale) 
Enter two-digit response.  Enter 99 if unable to answer.

Enter Rating

B.   Verbal Descriptor Scale. 

Ask resident:  "Please rate the intensity of your worst pain over the last 5 days."  (Show resident verbal scale) 
1.   Mild. 

2.   Moderate. 

3.   Severe. 

4.   Very severe, horrible. 

9.   Unable to answer.

Enter Code
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Resident Identifier Date

Section J. Health Conditions.

J0700.  Should the Staff Assessment for Pain be Conducted?

0.   No (J0400 = 1 thru 4) Skip to J1100, Shortness of Breath (dyspnea).
1.   Yes (J0400 = 9) Continue to J0800, Indicators of Pain or Possible Pain.

Enter Code

Staff Assessment for Pain.

J0800.  Indicators of Pain or Possible Pain in the last 5 days.

Check all that apply.

A.   Non-verbal sounds (e.g., crying, whining, gasping, moaning, or groaning).

B.   Vocal complaints of pain (e.g., that hurts, ouch, stop).

C.   Facial expressions (e.g., grimaces, winces, wrinkled forehead, furrowed brow, clenched teeth or jaw).

D.   Protective body movements or postures (e.g., bracing, guarding, rubbing or massaging a body part/area, clutching or holding a 
body part during movement).

Z.   None of these signs observed or documented If checked, skip to J1100, Shortness of Breath (dyspnea).

J0850.  Frequency of Indicator of Pain or Possible Pain in the last 5 days.

Frequency with which resident complains or shows evidence of pain or possible pain. 
1.   Indicators of pain or possible pain observed  1 to 2 days. 
2.   Indicators of pain or possible pain observed  3 to 4 days. 
3.   Indicators of pain or possible pain observed  daily.

Enter Code

Other Health Conditions.

J1100.  Shortness of Breath (dyspnea).

Check all that apply.

A.   Shortness of breath or trouble breathing with exertion (e.g., walking, bathing, transferring).

B.   Shortness of breath or trouble breathing when sitting at rest.

C.   Shortness of breath or trouble breathing when lying flat.

Z.   None of the above.

J1300.  Current Tobacco Use.

Tobacco use. 
0.   No... 
1.   Yes.

Enter Code

J1400.  Prognosis.

Does the resident have a condition or chronic disease that may result in a life expectancy of less than 6 months?  (Requires physician 
documentation). 

0.   No... 
1.   Yes.

Enter Code

J1550.  Problem Conditions.

Check all that apply.

A.   Fever.

B.   Vomiting.

C.   Dehydrated.

D.   Internal bleeding.

Z.   None of the above.
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Resident Identifier Date

Section J. Health Conditions.

J1700.  Fall History on Admission. 

Complete only if A0310A = 01 or A0310E = 1
A.   Did the resident have a fall any time in the last month prior to admission? 

0.   No... 
1.   Yes. 
9.   Unable to determine.

Enter Code

B.   Did the resident have a fall any time in the last 2-6 months prior to admission? 

0.   No... 
1.   Yes. 
9.   Unable to determine.

Enter Code

C.   Did the resident have any fracture related to a fall in the 6 months prior to admission? 

0.   No... 
1.   Yes. 
9.   Unable to determine.

Enter Code

J1800.  Any Falls Since Admission or Prior Assessment (OBRA, PPS, or Discharge), whichever is more recent.

Has the resident had any falls since admission or the prior assessment (OBRA, PPS, or Discharge), whichever is more recent?
0.    No Skip to K0100, Swallowing Disorder.
1.    Yes Continue to J1900, Number of Falls Since Admission or Prior Assessment (OBRA, PPS, or Discharge)

Enter Code

J1900.  Number of Falls Since Admission or Prior Assessment (OBRA, PPS, or Discharge), whichever is more recent.

Coding: 

0.   None 
1.   One 
2.   Two or more

Enter Codes in Boxes

A.   No injury - no evidence of any injury is noted on physical assessment by the nurse or primary 
care clinician; no complaints of pain or injury by the resident; no change in the resident's 
behavior is noted after the fall.

B.   Injury (except major) - skin tears, abrasions, lacerations, superficial bruises, hematomas and 
sprains; or any fall-related injury that causes the resident to complain of pain.

C.   Major injury - bone fractures, joint dislocations, closed head injuries with altered 
consciousness, subdural hematoma.
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Resident Identifier Date

Section K. Swallowing/Nutritional Status.

K0100.  Swallowing Disorder. 

Signs and symptoms of possible swallowing disorder.

Check all that apply.

A.   Loss of liquids/solids from mouth when eating or drinking.

B.   Holding food in mouth/cheeks or residual food in mouth after meals.

C.   Coughing or choking during meals or when swallowing medications.

D.   Complaints of difficulty or pain with swallowing.

Z.   None of the above.

K0200.  Height and Weight - While measuring, if the number is X.1 - X.4 round down; X.5 or greater round up.

A.   Height (in inches).  Record most recent height measure since admission.
inches

B.   Weight (in pounds).  Base weight on most recent measure in last 30 days; measure weight consistently, according to standard 
facility practice (e.g., in a.m. after voiding, before meal, with shoes off, etc.).

pounds

K0300.  Weight Loss.

Loss of 5% or more in the last month or loss of 10% or more in last 6 months. 
0.   No or unknown. 
1.   Yes, on physician-prescribed weight-loss regimen. 
2.   Yes, not on physician-prescribed weight-loss regimen.

Enter Code

K0500.  Nutritional Approaches.

Check all that apply.

A.   Parenteral/IV feeding.

B.   Feeding tube - nasogastric or abdominal (PEG).

C.   Mechanically altered diet - require change in texture of food or liquids (e.g., pureed food, thickened liquids).

D.   Therapeutic diet (e.g., low salt, diabetic, low cholesterol).

Z.   None of the above.

K0700.  Percent Intake by Artificial Route - Complete K0700 only if K0500A or K0500B is checked.

A.   Proportion of total calories the resident received through parenteral or tube feeding. 
1.   25% or less. 
2.   26-50%. 
3.   51% or more.

Enter Code

B.   Average fluid intake per day by IV or tube feeding. 
1.   500 cc/day or less. 
2.   501 cc/day or more.

Enter Code

Section L. Oral/Dental Status.

L0200.  Dental

Check all that apply.

A.   Broken or loosely fitting full or partial denture (chipped, cracked, uncleanable, or loose).

B.   No natural teeth or tooth fragment(s) (edentulous).

C.   Abnormal mouth tissue (ulcers, masses, oral lesions, including under denture or partial if one is worn).

D.   Obvious or likely cavity or broken natural teeth.

E.   Inflamed or bleeding gums or loose natural teeth.

F.   Mouth or facial pain, discomfort or difficulty with chewing.

G.   Unable to examine.

Z.   None of the above were present.

Case 8:11-cv-01303-SDM-TBM   Document 75-2   Filed 06/03/13   Page 22 of 38 PageID 806



MDS 3.0 Item Listing-Version 1.00.2  10/01/2010 Page 23 of 38

Resident Identifier Date

Section M. Skin Conditions.

Report based on highest stage of existing ulcer(s) at its worst; do not "reverse" stage.

M0100.  Determination of Pressure Ulcer Risk.

Check all that apply.

A.   Resident has a stage 1 or greater, a scar over bony prominence, or a non-removable dressing/device.

B.   Formal assessment instrument/tool (e.g., Braden, Norton, or other).

C.   Clinical assessment.

Z.   None of the above.

M0150.  Risk of Pressure Ulcers.

Is this resident at risk of developing pressure ulcers? 

0.   No... 
1.   Yes.

Enter Code

M0210.  Unhealed Pressure Ulcer(s).

Does this resident have one or more unhealed pressure ulcer(s) at Stage 1 or higher?

0.    No Skip to M0900, Healed Pressure Ulcers.
1.    Yes Continue to M0300, Current Number of Unhealed (non-epithelialized) Pressure Ulcers at Each Stage.

Enter Code

M0300.  Current Number of Unhealed (non-epithelialized) Pressure Ulcers at Each Stage.

A.   Number of Stage 1 pressure ulcers. 
Stage 1:  Intact skin with non-blanchable redness of a localized area usually over a bony prominence.  Darkly pigmented skin may not 
have a visible blanching; in dark skin tones only it may appear with persistent blue or purple hues.

Enter Number

B.   Stage 2:  Partial thickness loss of dermis presenting as a shallow open ulcer with a red or pink wound bed, without slough.  May also 
present as an intact or open/ruptured blister.

1.   Number of Stage 2 pressure ulcers.-  If 0 Skip to M0300C, Stage 3.

Enter Number

2.   Number of these Stage 2 pressure ulcers that were present upon admission/reentry - enter how many were noted at the time 
of admission.

Enter Number

3.   Date of oldest Stage 2 pressure ulcer - Enter dashes if date is unknown:

Month

_

Day

_

Year

C.   Stage 3:  Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon or muscle is not exposed.  Slough may be 
present but does not obscure the depth of tissue loss.  May include undermining and tunneling.

1.   Number of Stage 3 pressure ulcers - If 0 Skip to M0300D, Stage 4.

Enter Number

2.   Number of these Stage 3 pressure ulcers that were present upon admission/reentry - enter how many were noted at the time  
of admission.

Enter Number

D.   Stage 4:  Full thickness tissue loss with exposed bone, tendon or muscle.  Slough or eschar may be present on some parts of the 
wound bed.  Often includes undermining and tunneling.

1.   Number of Stage 4 pressure ulcers - If 0 Skip to M0300E, Unstageable: Non-removable dressing.

Enter Number

2.   Number of these Stage 4 pressure ulcers that were present upon admission/reentry - enter how many were noted at the time 
of admission.

Enter Number

M0300 continued on next page.
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Resident Identifier Date

Section M. Skin Conditions.

M0300.  Current Number of Unhealed (non-epithelialized) Pressure Ulcers at Each Stage - Continued.

E.   Unstageable - Non-removable dressing:  Known but not stageable due to non-removable dressing/device.

1.   Number of unstageable pressure ulcers due to non-removable dressing/device - If 0 Skip to M0300F, Unstageable:
Slough and/or eschar.

Enter Number

2.   Number of these unstageable pressure ulcers that were present upon admission/reentry - enter how many were noted at the 
time of admission.

Enter Number

F.   Unstageable - Slough and/or eschar:  Known but not stageable due to coverage of wound bed by slough and/or eschar.

1.   Number of unstageable pressure ulcers due to coverage of wound bed by slough and/or eschar - If 0 Skip to M0300G,
Unstageable: Deep tissue.

Enter Number

2.   Number of these unstageable pressure ulcers that were present upon admission/reentry - enter how many were noted at the 
time of admission.

Enter Number

G.   Unstageable - Deep tissue:  Suspected deep tissue injury in evolution.

1.   Number of unstageable pressure ulcers with suspected deep tissue injury in  evolution - If 0 Skip to M0610, Dimension
of Unhealed Stage 3 or 4 Pressure Ulcers or Eschar.

Enter Number

2.   Number of these unstageable pressure ulcers that were present upon admission/reentry - enter how many were noted at the 
time of admission.

Enter Number

M0610.  Dimensions of Unhealed Stage 3 or 4 Pressure Ulcers or Eschar. 

Complete only if M0300C1, M0300D1 or M0300F1 is greater than 0.

If the resident has one or more unhealed (non-epithelialized) Stage 3 or 4 pressure ulcers or an unstageable pressure ulcer due to slough or eschar, 
identify the pressure ulcer with the largest surface area (length x width) and record in centimeters:

. cm
A.   Pressure ulcer length:  Longest length from head to toe.

. cm
B.   Pressure ulcer width:  Widest width of the same pressure ulcer, side-to-side perpendicular (90-degree angle) to length.

. cm

C.   Pressure ulcer depth:  Depth of the same pressure ulcer from the visible surface to the deepest area (if depth is unknown, 
enter a dash in each box).

M0700.  Most Severe Tissue Type for Any Pressure Ulcer.

Select the best description of the most severe type of tissue present in any pressure ulcer bed. 
1.   Epithelial tissue  - new skin growing in superficial ulcer.  It can be light pink and shiny, even in persons with darkly pigmented skin. 
2.   Granulation tissue  - pink or red tissue with shiny, moist, granular appearance. 
3.   Slough  - yellow or white tissue that adheres to the ulcer bed in strings or thick clumps, or is mucinous. 
4.   Necrotic tissue (Eschar)  - black, brown, or tan tissue that adheres firmly to the wound bed or ulcer edges, may be softer or harder 

than surrounding skin.

Enter Code

M0800.  Worsening in Pressure Ulcer Status Since Prior Assessment (OBRA, PPS, or Discharge). 

Complete only if A0310E = 0.
Indicate the number of current pressure ulcers that were not present or were at a lesser stage on prior assessment (OBRA, PPS, or Discharge). 
If no current pressure ulcer at a given stage, enter 0.

A.   Stage 2.
Enter Number

B.   Stage 3.
Enter Number

C.   Stage 4.
Enter Number
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Section M. Skin Conditions.

M0900.  Healed Pressure Ulcers. 

Complete only if A0310E = 0.
A.   Were pressure ulcers present on the prior assessment (OBRA, PPS, or Discharge)?

0.    No Skip to M1030, Number of Venous and Arterial Ulcers.
1.    Yes Continue to M0900B, Stage 2.

Enter Code

Indicate the number of pressure ulcers that were noted on the prior assessment (OBRA, PPS, or Discharge) that have completely closed 
(resurfaced with epithelium).  If no healed pressure ulcer at a given stage since the prior assessment (OBRA, PPS, or Discharge), enter 0.

B.   Stage 2.
Enter Number

C.   Stage 3.
Enter Number

D.   Stage 4.
Enter Number

M1030.  Number of Venous and Arterial Ulcers.

Enter the total number of venous and arterial ulcers present.
Enter Number

M1040.  Other Ulcers, Wounds and Skin Problems.

Check all that apply.

Foot Problems.

A.   Infection of the foot (e.g., cellulitis, purulent drainage).

B.   Diabetic foot ulcer(s).

C.   Other open lesion(s) on the foot.

Other Problems.

D.  Open lesion(s) other than ulcers, rashes, cuts (e.g., cancer lesion).

E.   Surgical wound(s).

F.   Burn(s) (second or third degree).

None of the Above.

Z.   None of the above were present.

M1200.  Skin and Ulcer Treatments.

Check all that apply.

A.   Pressure reducing device for chair.

B.   Pressure reducing device for bed.

C.   Turning/repositioning program.

D.  Nutrition or hydration intervention to manage skin problems.

E.   Ulcer care.

F.   Surgical wound care.

G.   Application of nonsurgical dressings (with or without topical medications) other than to feet.

H.   Applications of ointments/medications other than to feet.

I.    Application of dressings to feet (with or without topical medications).

Z.   None of the above were provided.
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Section N. Medications.

N0300.  Injections.

Record the number of days that injections of any type were received during the last 7 days or since admission/reentry if less than
7 days.  If 0 Skip to N0400, Medications Received.

Enter Days

N0350.  Insulin.

A.   Insulin injections - Record the number of days that insulin injections were received during the last 7 days or since admission/
reentry if less than 7 days.

Enter Days

B.   Orders for insulin - Record the number of days the physician (or authorized assistant or practitioner) changed the resident's 

insulin orders during the last 7 days or since admission/reentry if less than 7 days.

Enter Days

N0400.  Medications Received.

Check all medications the resident received at any time during the last 7 days or since admission/reentry if less than 7 days.

A.   Antipsychotic.

B.   Antianxiety.

C.   Antidepressant.

D.  Hypnotic.

E.   Anticoagulant (warfarin, heparin, or low-molecular weight heparin).

F.   Antibiotic.

G.   Diuretic.

Z.   None of the above were received.
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Section O. Special Treatments, Procedures, and Programs.

O0100.  Special Treatments, Procedures, and Programs. 

Check all of the following treatments, procedures, and programs that were performed during the last 14 days.

1.   While NOT a Resident. 
Performed while NOT a resident of this facility and within the last 14 days.  Only check column 1 if 
resident entered (admission or reentry) IN THE LAST 14 DAYS.  If resident last entered 14 or more days 
ago, leave column 1 blank. 

 2.  While a Resident. 
Performed while a resident of this facility and within the last 14 days.

1. 

While NOT a 

Resident.

2. 

While a 

Resident.

Check all that apply

Cancer Treatments.

A.   Chemotherapy.

B.   Radiation.

Respiratory Treatments.

C.   Oxygen therapy.

D.  Suctioning.

E.   Tracheostomy care.

F.   Ventilator or respirator.

G.   BiPAP/CPAP.

None of the Above.

H.  IV medications.

I.    Transfusions.

J.    Dialysis.

K.   Hospice care.

L.    Respite care.

M.   Isolation or quarantine for active infectious disease (does not include standard body/fluid 
precautions).

Other.

Z.   None of the above.

O0250.  Influenza Vaccine - Refer to current version of RAI manual for current flu season and reporting period.

A.   Did the resident receive the Influenza vaccine in this facility for this year's Influenza season?
0.    No Skip to O0250C, If Influenza vaccine not received, state reason.
1.    Yes Continue to O0250B, Date vaccine received.

Enter Code

B.   Date vaccine received Complete date and skip to O0300A, Is the resident's Pneumococcal vaccination up to date?

Month

_

Day

_

Year

C.   If Influenza vaccine not received, state reason: 

1.   Resident not in facility during this year's flu season. 
2.   Received outside of this facility. 
3.   Not eligible - medical contraindication. 
4.   Offered and declined. 
5.   Not offered. 
6.   Inability to obtain vaccine due to a declared shortage. 
9.   None of the above.

Enter Code

O0300.  Pneumococcal Vaccine.

A.   Is the resident's Pneumococcal vaccination up to date?
0.   No Continue to O0300B, If Pneumococcal vaccine not received, state reason.
1.   Yes Skip to O0400, Therapies.

Enter Code

B.   If Pneumococcal vaccine not received, state reason: 

1.   Not eligible - medical contraindication. 

2.   Offered and declined. 

3.   Not offered.

Enter Code
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Section O. Special Treatments, Procedures, and Programs.

O0400.  Therapies.

A.   Speech-Language Pathology and Audiology Services.

Enter Number of Minutes 1.   Individual minutes - record the total number of minutes this therapy was administered to the resident individually 

in the last 7 days.

Enter Number of Minutes 2.   Concurrent minutes - record the total number of minutes this therapy was administered to the resident 
concurrently with one other resident in the last 7 days.

Enter Number of Minutes 3.   Group minutes - record the total number of minutes this therapy was administered to the resident as part of a group 

of residents in the last 7 days.

If the sum of individual, concurrent, and group minutes is zero, skip to O0400B, Occupational Therapy

Enter Number of Days
4.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.

5.   Therapy start date - record the date the most recent 
therapy regimen (since the most recent entry) started.

_ _

Month Day Year

6.   Therapy end date - record the date the most recent 
therapy regimen (since the most recent entry) ended 
- enter dashes if therapy is ongoing.

_ _

Month Day Year

B.   Occupational Therapy.

Enter Number of Minutes 1.   Individual minutes - record the total number of minutes this therapy was administered to the resident individually 

in the last 7 days.

Enter Number of Minutes 2.   Concurrent minutes - record the total number of minutes this therapy was administered to the resident 
concurrently with one other resident in the last 7 days.

Enter Number of Minutes 3.   Group minutes - record the total number of minutes this therapy was administered to the resident as part of a group 

of residents in the last 7 days.

If the sum of individual, concurrent, and group minutes is zero, skip to O0400C, Physical Therapy

Enter Number of Days
4.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.

5.   Therapy start date - record the date the most recent 
therapy regimen (since the most recent entry) started.

_ _

Month Day Year

6.   Therapy end date - record the date the most recent 
therapy regimen (since the most recent entry) ended 
- enter dashes if therapy is ongoing.

_ _

Month Day Year

C.   Physical Therapy.

Enter Number of Minutes 1.   Individual minutes - record the total number of minutes this therapy was administered to the resident individually 

in the last 7 days.

Enter Number of Minutes 2.   Concurrent minutes - record the total number of minutes this therapy was administered to the resident 
concurrently with one other resident in the last 7 days.

Enter Number of Minutes 3.   Group minutes - record the total number of minutes this therapy was administered to the resident as part of a group 

of residents in the last 7 days.

If the sum of individual, concurrent, and group minutes is zero, skip to O0400D, Respiratory Therapy

Enter Number of Days
4.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.

5.   Therapy start date - record the date the most recent 
therapy regimen (since the most recent entry) started.

_ _

Month Day Year

6.   Therapy end date - record the date the most recent 
therapy regimen (since the most recent entry) ended 
- enter dashes if therapy is ongoing.

_ _

Month Day Year

O0400 continued on next page
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Section O. Special Treatments, Procedures, and Programs.

O0400.  Therapies - Continued.

D.   Respiratory Therapy.

1.   Total minutes - record the total number of minutes this therapy was administered to the resident in the last 7 days.

If zero, skip to O0400E, Psychological Therapy.

Enter Number of Minutes

2.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.
Enter Number of Days

E.   Psychological Therapy (by any licensed mental health professional).

1.   Total minutes - record the total number of minutes this therapy was administered to the resident in the last 7 days.

If zero, skip to O0400F, Recreational Therapy.

Enter Number of Minutes

2.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.
Enter Number of Days

F.   Recreational Therapy (includes recreational and music therapy).

1.   Total minutes - record the total number of minutes this therapy was administered to the resident in the last 7 days.

If zero, skip to O0500, Restorative Nursing Programs.

Enter Number of Minutes

2.   Days - record the number of days this therapy was administered for at least 15 minutes a day in the last 7 days.
Enter Number of Days

O0500.  Restorative Nursing Programs.

Record the number of days each of the following restorative programs was performed (for at least 15 minutes a day) in the last 7 calendar days 
(enter 0 if none or less than 15 minutes daily).

Number 

of Days.
Technique.

A.   Range of motion (passive).

B.   Range of motion (active).

C.   Splint or brace assistance.

Number 

of Days.
Training and Skill Practice In:

D.   Bed mobility.

E.   Transfer.

F.   Walking.

G.   Dressing and/or grooming.

H.   Eating and/or swallowing.

I.    Amputation/prostheses care.

J.   Communication.

O0600.  Physician Examinations.

Over the last 14 days, on how many days did the physician (or authorized assistant or practitioner) examine the resident?

Enter Days

O0700.  Physician Orders.

Over the last 14 days, on how many days did the physician (or authorized assistant or practitioner) change the resident's orders?

Enter Days
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Section P. Restraints.

P0100.  Physical Restraints.

Physical restraints are any manual method or physical or mechanical device, material or equipment attached or adjacent to the resident's body that 
the individual cannot remove easily which restricts freedom of movement or normal access to one's body.

Coding: 

0.   Not used. 
1.   Used less than daily. 
2.   Used daily.

Enter Codes in Boxes.

Used in Bed.

A.   Bed rail.

B.   Trunk restraint.

C.   Limb restraint.

D.   Other.

Used in Chair or Out of Bed.

E.   Trunk restraint.

F.   Limb restraint.

G.   Chair prevents rising.

H.   Other.
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Section Q. Participation in Assessment and Goal Setting.

Q0100.  Participation in Assessment.

A.   Resident participated in assessment. 

0.   No... 

1.   Yes.

Enter Code

B.   Family or significant other participated in assessment. 

0.   No... 

1.   Yes. 

9.   No family or significant other.

Enter Code

C.   Guardian or legally authorized representative participated in assessment. 

0.   No... 

1.   Yes. 

9.   No guardian or legally authorized representative.

Enter Code

Q0300.  Resident's Overall Expectation. 

Complete only if A0310E = 1.

A.   Resident's overall goal established during assessment process. 
1.   Expects to be discharged to the community. 

2.   Expects to remain in this facility. 

3.   Expects to be discharged to another facility/institution. 

9.   Unknown or uncertain.

Enter Code

B.    Indicate information source for Q0300A. 
1.   Resident. 

2.   If not resident, then family or significant other. 

3.   If not resident, family, or significant other, then guardian or legally authorized representative. 

9.   None of the above.

Enter Code

Q0400.  Discharge Plan.

A.   Is there an active discharge plan in place for the resident to return to the community?

0.   No...
1.   Yes Skip to Q0600, Referral.

Enter Code

B.  What determination was made by the resident and the care planning team regarding discharge to the community?

0.   Determination not made.
1.   Discharge to community determined to be feasible Skip to Q0600, Referral.
2.   Discharge to community determined to be not feasible Skip to next active section (V or X).

Enter Code

Q0500.  Return to Community.

A.  Has the resident been asked about returning to the community?

0.   No...
1.   Yes - previous response was "no".
2.   Yes - previous response was "yes" Skip to Q0600, Referral.
3.   Yes - previous response was "unknown".

Enter Code

B.   Ask the resident (or family or significant other if resident is unable to respond): "Do you want to talk to someone about the 

possibility of returning to the community?" 
0.   No... 
1.   Yes. 
9.   Unknown or uncertain.

Enter Code

Q0600.  Referral.

Has a referral been made to the local contact agency? 

0.   No - determination has been made by the resident and the care planning team that contact is not required. 

1.   No - referral not made. 
2.   Yes.

Enter Code
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Section V. Care Area Assessment (CAA) Summary.

V0100.  Items From the Most Recent Prior OBRA or Scheduled PPS Assessment. 

Complete only if A0310E = 0 and if the following is true for the prior assessment:  A0310A = 01- 06 or A0310B = 01- 06
A.   Prior Assessment Federal OBRA Reason for Assessment (A0310A value from prior assessment). 

01.   Admission assessment (required by day 14). 
02.   Quarterly review assessment. 
03.   Annual assessment. 
04.   Significant change in status assessment. 
05.   Significant correction to prior comprehensive assessment. 
06.   Significant correction to prior quarterly assessment. 
99.   Not OBRA required assessment.

Enter Code

B.   Prior Assessment PPS Reason for Assessment (A0310B value from prior assessment). 
01.   5-day scheduled assessment. 
02.   14-day scheduled assessment. 
03.   30-day scheduled assessment. 
04.   60-day scheduled assessment. 
05.   90-day scheduled assessment. 
06.   Readmission/return assessment. 
07.   Unscheduled assessment used for PPS (OMRA, significant or clinical change, or significant correction assessment). 
99.   Not PPS assessment.

Enter Code

C.   Prior Assessment Reference Date (A2300 value from prior assessment).

Month

_

Day

_

Year

D.   Prior Assessment Brief Interview for Mental Status (BIMS) Summary Score (C0500 value from prior assessment).
Enter Score

E.   Prior Assessment Resident Mood Interview (PHQ-9©) Total Severity Score (D0300 value from prior assessment).
Enter Score

F.   Prior Assessment Staff Assessment of Resident Mood (PHQ-9-OV) Total Severity Score (D0600 value from prior assessment).
Enter Score
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Section V. Care Area Assessment (CAA) Summary.

V0200.  CAAs and Care Planning.

1.   Check column A if Care Area is triggered. 
2.   For each triggered Care Area, indicate whether a new care plan, care plan revision, or continuation of current care plan is necessary to address 

the problem(s) identified in your assessment of the care area.  The Addressed in Care Plan column must be completed within 7 days of 
completing the RAI (MDS and CAA(s)).  Check column B if the triggered care area is addressed in the care plan. 

3.   Indicate in the Location and Date of CAA Information column where information related to the CAA can be found.  CAA documentation should 
include information on the complicating factors, risks, and any referrals for this resident for this care area.

A.   CAA Results.

Care Area.

A. 

Care Area 

Triggered.

B. 

Addressed in 

Care Plan. Location and Date of CAA Information.

Check all that apply

01.   Delirium.

02.   Cognitive Loss/Dementia.

03.   Visual Function.

04.   Communication.

05.   ADL Functional/Rehabilitation Potential.

06.   Urinary Incontinence and Indwelling 

Catheter.

07.   Psychosocial Well-Being.

08.   Mood State.

09.   Behavioral Symptoms.

10.    Activities.

11.    Falls.

12.    Nutritional Status.

13.    Feeding Tube.

14.    Dehydration/Fluid Maintenance.

15.    Dental Care.

16.    Pressure Ulcer.

17.    Psychotropic Drug Use.

18.    Physical Restraints.

19.    Pain.

20.    Return to Community Referral.

B.   Signature of RN Coordinator for CAA Process and Date Signed.

1.   Signature. 2.   Date.

Month

_

Day

_

Year

C.   Signature of Person Completing Care Plan and Date Signed.

1.   Signature. 2.   Date.

Month

_

Day

_

Year
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Section X. Correction Request.

X0100.  Type of Record.

1.    Add new record Skip to Z0100, Medicare Part A Billing
2.    Modify existing record Continue to X0150, Type of Provider.
3.    Inactivate existing record Continue to X0150, Type of Provider.

Enter Code

Identification of Record to be Modified/Inactivated - The following items identify the existing assessment record that is in error.  In this 
section, reproduce the information EXACTLY as it appeared on the existing erroneous record, even if the information is incorrect.   
This information is necessary to locate the existing record in the National MDS Database.

X0150.  Type of Provider.

Type of provider. 

1.   Nursing home (SNF/NF). 

2.   Swing Bed.

Enter Code

X0200.  Name of Resident on existing record to be modified/inactivated.

A.   First name:

C.   Last name:

X0300.  Gender on existing record to be modified/inactivated.

1.  Male 
2.  Female

Enter Code

X0400.  Birth Date on existing record to be modified/inactivated.

Month

_

Day

_

Year

X0500.  Social Security Number on existing record to be modified/inactivated.

_ _

X0600.  Type of Assessment on existing record to be modified/inactivated.

A.   Federal OBRA Reason for Assessment 

01.   Admission assessment (required by day 14) 
02.   Quarterly review assessment 

03.   Annual assessment 
04.   Significant change in status assessment 
05.   Significant correction to prior comprehensive assessment 
06.   Significant correction to prior quarterly assessment 
99.   Not OBRA required assessment

Enter Code

B.   PPS Assessment 

PPS Scheduled Assessments for a Medicare Part A Stay 

01.   5-day scheduled assessment 

02.   14-day scheduled assessment 

03.   30-day scheduled assessment 

04.   60-day scheduled assessment 

05.   90-day scheduled assessment 

06.   Readmission/return assessment 
PPS Unscheduled Assessments for a Medicare Part A Stay 

07.   Unscheduled assessment used for PPS (OMRA, significant or clinical change, or significant correction assessment) 
Not PPS Assessment 

99.   Not PPS assessment

Enter Code

C.   PPS Other Medicare Required Assessment - OMRA 

0.   No... 

1.   Start of therapy assessment 
2.   End of therapy assessment 
3.   Both Start and End of therapy assessment

Enter Code

X0600 continued on next page.
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Section X. Correction Request.

X0600.  Type of Assessment.- Continued

D.   Is this a Swing Bed clinical change assessment?  Complete only if X0150 = 2. 
0.   No... 

1.   Yes.

Enter Code

F.   Entry/discharge reporting 

01.   Entry record. 

10.   Discharge assessment-return not anticipated. 

11.   Discharge assessment-return anticipated. 

12.   Death in facility record. 
99.   Not entry/discharge record.

Enter Code

X0700.  Date on existing record to be modified/inactivated - Complete one only.

A.   Assessment Reference Date - Complete only if X0600F = 99.

Month

_

Day

_

Year
B.   Discharge Date - Complete only if X0600F = 10, 11, or 12.

Month

_

Day

_

Year
C.   Entry Date - Complete only if X0600F = 01.

Month

_

Day

_

Year

Correction Attestation Section.- Complete this section to explain and attest to the modification/inactivation request.

X0800.  Correction Number.

Enter the number of correction requests to modify/inactivate the existing record, including the present one.
Enter Number

X0900.  Reasons for Modification.- Complete only if Type of Record is to modify a record in error (X0100 = 2).

Check all that apply.

A.   Transcription error.

B.   Data entry error.

C.   Software product error.

D.   Item coding error.

Z.   Other error requiring modification.

If "Other" checked, please specify:

X1050.  Reasons for Inactivation.- Complete only if Type of Record is to inactivate a record in error (X0100 = 3).

Check all that apply.

A.   Event did not occur.

Z.   Other error requiring inactivation.

If "Other" checked, please specify:
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Section X. Correction Request.

X1100.  RN Assessment Coordinator Attestation of Completion.

A.   Attesting individual's first name:

B.   Attesting individual's last name:

C.   Attesting individual's title:

D.   Signature.

E.   Attestation date.

Month

_

Day

_

Year
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Section Z. Assessment Administration.

Z0100.  Medicare Part A Billing.

A.   Medicare Part A HIPPS code (RUG group followed by assessment type indicator):

B.   RUG version code:

C.   Is this a Medicare Short Stay assessment? 

0.   No... 

1.   Yes

Enter Code

Z0150.  Medicare Part A Non-Therapy Billing.

A.   Medicare Part A non-therapy HIPPS code (RUG group followed by assessment type indicator):

B.   RUG version code:

Z0200.  State Medicaid Billing (if required by the state).

A.   RUG Case Mix group:

B.   RUG version code:

Z0250.  Alternate State Medicaid Billing (if required by the state).

A.   RUG Case Mix group:

B.   RUG version code:

Z0300.  Insurance Billing.

A.   RUG Case Mix group:

B.   RUG version code:
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Section Z. Assessment Administration.

Z0400.  Signature of Persons Completing the Assessment or Entry/Death Reporting.

I certify that the accompanying information accurately reflects resident assessment information for this resident and that I collected or coordinated 
collection of this information on the dates specified.  To the best of my knowledge, this information was collected in accordance with applicable 
Medicare and Medicaid requirements.  I understand that this information is used as a basis for ensuring that residents receive appropriate and quality 
care, and as a basis for payment from federal funds.  I further understand that payment of such federal funds and continued participation in the 
government-funded health care programs is conditioned on the accuracy and truthfulness of this information, and that I may be personally subject to 
or may subject my organization to substantial criminal, civil, and/or administrative penalties for submitting false information.  I also certify that I am 
authorized to submit this information by this facility on its behalf.

Signature. Title. Sections.
Date Section 

Completed.

A.

B.

C.

D.

E.

F.

G.

H.

I.

J.

K.

L.

Z0500.   Signature of RN Assessment Coordinator Verifying Assessment Completion.

A.   Signature: B.   Date RN Assessment Coordinator signed 

assessment as complete:

Month

_

Day

_

Year
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This is an image of the UB-04 form.
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Medicaid Provider Reimbursement Handbook, UB-04 

July 2008  1-11 

Illustration 1-1.  The UB-04 Claim Form 
 

 
Incorporated by reference in rule 59G-4.003, F.A.C. 
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Medicaid Provider Reimbursement Handbook, UB-04 

1-12  July 2008 

Illustration 1-2.  Reverse Side of the Claim Form 
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